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Abstract 

The Veterans Health Administration has been one of the first to adopt the Whole Health 

approach in combination with therapeutic treatment, which is recommended to promote 

disease management and prevention of comorbidities associated with diabetes. However, 

this modality has not been adopted by the health care system. The purpose of this study 

was to examine the association between the veterans who have been in the Whole Health 

Program in combination with therapeutic treatment and those who have only been 

focusing on the therapeutic treatment regimen. The variables were A1C levels and 

adhering to medication renewal to determine whether veterans in the program had better 

self-care management to help control their diabetes and prevent comorbidities. The 

behavior health model, which focuses on how peer-to-peer support can influence 

decision-making and promote positive behaviors, was used to show the effectiveness of 

the Whole Health Program. Chi-square tests were performed for both research questions, 

and multivariate logistic regression was used to control for age, gender, and veterans with 

a co-pay. The results of the Chi-square indicated that there were significant differences 

between the veterans in the Whole Health Program and those not in the program. Adding 

the covariant for age, gender, and co-pay did not change the result that Whole Health 

participants had significantly lower A1C and improved medication adherence. The p 

value for both variables was p = 0.001; therefore, indicating a statistically significant 

result. The positive social change of the study includes encouraging an inclusive 

environment for patients who have acquired an illness and will need support in the 

process of disease management. 
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Section 1: Foundation of the Study and Literature Review 

Alternative medicine involves using non-pharmacological treatment options for 

common conditions, such as pain and mental health or psychological disorders (Song et 

al., 2009). The Whole Health peer pathway is an innovative program of alternative 

medicine to help deal with medical issues by taking an unconventional approach to self-

care (Song et al., 2009).). The Whole Health approach uses different modalities, such as 

mindfulness, meditation, yoga, and guided imagery, based on the individual’s personal 

needs to achieve the maximum benefit for the patient. The Whole Health peer pathway 

encourages a combined approach of alternative medicine and traditional medicine to 

improve patients’ outcomes and promote self-care. This approach could be beneficial 

when dealing with complex diseases like diabetes, as this care may be particularly 

important where patients following instructions is important to maintaining their health, 

such as taking medications regularly or daily testing for blood sugar levels. This 

recommendation is based principally on the evidence from randomized controlled trials 

of complementary medicine and how complementary medicine can augment the benefits 

of traditional medical care.  

The Veterans Administration (VA) started using these types of complementary 

medicine techniques in 2011; however, there is still room for growth in the promotion of 

programs and treatment (Shaddy et al., 2017). This study was conducted to help discuss 

how the Veterans Health Administration (VHA) facilities can help veterans start 

managing diabetes by adhering to traditional treatment, which would decrease their A1c 
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levels. Using complementary medicine techniques like mindfulness can help increase 

their self-awareness and their personal role and responsibility in treating diabetes. 

Background 

Many approaches to encourage active patient engagement in their personal care 

could lead to better management of diabetes and possibly the prevention of diabetes 

complications. A few studies have shown that there is a new approach that can be used to 

encourage better management and adherence to diabetes treatment—the Whole Health 

approach (see Shaddy et al., 2017). The Whole Health approach does not diminish the 

importance or effectiveness of traditional therapeutic medicine; instead, it adds value to 

the pharmacological approach by encouraging patients to take charge of their health 

outcomes by adhering to the treatment plan by using techniques like mindfulness and 

self-awareness (Tucker et al., 2013). The Whole Health approach is focused on using the 

patient-centered care approach to improve self-care while allowing patients to assume an 

active role in decision making involving their personal health care. This approach has 

been a cost-effective, less invasive way to enhance the quality of care, providing more 

comprehensive attention to the patient, and benefitting patients with diabetes (Bokhour et 

al., 2020). The Whole Health approach also incorporates health coaching as a means of 

improving patient compliance and attention to their disease issues. For instance, health 

coaching has been instrumental in helping veterans with suicidal ideation to develop new 

ways to cope with the civilian world and their traumas from combat and military 

experience (Denneson et al., 2019).  
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The Veterans’ Health Department has been working with the Whole Health 

approach for the last 6 years (Bokhour et al. 2020). In the United States, veterans have 

higher rates of uncontrolled diabetes and comorbidities. There are 25% of veterans, 

equivalent to 1.1 million veterans, who are known to have diabetes who are receiving 

care at the VHA (Shaddy et al., 2017). Thus, the VA started employing an approach 

involves using a combination of treatment approaches to promote wellness and well-

being by engaging the patient in the treatment plan while improving patient adherence to 

the recommended traditional treatments for diabetes. However, there is a gap in 

knowledge about this approach and how effective it can be as an adjunct to traditional 

medical approaches. Evaluating their success in improving diabetes health measures by 

using complementary medicine could be valuable in developing an understanding of how 

complementary medicine may be used to improve monitoring and adherence for many 

types of complicated health conditions. 

Problem Statement 

Integrating Whole Health peer pathway modalities can be used to promote shared 

decision making, self-engagement, and self-motivation while allowing patients to attend 

to and take active steps to achieve their desired goals (Myrick & del Vecchio, 2016). 

Previous research has shown that there is a difference in the outcomes of self-

management between traditional therapeutic treatment for type two diabetes as opposed 

to combining treatment of mind-body medicine and traditional medicinal treatment for 

the veteran population (Tucker et al., 2013). This study was necessary to investigate how 

the Whole Health peer-pathways can help promote self-engagement in managing diabetes 
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in order to encourage an enhancement of conventional methods in the United States when 

caring for the veteran population. There is a gap in the literature on how specifically 

Whole Health peer pathways, in combination with modern medicine, can help promote 

better health in the veterans’ population that has been diagnosed with diabetes. This study 

aims to improve the understanding of how the Whole Health pathway, in combination 

with therapeutic medicine, can help to improve the health of the intended population. 

This research will attempt to fill in the gap in the literature by conducting a secondary 

data analysis from established national databases to examine the types of issues 

associated with diabetes that can be improved using this type of complementary medical 

approach, including Whole Health pathway techniques and coaching.  

Purpose of the Study 

The purpose of this study was to understand how veterans with diabetes would 

benefit by adding complementary medicine treatment methods to their treatment plan. 

This understanding will be possible by researching how a combination of the Whole 

Health approach and traditional medicine can help improve the quality of life of the 

veteran population who suffer from type 2 diabetes. This study will provide broader 

insights into the use of a combined approach of using mind–body medicine from the 

Whole Health approach and modern medicinal treatment for the veteran population as 

opposed to only modern medicine and how this might lead to improvements of specific 

health measures, such as drug adherence and hemoglobin A1c. 
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Research Questions and Hypotheses 

Research Question 1: Is there a difference in hemoglobin A1c levels in veterans 

with diabetes receiving a combined treatment of mind–body medicine and 

pharmacological medicine treatment as opposed to receiving only pharmacological 

treatment?  

H01: There are no statistically significant differences in the A1c level of veterans 

receiving only pharmacological treatment for diabetes as opposed to combining treatment 

of mind–body medicine and pharmacological treatment.  

H11:  There are statistically significant differences in the A1c level of veterans 

receiving only pharmacological treatment for diabetes as opposed to combining treatment 

of mind–body medicine and pharmacological treatment. 

Research Question 2: Is there a difference in the behavioral health choices of 

medication adherence in veterans with diabetes receiving a combined treatment of mind-

body medicine and pharmacological treatment as opposed to receiving only traditional 

pharmacological treatment?  

H02: There are no statistically significant differences in the behavioral health 

choices of medication adherence in veterans receiving only pharmacological treatment 

for diabetes as opposed to combining treatment of mind-body medicine and 

pharmacological treatment for diabetes.  

H12: There are statistically significant differences in the behavioral health choices 

of medication adherence in veterans receiving only pharmacological treatment for 
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diabetes as opposed to combining treatment of mind-body medicine and pharmacological 

treatment for diabetes. 

Research Question 3: What is the relationship between A1c and medication 

adherence in veterans with diabetes participating in the Whole Health Program, 

controlling gender, age, and co-pay.  

H03: There is no statistically significant association between A1c and medication 

adherence in veterans in the Whole Health Program controlling for gender, age, and co-

pay.  

H13: There is a statistically significant association between A1c and medication 

adherence in veterans in the Whole Health Program controlling for gender, age, and co-

pay.  

Theoretical Foundation for the Study 

The Whole Health approach is based on the theory of health behavior change, 

which is a model that explains how changes in knowledge and beliefs can influence 

health by promoting self-management and better self-care (Ryan, 2009; see Figure 1). 

The theory of health behavior context for this study was also based on the Denneson et 

al.’s (2019) theory that psychological well-being can be increased by promoting Whole 

Health approaches to care. These approaches have been successful in the veterans’ 

population in addressing complex health problems, such as hypertension and heart 

disease. This theory can also be applied to medical disease, in that these types of 

interventions targeted at empowerment and mindfulness can significantly improve patient 

adherence to medication regimens and diet and exercise programs designed to improve 
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their health. For the current study, a program designed to improve mindfulness and self-

awareness about their disease can help them to improve their self-regulation and personal 

ability to take active steps to monitor and improve their health. This can be assessed by 

examining blood sugar levels as well as potential changes in medication adherence that 

might be associated with incorporating these kinds of changes in their care program.  

 

Figure 1 

 

Theory of Behavioral Health Change 

 

 

Nature of the Study 

This study was a retrospective quasi-experimental design based on collected 

patient data and the aforementioned research questions (Moser & Krorstjens, 2018). This 
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quantitative study used secondary data to answer questions by examining relationships 

between the pertinent variables. A chi-square was used to assess Question 1, which uses a 

continuous dependent variable of hemoglobin A1c and the categorical independent 

variable of one group who practices only traditional medicine and the other group who 

practices a combined approach of traditional medicine and the Whole Health approach. 

Question 2 was also answered with a chi-square analysis by using a continuous 

dependent variable of missing appointments and adherence as assessed by medication 

refills. The chi-square analysis was used to measure whether there is a significant 

difference between mean values for adherence. 

Literature Search Strategy 

For the current literature review, the key search included the following terms: 

Whole Health, Conventional Medicine, Diabetes, Health Promotion, Disease Prevention, 

Patient Centered-Care, Veterans, and veterans’ health. The most common search engines 

used were Walden University Library, EBSCO Connect, PubMed, National Center of 

Biotechnology Information, and Europe PMC. Selected articles relating to a combined 

treatment approach of mind–body medicine and traditional medical treatment are 

discussed in this literature search section. The articles also explored the many barriers 

that practitioners face when trying to encourage the use of new approaches in 

combination with traditional medicine. For example, in a study of diabetes patients and 

their practitioners, researchers examined data to assess if there might be a significant 

pattern of general practitioners and their type 2 diabetes patients concerning education 
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and management (Lanhers et al., 2015). This study identified barriers that made the use 

of these kinds of methods more challenging in primary care settings. 

Literature Review 

This section addresses the relationship between integrative medicine combined 

with traditional medicine and how this approach may improve hemoglobin A1c levels by 

increasing medication and diet adherence in people with type 2 diabetes. The review of 

literature will also discuss the challenges and the success stories for this type of program. 

The purpose of this review was also to examine the factors associated with veterans being 

vulnerable to diabetes, which would lead to death. The literature also addresses the most 

common contributors to nonadherence to self-care in the veteran population. 

The Whole Health Approach 

The Whole Health approach encourages people to participate in self-care and 

exercise programs such as Tai Chi, yoga, and walking. Based on a study of 99 

participants with type 2 diabetes who participated in Tai Chi and self-care, there was a 

significant decline in HbA1c level for those who practiced the exercises more regularly 

and who were involved in the self-care program (Song et al., 2009). 

Mind–Body Medicine 

Mindfulness is one of the mind–body medicine modalities that helps individuals 

be more aware of thoughts and feelings to enable them to make the right choices for their 

well-being (Whitebird et al., 2018). Mindfulness can be combined with traditional 

medicine, which can have benefits in enhancing the quality of life (Raghebian et al., 

2015); this can be crucial for those with type 2 diabetes. There is no one method of mind–
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body medicine; therefore, adopting any of the methods in addition to traditional medicine 

has been shown to be effective in improving adherence (Whitebird, 2012). One of the 

ways to improve compliance among veterans with type 2 diabetes is by encouraging self-

management with techniques like mindfulness. Based on a study of diabetes patients who 

participated in mindfulness exercises like sitting, standing, walking, and supine forms of 

meditation to relieve stress, those who adhered to the intervention program showed 

significant improvements in their diabetes, with a change in pre-management from 9.2 

HbA1c to 8.4, with a significance of p = 0.004 (Whitebird et al., 2018).  

Tai Chi Modality of Mind–Body Medicine 

A study by Sukhee and Rhayum (2012) was conducted to determine if Tai chi, 

which is one of the mind-body modalities, was introduced as a moderate-intensity 

exercise helped patients with type 2 diabetes to control their neuropathy symptoms and to 

improve their quality of life. The study was conducted using a quasi-experimental design 

of a pre- and post-test. The fifty-nine participants were from a Korean university hospital 

outpatient clinic, and they had type 2 diabetes with symptoms of neuropathy. The 

participants were required certain clearance from their primary care provider before they 

could engage in the study (because the study included exercise). Other inclusion criteria 

were that they have to have an HbA1c level greater than 7.0%, permission from their 

healthcare provider, and informed consent to be part of the study. The study used a priori 

power analysis, to determine the number of participants needed. The program required 

one hour of Tai Chi per session twice a week for 12 weeks. The outcome measure of the 

pre and posttest was assessed before and after the 12 weeks program. A repeated 



11 

 

measures t-test was used to assess the differences between the groups’ scores based on 

the significance level of 0.5 (Sukhee et al., 2012). The study found a significant benefit in 

reducing hemoglobin A1c and improving neuropathy symptoms when participants 

consistently participated in the exercise and mindfulness program. In the end, the study 

was able to prove that Tai Chi, as one of the modalities of mind-body medicine, could 

help improve glucose level (A1c level), balance, reduce neuropathy symptoms, and 

improve some detention of quality of life (Sukhee et al., 2012).  

Measuring Drug Adherence at the Veterans Affairs Outpatient Clinic 

The primary issue among the veterans in dealing with chronic health problems 

like diabetes is often related to adherence to drug administration for their medical 

condition. Taking medication as prescribed requires motivation and understanding to take 

the steps needed for self-care. Lack of motivation and poor self-care and medication 

adherence among diabetes patients could lead to comorbidities resulting from poor 

glycemic control. Self-care and diabetes self-management is crucial for better outcomes 

for the patients, and reduction of adverse consequences associated with uncontrolled 

diabetes. In a study by Lee and colleagues (2020), a pre-post interview study design was 

conducted to examine this issue of adherence and self-care in veterans. During the study, 

an M-DRAW tool was used to examine how primary care clinics are handling this issue 

of medication adherence. In 2017 to 2018, 88 veterans from the VA Linda Health System 

participated in this study. The inclusion criteria were that patients had to speak English, 

be 18 years or older, have type 2 diabetes, live in a non-institutional setting, and take at 

least one diabetes medication (Lee, et al., 2020). The participants were asked to report 
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self-adherence measures concerning how they follow their medication regiments. The M-

DRAW questionnaire asked about what barriers the veterans have that prevented them 

from adhering to the medication treatment plan on a 4-points frequency scale. The study 

revealed a three times greater number of obstacles interfering with adherence to 

medication regiment when compared to a nonveteran sample (Lee et al., 2020). It was 

concluded that reducing the number of barriers to adherence will contribute to improving 

medication adherence, that this improvement in following recommended medication 

treatment programs would result in improving clinical outcomes. 

The Integrative Health Wellness Program: Complementary and Alternative 

Medicine Clinic for Veterans 

The benefit of combining an integrated health approach with complementary 

medicine in the veterans’ health administration clinical care setting has been 

demonstrated in a number of studies. Integrative health is also known as the Whole 

Health approach, and it is one of the newest wellness programs offered by the VHA to 

promote self-care and improve management of chronic conditions (Holliday, et al., 

2015). Due to the complexity of many of the veterans’ health care conditions, other 

approaches such as complementary and alternative medicine have been shown to improve 

wellness and self-care.  

The Integrative Approaches include yoga, peer to peer coaching, group auricular 

acupuncture, qigong, and health education. A study was conducted by Holliday and 

colleagues (2015) using a prospective cohort design to track the specific services used in 
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this program and the effects on aspects of the veterans’ physical and mental health 

(Holliday et al., 2015).  

A total of 740 consults and 325 Veterans were enrolled in the Integrative Health 

and Wellness program in the Holliday study locations; however, only 226 Veterans 

consented to participate in the study. The veterans who took part in the program 

presented with the following conditions: depression, stress, insomnia, and pain, which 

interferes with their day-to-day activities. The veterans were asked to be part of a one-

hour orientation session for the weekly Integrative Health and Wellness program. The 

program used the first 30 minutes of this orientation on education and learning about the 

program’s different benefits. The veterans then reviewed and completed a clinical 

questionnaire. This initiative was designed to conduct this pilot study to evaluate the 

health outcomes among veterans who were using the Integrative Health and Wellness 

program, by reviewing their medical records and evaluating the self-questionnaire 

responses. Based on the result, there were significant clinical improvements from those 

Veterans who were engaged in using the program, particularly compared to patients who 

were not using these types of complementary medicine programs.  

Complementary and Integrated Health Approaches: What Veterans Use and Want 

Complementary and integrative health approaches are also known as the Whole 

Health approach and have been used for addressing multiple issues in the veteran 

population. These complementary approaches are not limited to one simple program and 

offers opportunities to address many kinds of techniques that can be used for multiple 

complex medical conditions. In the program that the VA has adopted, veterans have the 
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opportunity to choose which of the modalities would be best for them. The method 

provides a sense of self-engagement and confidence to move forward while allowing the 

veterans to take charge of their own health care outcomes. A study was conducted by 

Taylor (2019) to examine how using these approaches like yoga, acupuncture, and 

meditation can help veterans who suffer from other conditions such as depression and 

anxiety, pain, and other psychological issues. The methods used for this study included a 

national survey of how 26 out of the programs of complementary and integrative health 

approaches helped a large number of (n=3346 veterans) in July 2017 with a variety of 

clinical problems.  

Complementary and integrative health approaches include programs that provide 

non-pharmacological treatment that, when combined with pharmacological treatment, can 

increase wellness by promoting adherence and compliance for traditional medication 

programs while reducing health care costs (Taylor, 2019). The study also reported that in 

the past year, 52% of veterans used complementary and integrative health approaches 

such as massage therapy (44%), chiropractic (37%), mindfulness (34%), and others; 

Furthermore, the results showed a significant number of Veterans (84%) who said they 

would like to know more about complementary and integrative health approaches and its 

programs. Complementary medicine has been used effectively in the veterans’ health 

administration as one of the fastest growing programs, and the complementary and 

integrative health approaches provides a needed a combination of health approaches to 

help the veterans adhere to the recommendations from their traditional healthcare team, 

and to take control of their health. 
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Preventive Medicine Reports 

Many factors are associated with the risk of diabetes among veterans. Many 

veterans have psychological issues such as post-traumatic stress disorder, which 

contributes to the negative behaviors that can lead to cardiovascular disease and diabetes 

(Hoerster et al., 2019). Many people who have these kinds of psychological issues do not 

exercise, do not eat well, and often do not take active steps to address medical problems 

that they have. A study by Hoerster (2019) was a cross-sectional survey conducted to 

support this hypothesis. This study was conducted in 2012-2013 using 657 veterans. This 

study was conducted to confirm that the Whole Health approach’s specific pathways 

were able to help those with depression and to help them to modify their health behaviors 

to more positive. The survey was mailed to the veterans in the northwest who had at least 

one visit in primary care or post-traumatic stress disorder clinics. The DETER model was 

used for data collection using demographic variables such as age, sex, and race/ethnicity, 

and mental health behavior. Veterans’ mental health symptoms were also measured with 

a possible score of 85, with the higher scores indicating a greater severity of mental 

health issues. Veterans’ health behaviors were linked to their increased risk for 

cardiovascular disease and diabetes. For each of the veterans, the alcohol consumption 

test behavior was also examined. This test is called AUDIT-C, and it was used to 

measure alcohol consumption with a possible score from 0 to 12. Those who consumed 

the most alcoholic beverage have higher scores. After the study, it was determined that 

there was enough evidence to conclude that post-traumatic stress disorder symptoms are 

associated with behavior patterns that could cause veterans to suffer from chronic health 
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issues such as diabetes (Hoerster et al., 2019). This study suggests that methods like 

complementary medicine programs designed to increase empowerment and self-

awareness may be useful in address these psychological issues, which could also improve 

their ability to adhere to recommended medical treatment programs. 

Integrative Health Coaching for Patients with Type 2 Diabetes 

Integrative health involves using the ideas of mind-body medicine for health 

promotion and disease prevention. A study was conducted to evaluate how well this 

approach would help patients with type 2 diabetes by helping them change their 

behaviors and make better choices (Wolever et al., 2010). During the study, 56 

participants were recruited. The inclusion criteria were having type 2 diabetes, informed 

consent to participate in a six-month study that includes coaching, having challenges to 

medication adhering, speaking English, taking oral medications, and agreeing to 

participate in social support. The participants were excluded if they had dementia, 

Alzheimer’s disease, schizophrenia, or other cognitive impairment. The participants were 

recruited by sending flyers, advertising in newspapers, and online advertisements. This 

randomized controlled trial required that patients answer their demographic and medical 

history and undergo a psychosocial questionnaire before participation in the program. 

The integrated health coaching intervention focused on seven principles: taking 

medication as prescribed, stress reduction & self-care, exercise & physical activity, 

personal development, nutrition, communication & relationship, and the center of the 

program- self-awareness. The entire program focused on using group support and a mind-

body approach to help with medication adherence (Wolever et al., 2010). Researchers 
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used the McNemar test to analyze those who have missed medications. Based on the 

study findings, data revealed that there was support for the hypothesis that the integrated 

health program using coaching and peer support with the seven modalities would 

significantly assist with improving medication adherence. Participants in the coaching 

program showed a greater than 7% significant improvement from baseline A1c (Wolever 

et al., 2010).  This finding supports the conclusion that these kinds of programs can be 

used to assist veterans and other patients to maintain the recommended medications 

prescribed by their doctors.  

Diabetes Program: Integrated Care 

Managing diabetes is a growing problem that cannot be addressed without patient 

involvement; however, patients need motivation and guidance. Cost is also tied to issues 

of non-compliance with the treatment plan. Other factors that affected adherence to 

recommended treatment plans are insufficient clinical governance, limited access to care, 

and lack of patient engagement (Simmons et al., 2018). According to a study by 

Simmons and colleagues (2018) in Southwestern Sydney, Australia, researchers revealed 

how integrative medicine with traditional medicine could improve health by reducing 

complications, reducing hospitalization, and decreasing cost. The study was designed to 

demonstrate how integrative peer-to-peer support improved population health by 

partnering with integrated clinical services to provide a bi-monthly clinician and peer 

reference group meeting to support adherence behaviors (Simmons et al., 2018). There 

were 46,000 inhabitants from 19 different villages, and in that town, 2100 of them 

habitats are known to have diabetes (Simmons et al., 2018). The program provided local 
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diabetes group education from dieticians, clinicians, endocrinologists, diabetes foot 

screening, the health pathways to give referrals as needed, and local awareness programs. 

There were four facilitators for each group, and they were trained to lead the groups. The 

program’s goal was to have those patients with an HbA1c of 10.2 or higher before the 

program to decrease their levels by 1.2% following the end of the program (Simmons et 

al., 2018). The study was unable to assess the new program’s outcomes since this was a 

new initiative; however, the stockholders believed that this type of intervention can 

provide a new way to improve care and decrease disparities in Australia (Simmons et al., 

2018). Starting this program brought many challenges; however, based on the initial 

observations, a program focusing on allied health and prevention was deemed valid and 

had potential for improving outcomes for patients with diabetes. Although final 

assessments have not been completed, initial results did show clearly that patients 

involved in the programs did see improvements in their diabetes through lower blood 

sugar values. 

Improving Diabetes Medication Adherence: Successful, Scalable Interventions 

A study by Zullig and colleagues (2015) employed an approach to understanding 

how to reduce medication non-adherence that is crucial for this current research study. 

Although it is the goal to reduce medication intake and adapt to other means of blood 

sugar control, such as diet and exercise, including those using the Whole Health approach 

to stay healthy, adherence to prescribed medication is also a key component for 

preventing further needs to increase medication dosages. “Non-adherence has been linked 

with poorer treatment outcomes and progression of disease symptoms and complications” 
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(Zullig et al., 2015). It is understood that poor medication adherence among diabetes 

patients is contributing to poor outcomes and more comorbidities (Zullig et al., 2015). 

Based on that hypothesis, Zullig and colleagues decided to examine which approach to 

improving medication intake adherence for those with diabetes was most effective (Zullig 

et al., 2015). They identified key characteristics which they believed to have made 

adherence more useful and accessible for patients. This article also mentioned that there 

are many programs to promote medication adherence; however, they did say that many of 

these programs have not been successful. During this meta-analysis review, 53 different 

articles that discussed the different ways to promote adherence to medication for those 

with diabetes were examined. The various interventions were wide ranging, from 

pharmacy driven to educational intervention programs. The pharmacy guided 

interventions were based on patient settings and their public health systems. According to 

the study, seven interventions with distinctive approaches such as education, public 

health approach, pharmacy interventions, assessment of cost, and community health 

awareness, were most likely to help with improving medication adherence. Researchers 

found that the interventions which related their success directly to cost benefit were most 

likely to be adapted (Zullig et al., 2015). Furthermore, the researchers noted that 

resources to proceed with these programs have presented a challenge for the programs’ 

continuity, and even initially successful programs had to be canceled because of lack of 

funding. The study results concluded that a similar approach involving more patient 

involvement in supporting each other directly might be more beneficial and sustainable 

since the cost would be significantly less than if other resources were needed. 
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Definitions 

Adherence: A term used to measure compliance and persistence. In the present 

study, adherence is operationalized using the proportion of refills filled by the patient 

divided by the doctor’s total refills. It measures the extent to which the Veteran or patient 

would be consistent with taking prescribed medication. It would also allow researchers to 

examine the potential impact of non-adherence to the treatment plan and clinical 

outcomes.  

Civilian world: A common term used in the VA when a veteran is reentering back 

to society after being in the military and abroad.  

HgbA1c: Test that measures the average blood sugar levels in the bloodstream 

over the past three months, to help diagnose prediabetes and diabetes. 

Mind–body medicine: Mind-body medicine is a health practice that combined a 

patient’s mental focus by using different modalities such as deep breathing, yoga, and 

other forms of mindfulness to relax the body and mind and promote a healthy lifestyle. It 

allows for reflection and creating meanings. 

Whole health peer pathway: An innovative program of alternative medicine to 

help deal with some medical issues by taking an unconventional approach to the next 

level of self-care. 

Significance 

The results of this study may inform stakeholders and researchers about the circle 

of health and how to combine different strategies to improve medical outcomes, and aid 

in understanding what specific interventions matter most to many aspects of human well-
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being when it concerns diabetes management and how addressing self-care can help to 

improve how patients can take active steps to improve their own health. Many studies 

have focused on finding different types of pharmacological treatment for diseases such as 

diabetes. Recently, the American Diabetes Association has shifted their focus from a 

traditional medical program to a more comprehensive, proactive, and preventive 

approach to diabetes care (American Diabetes Association, 2020). Although 

pharmacological treatment can be crucial in the intervention of diabetes, noncompliance 

with the use of those medications, in addition to failure to follow diet and exercise 

recommendations, may cause more harm than has been previously appreciated (Polonsky, 

& Henry, 2016). Researchers have noted that about 45% of people with diabetes are not 

able to control their hemoglobin A1c level, and one of the contributing factors is often 

related to not adhering to the pharmacological treatment designated for them by their 

healthcare providers (Polonsky et al., 2016).  

Furthermore, in many cases, non-adherence does not necessarily mean 

unwillingness, but it may also be related to many potential factors that can impact the 

inability to adhere. Some of these factors may include lack of understanding in patients, 

lack of access to medications because of financial challenges, and complicated 

medication regimens that may be difficult to follow. The Whole Health Approach which 

has been adopted by the VA is designed to have a team approach in finding out the 

reason for that inability and bring it to the Table for discussion and resolution. The Whole 

Health Approach combined alternative methods with therapeutic medicine and has started 

to show a difference in changes in health that show how the veterans who are beginning 
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to take control of their conditions and do something to positively change their health 

outcome while focusing on what is important to them can make positive changes in their 

health outcomes (Denneson et al., 2019). 

The Whole Health Approach is designed to have the veteran in the center of their 

own healthcare program, by looking at what matters to that individual when it concerns 

their interactions with the community, the environment, and personal relationships 

(Bokhour et al., 2020). This research will describe how this approach uses a combination 

of techniques to help the veterans cope with everyday life and uses a team approach to 

improve their health (Denneson et al., 2019).  

Summary 

Based on the literature review, the implementation of a combined healthcare 

method which combines the principle of the Whole Health Approach and traditional 

medicine may be one of the best strategies to encourage self-management, which can lead 

to improved adherence to treatment and subsequent lowering of hemoglobin A1c levels. 

According to researchers, there is a gap in knowledge and implementation of this 

integrated healthcare modality. The concentration of traditional models providing 

healthcare is focused on the hospital and the clinic settings but adapting the Whole Health 

approach, which includes a community approach to care, has not been widely adapted 

(McLeod et al., 2019). The VA adopting the Whole Health Approach program has 

provided a unique opportunity to assess the effectiveness of adding these complementary 

medicine modalities to care. The Veterans ‘population is one of the best groups to 

potentially benefit from this combined preventive treatment plan. The plan in this 
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program is to use a community approach of peer-to-peer communication to encourage the 

veterans to support each other to improve their ability to practice self-care. According to 

literature reviews, veterans in this program gather together to communicate with each 

other as a form of strength and a feeling of belonging (McLeod et al., 2019). They share 

ideas of what works and find resources to help them cope with the civilian world. They 

are also sharing stories that led to improved adherence and improvement of their care. 

Researchers from the literature reviews discussed the noticeable gap in adopting this new 

practice of combining the Whole Health approach with traditional medicine to benefit 

those with type two diabetes, despite results that demonstrate the effectiveness of this 

type of program in improving medical outcomes. 
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Section 2: Research Design and Data Collection 

The Whole Health approach was adopted by the VA system to help those with 

type 2 diabetes take better control of their own care, but the approach has not been widely 

adopted. The purpose of this retrospective quantitative analysis was to examine how the 

Whole Health Peer Pathway as employed by the VA health system, which consists of a 

combined approach of alternative methods with traditional medicine, can assist those 

veterans with type 2 diabetes. These methods may be able to help these veterans to better 

adhere to their treatment plan, which could lead to a decrease in their hemoglobin A1c 

level and less negative outcomes from their diabetes. This section focuses on the study 

design, the sample, and analytical techniques that were used to address the research 

questions.  

Research Design and Rationale 

The study used case-control design with a retrospective quantitative analysis to 

assess previously collected data and identify whether the sample population of veterans in 

the Whole Health Program received a combined mind–body medicine approach and 

traditional treatment instead of only receiving traditional therapy. The goal was to 

identify whether the mind–body medicine approach can improve adherence and treatment 

outcomes. It was also essential to explore these veterans’ quality of life and how feasible 

it was for them to actively participate in their care as part of participating in this program. 

Factors such as suffering from multiple anomalies, measures assessing their coping with 

the civilian world, and mental health behaviors were also assessed in addition to whether 

they had diabetes and their outcomes following the program. Confounding variables such 
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as kidney disease and aging which may interfere with A1c levels as well as cost and co-

pay, which may interfere with adhering to medication renewals were also accounted for.  

Secondary Data Types and Sources of Information 

A common source for secondary data in studies about veterans is the Corporate 

Data Warehouse and the Decision Support System (DSS). These databases allow users to 

export data from the selective VHA Systems and Technology database module. These 

systems are protected, and they are located within a more significant database called the 

VHA Support Service Center (VSSC). The system is referred to as a metadata record 

system for the VHA. This database requires station level access before researchers are 

able to retrieve data. Data from that system includes a collection of data from the 

different electronic systems of the VHA, such as Computerized Patient Record System 

(CPRS), VHA Systems and Technology, Almanac, and more. The CPRS uses health 

factors to organize and send data to the VSSC database for other IT users as well as 

researchers. Knowing that the VHA has collected substantial data regarding multiple and 

clinical measures of Whole Health and people’s well-being, additional data were gathered 

from the National Center for Whole Health in the VA health care system since the start of 

the program in 2012. 

Another source for data collection was the health information exchange, an 

electronic transfer database that organizes health care information (Sylvia et al., 2015). 

These data are used to improve quality and health care outcomes; therefore, this system 

resonates well with the goals of the Whole Health Peer Pathway employed by the VA 

other health care providers in the United States. After requesting and being granted 
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access to the VSSC, I analyzed the date to uncover patterns and trends to address the 

research questions. Charts or tables were used to as supporting documentation for the 

results of the research questions and were submitted to inferential statistical analyses, 

where appropriate. 

Secondary Data Analysis Methodology 

Based on a case-control study design, previously collected data were explored, 

focusing on whether veterans had received alternative medicine treatments in 

combination with traditional medicine versus patients who received only traditional 

medicine in their care. Veterans with an active diagnosis of type 2 diabetes were 

identified from previously collected data and screened to determine if they meet study 

criteria. As a retrospective design, charts the sample were reviewed for regular attendance 

to doctor visits, and doctor notes were examined if possible. Because of issues of 

informed consent, access to this type of data may be limited. Data were extracted from a 

more extensive database based on the ICD-10 code for DM Type II. Specifically, data on 

adherence to medical treatment were compared to other health outcomes related to 

diabetes, such as hemoglobin A1c measures.  

Sample 

The sample inclusion criteria included veterans who have type 2 diabetes, are 

being treated in the VA system, and are actively participating in the patient care alliance 

team at a VA hospital. The sample included preferably some patients who are non-

compliant with their medication programs. The goal was to measure the percentage of 
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those who adhere to mediation and treatment plans as opposed to those who do not as 

well as the role of the different programs in the Whole Health Program in adherence.  

G*Power was conducted to determine the sample size. The chosen effect size for 

this calculation has two probabilities, which are justified based on making better 

predictions of the sample population. For this study, the alpha level was set at 0.05, 

indicating the 5% risk of the possibility of a Type I error, where a significant effect is 

found in the data when such a difference does not really exist in the population. The 

significant level reflects the probability of a Type I error (Veazie, 2015). This calculation 

will decrease the possible number of errors in case the result failed to show influence. For 

the power calculations, I set the power level for this calculation at 80%, which allowed 

for a strong power for rejection of the null hypothesis if there was indeed a difference in 

the population means. The total number of participants needed was 128—64 participants 

for the control group and 64 for the intervention group.  

Data Analysis 

The analysis involves the following. For Research Question 1, Pr(Y = 1, X = 1) 

H1 = what is the probability of veterans with type 2 diabetes’ A1c level (Y = 1) when the 

main predictor (veterans receiving only pharmacological treatment for diabetes as 

opposed to combining treatment of mind-body medicine and pharmacological treatment) 

is one standard deviation above its mean, and all other covariates are set to their values? 

The assumed difference in means of the veterans receiving only pharmacological 

treatment for diabetes as opposed to combining treatment of mind–body medicine and 

pharmacological treatment is 0.05.  
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Research Question 1- Pr(Y=1, X=1) Ho = what is the probability of Veterans with 

type 2 diabetes A1c level (Y=1) when the main predictor (veterans receiving only 

traditional treatment for diabetes as opposed to combining treatment of mind-body 

medicine and pharmacological treatment) is one standard deviation above its mean, and 

all other covariates are set to their values. The expected difference in the means of the 

Veterans receiving only pharmacological treatment for diabetes as opposed to combining 

treatment of mind-body medicine and pharmacological treatment is 0.05.  

Research Question 2- Pr(Y=1, X=1) H1 = what is the probability of Veterans with 

type 2 diabetes adhering to medication (Y=1) when the main predictors (veterans 

receiving a combined treatment of mind-body medicine and therapeutic treatment as 

opposed to receiving only therapeutic treatment) is at the mean, and all other covariates 

are set to their mean values. The assumed mean of the veterans receiving only 

pharmacological treatment for diabetes as opposed to combining treatment of mind-body 

medicine and pharmacological treatment is 0.05.  

Research Question 2- Pr(Y=1, X=1) Ho = what is the probability of veterans with 

type 2 diabetes adhering to medication (Y=1) when the main predictors (veterans 

receiving a combined treatment of mind-body medicine and therapeutic treatment as 

opposed to receiving only therapeutic treatment) is at the mean, and all other covariates 

are set to their mean values. The expected difference in the means of the veterans 

receiving only pharmacological treatment for diabetes as opposed to combining treatment 

of mind-body medicine and pharmacological treatment is 0.05.  
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Statistical Analyses 

An independent measure Chi-square test was used to determine any significant 

difference between the mean hemoglobin A1c for the control group compared to the 

intervention group. To conduct this study, the researcher collected data from 2018 to 

2020, to assess at least 60% of the intervention group’s sample size. G* power was used 

to help calculate the minimum sample size; therefore, the sample size for Research 

Question 1 totaled 128 participants. Both the control and non-control groups had a 64-

participant sample size. For this Chi-square test, the independent variable was the 

intervention - the use of the Whole Health Peer Pathway program, compared to the 

control group that receives only traditional medical care for their diabetes. The dependent 

variables included the A1c level and measures of medication adherence. Potential 

confounders for Research Question 1 included kidney disease comorbidity and aging. 

Similarly, Research Question 2 differences in adherence were assessed between 

the intervention and the control group, to determine if there was a significant effect of the 

intervention on measures of adherence. A proportion percentage variable using the 

analysis Chi-square test to compare the two groups determined if the intervention group’s 

adherence was significantly different from the non-intervention or control group. For this 

study, the researcher went back two years in the database to attempt to assess if at least 

60% of the sample size of the intervention groups would show improved adherence. 

Potential confounders for Research Question 2 may include side effects, cost of the 

medication for those with co-pay, and routes of administration.  
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The Chi-square test was be used to examine the proportions in how many times 

the intervention group succeeded to refill their medication compared to the control group. 

Appointment measures such as follow ups, missed appointments due to cancelations or 

no show, and kept appointments were also documented and included in the study. The 

results were documented ordinally with a yes or no to adherence to medication refills  

For the assessment of adherence, each participant received a “one” for every refill 

of a diabetic medication and a zero for extremely delayed or no refills when a 

prescription was given to them by their provider. The score was then combined, with a 

higher score indicating the better adherence they have. The same scenario and calculation 

were done for missing appointments. For example, each sample received a one for every 

time they keep an appointment and a zero for every appointment they missed. The two 

groups (intervention versus control group) are the independent variable in this 

assessment, and missing appointments and adherence as assessed by medication refills 

will be the dependent variables for Research Question 2. SPSS will be used for all 

inferential statistical analyses. 

Threats to Validity 

It is essential to address threats to validity during the development of a research 

study. It is understood that various factors could create threats to the study’s validity. 

Also, there will be questions about the validity, reliability, and generalizability of the data 

sets and conclusions that can be appropriately reached based on this data. Since the data 

was retrieved from a primary system where a multidisciplinary team enters all data, 

missing data may be a significant barrier. If the reported data was inaccurate because of 
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data entry errors, the conclusions would draw by the statistics. Therefore, missing data 

was included in the analysis where possible (Goertzen, 2017). SPSS was used to account 

for most types of missing variables if other information was available for that patient. In a 

quantitative study of a restricted community like the Veterans, the sample size may be 

limited, which would also impact generalizability. 

External Validity 

Threats to external validity include an inherent condition in the research design, 

which would reduce generalization (Goertzen, 2017) - because the study is limited to 

veterans in a specific health system, these data will not be generalizable to other 

communities of veterans, or to other groups of patients with Type II diabetes. Reactive 

effects, interaction effects due to bias, reactive effects of treatment plans, and multiple 

treatment interference are considered identifiable treats to external validity (Goertzen, 

2017). External validity can be assessed during pre-testing or multiple influenced 

measurements. During pre-testing interaction, subjects may be sensitized to the effects of 

the experiment. However, since this study used a secondary data analysis, this was not of 

concern. Another factor impacting external validity can be the representativeness of the 

sample, with respect to the target population. If the sample is unrepresented or 

misrepresented, there would be a limitation in drawing inferences about the population. 

For the current study, participants were limited to veterans in a single healthcare system, 

therefore these results weren’t generalized to other groups of veterans, or other patients 

with diabetes. Also, selection bias may have produced a sensitive subject, which was not 

an issue for this study, as data was retrospective, not prospective. Data was collected 
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from secondary data sources which have been stored for research use. The experimental 

setting is also not a concern for this study since this is a quantitative study with secondary 

data collection. There is no chance of a Hawthorne effect concern.  

Internal Validity 

Some threats to internal validity concerns include maturity, history, selection bias, 

testing, and interaction of selections. This study’s internal validity is important because 

good internal validity means that there will be appropriate evidence of the study 

observation’s cause and effect—that the constructs used in the study are meaningful and 

accurate. In this study, the chance for comparison between the two variables (dependent 

and independent) is limited since data from the VHA Data Warehouse is well controlled 

for maturity. Health care providers enter the data as part of their documentation. If 

incorrect data are entered into the wrong veteran’s file, the provider would be alerted to 

correct the information. The veterans also have access to their medical record; therefore, 

they could contact the provider to rectify the situation if there is an error identified. The 

variables are therefore reasonably valid and should have minimal inaccuracy due to the 

VHA data collection system, and the checks used in that system. Also, survey questions 

for the patient care alliance team veterans were answered during their initial visit, which 

eliminates most concerns for data collection fatigue.  

Construct Validity 

Construct validity measures the quality of choices of the operational forms of the 

implementation of the independent and dependent variables, and the accuracy of their 

operational definitions in representing their intended targets. The threats to construct 
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validity can occur when mono-method bias exists. The VHA data collection system 

compiled research data from more than one approach; therefore, the intention is to use a 

combination of data methods to conduct the study should address this bias. Surveys may 

not be the only source of data that will be collected for this study.  

Another threat to construct validity could be that participants anticipate what is 

needed by the researchers and try to act differently to fit those needs. However, this is not 

a concern for this quantitative data since all data will be retrieved from the VHA data 

system warehouse, and as the study is retrospective, this kind of research bias will not be 

a problem. No live experiment or survey will be conducted for this study. The chosen 

population will not be able to learn about the program or the study, as data was collected 

previously. Therefore, expectations of patients cannot positively or negatively alter the 

results of the surveys or other variables. However, there could be a threat to 

generalizability across constructs, due to the limited nature of the sample, which will 

include veterans from one VA Hospital only. For example, there may be instances where 

treatment affects the variables differently instead of having the same result in all 

participants.  

Ethical Procedures 

Since this study will become an official Walden doctoral study, a few steps are 

needed for approval. Walden, the IRB, and the VHA Data Analysis System must consent 

to this study. Upon request, and after signing a HIPPA agreement and VHA agreement 

forms, researchers will have station level access to the Corporate Data Warehouse and the 

DSS. Having station-level access means that the researcher is cleared to access a more 
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significant database called the VSSC. This access is highly protected since it will allow 

the ability to view data from different documenting systems like VHA Systems and 

Technology and CPRS. It will be essential to protect all participants’ identities at all 

times during data collection and analysis. Therefore, no data will be associated with 

veterans’ names during data collection or data analysis. There will be no conflict of 

interest since there is no personal relationship between the researcher and the VSSC 

system administrator. The approval to use secondary data will need to be granted by 

Walden as well as the IRB.  

Summary 

In section 2, the applied research methodology for the secondary data that this 

study will use will be discussed. A general literature review was conducted, and the 

primary source of this research information was the Walden Library and National Center 

of Biotechnology Information. Regarding data collection and assessment of data about 

the veterans, these data will be retrieved from the VHA Health Care System Data 

Analysis Warehouse. The research design, population of interest, and sampling methods 

were all discussed in this section. Finally, the study’s validity, data analysis, ethical 

concerns, and other possible considerations were examined. As for the next section, 

(section 3), the focus will be on presentations of the data, formulating Tables, and 

showing the potential significance of this kind of research based on the study’s research 

questions. 
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Section 3: Presentation of the Results and Findings 

The purpose of this quantitative study was to utilize cross-sectional data to 

determine whether veterans in a Whole Health Program were better at adhering to 

medication refills and improving their A1c level as opposed to those who not in the 

Whole Health Program. The examination was guided by the theory of behavioral health 

change, which indicates that the Whole Health approach can increase psychological well-

being, leading to better self-care. The research questions were designed to determine 

whether there was a difference in A1c levels for veterans receiving a combined treatment 

of mind–body medicine and pharmacological treatment and those only receiving 

pharmacological treatment, whether there was a difference in medication adherence 

between these groups, and the relationship between A1c level and medication adherence 

for veterans in the Whole Health Program, controlling for gender, age, and co-pay. In 

Section 3, there are the statistical analysis results (chi-square) on data collected from the 

national VSSC, Almanac, Corporate Data Warehouse, and DSS. These data are 

secondary data collected over 2 years. The chi-square test looked for an association 

between the two groups. The study results subsection includes the chi-square test for each 

research question (Research Question 1) and (Research Question 2). The conclusion 

consists of a summary of the results of the research questions.  

Accessing the Data Set for Secondary Analysis 

The VSSC is a web-based project application and tracking database. It was used 

as an access point for data collection of the VHA, Clinical Specific Initiative, and non-

recurring maintenance program. The VSSC system contained all data related to the care 
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given to veterans nationwide. Inside the VSSC system, there were multiple sub-databases 

such as DSS and Corporate Data Warehouse. To access the DSS and the Corporate Data 

Warehouse, I requested national access to the VSSC from the federal veteran health 

administration IT system. Being a VHA employee aided in access to the databases. There 

were10,000 synthetic veteran records generated, and the data scope included over 5000 

clinical concepts across 90 disease modules (U.S. Department of Veterans Affairs, 2021). 

The system also contained demographic data, socioeconomic status, and social 

determinants of health, generally not tracked in the electronic health records. Each U.S. 

veteran was represented by a synthetic profile where everyone can request access to use 

them (U.S. Department of Veterans Affairs, 2021). The intention was to collect data 

dated as far back as 2014; however, the VSSC system only dates back 2 years. The 

Whole Health Program is also relatively new for data collection; therefore, data were 

retrieved from 2019–2021 and used to conduct a chi-square analysis of the comparison 

between the two groups. Secondary data were collected from October 23, 2021, to 

November 15, 2021. Data reviewed were collected over a period of 2 years from January 

2019 to January 2021. Since this was a chart review there was no need for response rate. 

Discrepancies in the Data Set 

Using the VSSC data set, the clinical data were very concise; however, due to the 

population, there were some missing data for A1c level and medication renewal 

adherence of veterans in the Whole Health Program and those who not in program. The 

Almanac was used to sort out the veterans in the program. These veterans were also seen 

by the patient care aligned team and each had a nurse care manager and a provider.  
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Missing data 

Although they did not affect the accuracy of the program, factors such as sealed 

records, deceased veterans, or those who discontinued the program affected the amount 

of data collected. Because this missing data can introduce bias leading to a loss of 

statistical power if not corrected (Osborne, 2013), those veterans were replaced with 

other veterans in the program who met the criteria. A sample of 128 veterans met the 

inclusion criteria for this study and were selected out of 138 reviewed charts. Sixty-four 

veterans in the Whole Health Program were chosen as well as 64 veterans who were not 

in the program. 

Descriptive Demographic of the Sample  

Age groups 

The plan was to not focus on gender, age, and other demographic factors but on 

those in the Whole Health Program and those not in the program. These factors were not 

noted during the data collection. The total sample size was 128, with 64 veterans for each 

group. Because the veteran population from World War II and Iraq are predominantly 

male, 122 of the population sampled were male, and six were female. The ages of the 

males ranged in age from 45 to 80 years old, whereas the females ranged in age from 40 

to 70 years old.  

Medical Diagnosis 

I specifically chose veterans who have diabetes; however, with diabetes came 

comorbidities. The Whole Health Program requires constant participation, lifestyle 

changes, and focus on the plan, which could challenge people with other end-stage 
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diseases (Myrick et al., 2016). The most common comorbidities are hypertension, kidney 

diseases, dyslipidemia, neuropathy. Veterans with these conditions may also have an 

uncontrollable A1c level, and they may not be able to adhere to the demands of the 

Whole Health Program. 

Representative of the Sample 

For secondary data analysis, after conducting the power calculation, a sample size 

of 128 veterans was needed to conduct the statistical analysis to compare the two groups. 

A large sample size was not necessary, but the sample size could not be too small 

(Andrade, 2020). The inclusion criteria were to have diabetes, male or female, and be a 

participant in the Whole Health Program. The exclusion criteria were any one no primary 

care visit in the last 2 years, signed up for the Whole Health Program, but missed three or 

more visits, and anyone who has been a patient less than 3 years. The VSSC contained 

hundreds of veterans’ data; however, to review a specific number of charts as my sample, 

I had to use the second system called the Almanac. I would have not had access to the 

veterans’ charts in the Almanac unless I accessed the VSSC. The VSSC contained 

demographic variables well as medical records of the veterans. For this study, the only 

focus was on reviewing the charts to find 128 veterans with diabetes who were equally 

divided among veterans in the Whole Health Program and those who were not. Being a 

VA employee provided some advantages by minimizing the amount of time it would take 

to divide the sample. As a Whole Health coach, I had access to the list of the participants 

who were in the program and those who were not.  
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Chi-square test of Association Sample 

Of the veterans with improved A1c level, 56 were in the Whole Health Program 

and eight were not. For the veterans with A1c levels that were not improved, eight were 

in the Whole Health Program and 56 were not. Out of the 64 veterans in the Whole 

Health Program, 60 renewed their medications, and four did not. Of those veterans not in 

the Whole Health Program, five renewed their medications, and 59 did not. 

Study Results 

For Research Question 1, the result indicated that 87.5% of those in the program 

had an improved A1c level, whereas only 12.5% of the veterans not in the program had 

an improved A1c level. For Research Question 2, the result indicated 92.3% of the 

veterans in the Whole Health Program had been adhering to medication renewal as 

opposed to only 6.3% of those not in the program. This showed that there was statical 

significance in A1c levels and medication renewal between veterans in the Whole Health 

Program and veterans who are not in the program. To account for confounders, a third 

research question was added; the result indicated there no statistically significant (p > 

0.05) association between all independent variables (A1c levels and medication 

adherence). In this subsection, the statistical assumption, and the results of the three 

research questions will be explained.  

Research Question 1 

The first research question asked, “Is there was difference in hemoglobin A1c 

levels in veterans with diabetes receiving combined treatment of mind–body medicine 
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and pharmacological medicine treatment (in the Whole Health Program) as opposed to 

receiving only pharmacological treatment (not in the Whole Health Program)?”  

Statistical Assumptions 

The data for Research Question 1 was analyzed using Pearson’s Chi-square test 

for association. There are five assumptions to the Chi-square test such as individual level 

data, mutually exclusive categories, independence, nominal, or ordinal, mutually 

exclusive, independent, had cell counts with more than five individuals, and the values 

must be five or more in 80% of the cells (Schober & Vetter, 2019). This study has met all 

the assumptions to conduct a Chi-square test of association.  

Crosstab and Effect Size Results 

The SPSS statistics represented by the crosstabulation of the two variables of one 

group in the Whole Health Program and one not in the Whole Health Program and how 

their A1c level and adherence to the medication renewal were affected. The 

crosstabulation observation and the expected frequency of each cell is represented in 

Table 1 indicates significant Chi-square probability values (p<0.05). According to the 

Crosstab, the 0 Cells (.0%) have expected counts less than 5. The minimum expected 

count is 32. The Crosstabs Table includes information about observed counts and 

expected counts. Based on the Crosstabulation table, the expected count was 32 for each 

group to indicate no improvement; however, the total counts for “yes” for A1c level 

improved was 56. The A1c level for not improved was 8 for those in the Whole Health 

Program. Inversely for the count for “no”, for those not in the Whole Health Program the 

A1c level improved was 56 and 8 for no A1c level improvement, and the expected count 
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was 32 for both groups. The total expected count was 128 total with 64 represented in the 

Whole Health Program and 64 who are not in the program. Therefore, it is determined 

that the counts were equal to the expected counts. The magnitude of the effect size based 

on the Cramer’s V or φ coefficients ranged from 0.750 to 0.750. Based on the effect size 

analysis, all the significant Chi-square value results had a meaningful difference, and will 

reject the null hypothesis (Hilton et al., 2014).  

Table 1 

 

A1c level improved (1 or 2) * Vet with DM and Not in the WH Program Crosstabulation 

 

Vet with DM and Not in the 

WH Program 

Total 

Not In the WH 

Program 

In the WH 

Program 

A1c level improved (1 or 2) yes Count 8 56 64 

Expected Count 32.0 32.0 64.0 

% Within A1c level 

improved (1 or 2) 

12.5% 87.5% 100.0% 

no Count 56 8 64 

Expected Count 32.0 32.0 64.0 

% Within A1c level 

improved (1 or 2) 

87.5% 12.5% 100.0% 

Total Count 64 64 128 

Expected Count 64.0 64.0 128.0 

% Within A1c level 

improved (1 or 2) 

50.0% 50.0% 100.0% 

 

Hypothesis Test Results 

The result indicated a statistically significant (p < 0.05) association between all 

independent variables. According to the test result, the observed frequency was as 

expected higher for veterans with DM and in the Whole Health Program than for those 

not in the Whole Health Program which led to prove that there is an association between 

the variables. Based on the 2x2 crosstabulation which indicated a dichotomous variable 



42 

 

where they are only two categories, I choose to use the Pearson Chi-square test result for 

association. I also choose Pearson Chi-square to test the result because it is already 

established in the assumption section that if all expected cell frequencies are greater than 

five, it is preferable to use the Chi-square test for association (Hilton, et al., 2014). As 

shown, the statistical significance value of p-value was 0.000; therefore, (p = 0.000). 

Thus, p is less than 0.05, (p < 0.05) which indicates a statistically significant result. This 

result also indicated a statistically significant association between the two dichotomous 

variables. 

The result of the hypothesis test and effect sizes analyses showed significant 

associations. I conducted a Chi-square test between the two groups such as those in the 

Whole Health Program and those who are not in the Whole Health Program for 

improvement of A1c level. The expected cell frequencies were greater than five, and 

there were statistically significant of association between them, x2 (1) =72.000, p= 0.000; 

therefore, each variables showed a meaningful effect size as A1c (x2 =72.000a, p<0.001) 

the Pearson’s Chi Square analysis indicated in Table 2 that there is a need for further 

analysis as addressed in Research Question 2. 
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Table 2 

 

Chi-Square Test for Research Question 2 

 Value df 

Asymptotic 

Significance (2-sided) 

Exact Sig. (2-

sided) 

Exact Sig. 

(1-sided) 

Pearson Chi-square 72.000a 1 .000   

Continuity Correctionb 69.031 1 .000   

Likelihood Ratio 80.993 1 .000   

Fisher’s Exact Test    .000 .000 

Linear-by-Linear 

Association 

71.438 1 .000 
  

N of Valid Cases 128     

Note. a. 0 cells (.0%) have expected count less than 5. The minimum expected count is 

32.00. 

b. Computed only for a 2x2 Table 

 

Research Question 2 

The second Research Question asked is there a difference in adhering to 

medication renewal in veterans with diabetes receiving combined treatment of mind-body 

medicine and pharmacological medicine treatment (in the Whole Health Program) as 

opposed to receiving only pharmacological treatment (not in the Whole Health Program)?  

Statistical Assumptions 

The data for Research Question 2 was analyzed using Pearson’s Chi-square test 

for association. As mentioned above, there are five assumptions to the Chi-square test 

such as individual level data, mutually exclusive categories, independence, nominal, or 

ordinal, mutually exclusive, independent, had cell counts with more than five individuals, 

and the values must be five or more in 80% of the cells (Schober & Vetter, 2019). This 

study has met all the assumptions to conduct a Chi-square test of association.  
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Crosstab and Effect Size Results 

The SPSS statistics represented by the crosstabulation of the two variables of one 

group in the Whole Health Program and one not in the Whole Health Program, and how 

adherence to the medication renewal is affected. The crosstabulation observation and the 

expected frequency of each cell as represented in Table 3 indicated significant Chi-square 

probability values (p < 0.05). According to the Crosstab, the 0 Cells (.0%) have expected 

counts less than 5. The minimum expected count is 32. The crosstabs table included 

information about observed counts and expected counts. Based on the crosstabulation 

table, the expected count was 32.5 for each group to indicate no improvement for a total 

count of 64; however, the total counts for “yes” for adhering to medication improved was 

60, and not adhering to medication 4 for those in the Whole Health Program. Inversely 

for the count for “no,” for those not in the Whole Health Program the number adhering to 

medication was 5, and 59 for no adherence to medication renewal, and the expected count 

was 32 both ways. The total expected count was 128 total with 64 represented those in 

the Whole Health Program and 64 who were not in the program. Therefore, the counts 

were equal to the expected counts. The magnitude of the effect size based on the 

Cramer’s V or φ coefficients ranged from 0.859 to 0.859. Based on the effect size 

analysis, all of the significant Chi-square value results of p = 0.000, had a meaningful 

difference, and will reject the null hypothesis (Hilton et al., 2014).  
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Table 3 

 

Adhering to Medication Renewal FY 2019 to FY 2021 * Vet with DM and Not in the WH 

Program Crosstabulation 

 

Vet with DM and Not in the 

WH Program 

Total 

Not In the WH 

Program 

In the WH 

Program 

Adhering to Medication 

Renewal FY 2019 to FY 

2021 

yes Count 5 60 65 

Expected Count 32.5 32.5 65.0 

% Within Adhering to 

Medication Renewal FY 

2019 to FY 2021 

7.7% 92.3% 100.0% 

no Count 59 4 63 

Expected Count 31.5 31.5 63.0 

% Within Adhering to 

Medication Renewal FY 

2019 to FY 2021 

93.7% 6.3% 100.0% 

Total Count 64 64 128 

Expected Count 64.0 64.0 128.0 

% Within Adhering to 

Medication Renewal FY 

2019 to FY 2021 

50.0% 50.0% 100.0% 
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Hypothesis Test Results 

For Research Question 2, the result also indicated a statistically significant (p < 

0.05) association between all independent variables. In the test result, the observed 

frequency was as expected higher for veterans with DM and in the Whole Health 

Program, and lower for those not in the Whole Health Program. Therefore, the result 

proved that there was an association between the variables. The 2x2 crosstabulation 

indicated a dichotomous variable where there are only two categories. I used the Pearson 

Chi-square test result for association. I also used Pearson Chi-square to test the result 

because it is already established in the assumption section that if all expected cell 

frequencies are greater than five. For cell frequency greater than five, it is preferable to 

use the Chi-square test for association (Hilton et al., 2014). As shown, the statistical 

significance value of p-value is 0.00; therefore, p is less than 0.05, (p < 0.05) which 

indicated a statistically significant result. Once again, the Research Question 2 test result 

also indicated a statistically significant association between the two dichotomous 

variables. 

The result of the hypothesis test and effect sizes analyses showed significant 

associations. I conducted a Chi-square test between the two groups such as those in the 

Whole Health Program and those who are not in the Whole Health Program for adhering 

to medication renewal. The expected cell frequencies were greater that five, and there 

were statistically significant of association between them, x2 (1) = 94.554a, p = 0.000; 

therefore, for each variables showed a meaningful effect size as adhering to medication 

renewal (x2 = 94.554a, p < 0.001) the Pearson’s Chi Square analysis indicates in Table 4. 
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Table 4 

 

Chi-Square Test for Research Question 2 

 Value df 

Asymptotic 

Significance 

(2-sided) 

Exact Sig. (2-

sided) 

Exact Sig. 

(1-sided) 

Pearson Chi-square 94.554a 1 .000   

Continuity Correctionb 91.147 1 .000   

Likelihood Ratio 112.396 1 .000   

Fisher’s Exact Test    .000 .000 

Linear-by-Linear 

Association 

93.816 1 .000 
  

N of Valid Cases 128     

a. 0 cells (.0%) have expected count less than 5. The minimum expected count is 31.50. 

b. Computed only for a 2x2 Table 

 

Research Question 3 

The third Research Question asked for the relationship between AIC and 

medication adherence in veterans with diabetes participating in the Whole Health 

Program, controlling for gender, age, and co-pay.  

Statistical Assumptions 

The data for Research Question 3 was analyzed using multiple logistic regression 

test for the relationship between the predictors. There are six assumptions based on the 

logistic regression methodology. These assumptions are a) binary or ordinal dependent 

variable, b a) factor of one is the desired outcome, c) model should be fitted correctly, d) 

error terms need has to be sample size, e) linearity of independent variables and log odds, 

f) dataset has a large sample size. Based on the assumptions, the rules for logistic 

regression are met (Plonsky & Ghanbar, 2018). The Cox & Snell R Square is R2 .684 

cases. The multivariate adjustment for logistic regression the Nagelkerke’s R2 = .912 
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indicted 95% cases, and non-significant Hosmer and Lemeshow’s test for model fit (p = 

.829), which suggests the model does not fit using p < .05.  

Classification Table 

After adding the predictors, this table indicates how well the model is able to 

predict the correct category. 95%of of the cases are correctly classified according to the 

classification table (Table 5). Which indicates how well the independent variable is able 

to predict the dependent variables categories. The predicted specificity and sensitivity, in 

this case, are equal; therefore, the negative rate and the positive rate for this model are 

both 95% of cases observed to fall in the target group. 

Table 5 

 

Classification Tablea 

 

Observed 

Predicted 

 In the Whole Health 

Program (yes 0, No 1) 

Percentage Correct  Yes No 

Step 1 In the Whole Health Program 

(yes 0, No 1) 

Yes 61 3 95.3 

No 3 61 95.3 

Overall Percentage   95.3 

a. The cut value is .500 

 

Hypothesis Test Result 

For Research Question 3, the result also indicated there is no statistically 

significant (p > 0.05) association between all independent variables, Hemoglobin A1c, 

and Medication adherence. In the test result, the observed frequency was as expected to 

be lower for veterans with DM and in or not in the Whole Health Program based on age 

and gender. Therefore, the result proved that there was no relationship between the 
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control factors, gender, age, co-pay. If weight is in effect, the number of cases observed 

was 128 with zero missing cases. The categorical variables coding Table 6 indicates that 

the categories were 122 male and six females. 

Table 6 

 

Categorical Variables Coding 

 Frequency 

Parameter 

coding 

(1) 

Gender Female 6 .000 

Male 122 1.000 

Adhering to medication renewal 

(yes 1, No 2) 

1 65 .000 

2 63 1.000 

A1c improve A1c Improved 64 .000 

A1c did not improve 64 1.000 

 

After statistically adjusting for the gender, age, and co-pay, I could not find 

statistically significant with the assumption that there was a relationship between AIC 

and medication adherence in veterans with diabetes participating in the Whole Health 

Program, controlling for gender, age, and co-pay. There was no statistically significant 

association between A1c, medication adherence, age, gender, and co-pay. Table 7 shows 

the relationship between the predictors and the outcome. The variables and the equation 

indicated a decreased likelihood of a relationship based on a negative value for P/B =-

20.663; SE 3882.129 and Sig of P =. 996 for A1c level improvement. As for adhering to 

medication renewal, P/B= -22.053, SE 3882.129, and Sig of P= .995, the same indication 

was made. However, for gender, which is on the positive side, there is an increased 

likelihood of a relationship, P/B= 1.364, SE 1.331, Sig. P = .306. In this model, the 
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probability of falling into the target group is equal to that of the non-target group, as 

indicated by the odds ratio of 1. 

Table 7 

 

Variables in the Equation 

 B SE Wald Df Sig. Exp(B) 

Step 1a A1c improve (1) -20.663 3882.129 .000 1 .996 .000 

Adhering to medication 

renewal (yes 1, No 2) (1) 

-22.053 3882.129 .000 1 .995 .000 

Gender (1) 1.364 1.331 1.050 1 .306 3.910 

Age -.071 .062 1.326 1 .249 .931 

Constant 24.072 3882.130 .000 1 .995 2846337

3809.422 

a. Variable(s) entered on step 1: A1c improve, Adhering to medication renewal (yes 

1, No 2), Gender, Age. 

 

Summary 

Section 3 explained the results and the findings of the research study. This section 

was composed of the study purpose, data collection diagram, the descriptive statistics, 

inferential statistics of hypotheses, the research questions, and the study’s key findings. 

To conduct the study, I examined data collected from 2019 to 2021 from the VSSC 

located in the Almanac, a data software for the VHA. This secondary analysis studied the 

relationship between veterans who have been in the Whole Health Program compared to 

those never enrolled in the Whole Health Program. To determine if there was a 

significant difference between the two groups, the dependent variables of A1c levels and 

adherence to medication renewal were analyzed. During the study, confounding variables 

such as gender, and aging, cost, and co-pay were considered and (which may interfere 
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with adhering to medication renewals). A Multivariate logistic regression analysis  was 

conducted, and showed no relation between participants A1c levels, adherence to 

medication renewal, gender, age, and co-pay.        

Based on the significant result of the probability values and the meaning of the 

effect sizes such as A1c levels when or when not in the Whole Health Program and 

adhering to medication renewal when or when not in the Whole Health Program 

indicated the need for further analysis. Each probability was investigated using the Chi-

square test for association for both research questions. The results indicated significant 

improvement for those in the Whole Health Program. After adjusting the sample size to 

meet the criteria for the study and removing those with any missing values, n = 64 

veterans in the program and n = 64 veterans not in the program for a total mean, n = 128 

samples. It was implied that veterans manage their diabetes better when they were in the 

Whole Health Program as opposed to when they were not. The interpretation of the 

findings for this doctoral study is presented in Section 4. That section served as an 

overview of this study’s interpretations, limitations, recommendations, and conclusions. 

The finding will also highlight the relevant literature and the theoretical framework, 

which in this case is the theory of behavioral health change. 
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Section 4: Application to Professional Practice and Implications for Social Change 

The purpose of this research was to determine the association between veterans in 

the Wole Health Program and those who were not regarding management of their type 2 

diabetes. A total of 128 veteran charts were reviewed, and the samples were divided into 

two equal groups—of 64 in the Whole Health Program, and 64 who had not been 

participating in the program. The two groups were compared using the chi-square test for 

the association of crosstabulation since the variables were both nominals.  

Interpretation of Findings 

The analysis showed a significant association between the veterans who have 

been part of the peer-to-peer support Whole Health Program and a decrease in their A1c 

levels and medication renewal. A literature review also confirmed that the Whole Health 

peer pathway has helped veterans with type 2 diabetes improve self-care and quality of 

life. The theory of health behavior change also supports this claim, as it emphasizes that 

knowledge and beliefs could influence health by promoting self-management and sel-care 

(Ryan, 2009). The number of veterans with an improved A1c level and improved 

adherence to medication renewal were observed to confirm these two claims. In 

conclusion, the study accepted the null hypothesis for both research questions. 

Findings Related to the Literature 

During the study, I noted a few pieces of literature that supported the Whole 

Health Program. Although the program is a reasonably new approach, a study was 

conducted in 2009 by Song et al. that indicated that when subjects engage in a self-care 

program like the Whole Health Program, it creates additional benefits for patients. In 
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another study by Whitebird et al. (2018), the researchers suggested that mind–body 

medicine, which combines treatment of whole health and pharmacological treatment, 

promotes self-management by using mindfulness techniques. There is no one method of 

mind–body medicine, but the idea is to support one another in the program and measure 

the individual’s success (Whitebird et al., 2018). Further, mindfulness is a powerful way 

to promote self-care, which is the Whole Health Program’s focus. Finally, though there 

were limited resources that that measured medication adherence and the Whole Health 

Program, researchers have concluded that poor medication adherence among diabetes 

patients is associated with poor treatment outcomes and progression of disease symptoms 

and complications (Zullig et al., 2015).  

Research Question 1 Related to the Theoretical Foundation 

Research Question 1 answered whether the probability of veterans with type 2 

diabetes showed an improvement of their A1c level when they were a participant of the 

Whole Health Program in combination with pharmacological treatments. I analyzed 2 

years of data with a chi-square analysis, which showed a significance between the A1c 

levels of the groups. Improving A1c levels is a challenge for all patients with diabetes; 

however, slight lifestyle changes can help maintain or decrease the A1c level for those 

with type 2 diabetes. As mentioned, the theory of health behavior changes focuses on 

knowledge and beliefs, self-regulation skill and ability, and social facilitation. Peer-to-

peer support is a big component of behavior health change. Researchers have stressed 

that both health care practitioners and future interventions must focus on programs that 

promote individual self-care behaviors. For those with diabetes, this approach helped 
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them improve and control their glycemic index (Soto et al., 2015). Thus, the Whole 

Health Program promotes high levels of self-support, which is associated with knowledge 

of their condition and the benefits of lifestyle changes.  

Research Question 2 Related to the Theoretical Foundation 

Research Question 2 was to answer whether the probability of veterans with type 

2 diabetes showed an improvement of their adherence to medication renewals when they 

were a participant of the Whole Health Program in combination with pharmacological 

treatments. The same 128 veteran charts were used, except the data reviewed reflected 

veterans’ pharmacological treatment. Again, the findings revealed that the veterans 

participating in the program were more likely to adhere to renewing their medication 

timely. In relation to the theory of health behavior change, patients would be motivated to 

adhere to medication renewal when they are knowledgeable about the disease process and 

how to maintain a healthy lifestyle even after being diagnosed. Based on the results of the 

study, a program that focuses on using the theory of behavior health can promote 

consistency, self-care, and peer-to-peer support (Penn et al., 2013). Knowledge and 

benefits that would lead to self-regulation skills and ability and social facilitation all need 

to be considered when thinking of self-engagement. 

Research Question 3 Related to the Theoretical Foundation 

The control factors available to me, including co-pay, were not associated with 

the behavioral health change theory; however, gender and age may have some 

relationship with peer-to-peer support. Most veterans are male, some share the same age 

group, and they relate and share their similar experiences, which according to the 
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behavior health theory, is part of social facilitation. The behavior health theory focuses 

on peer-to-peer support to promote behavior change to improve well-being and 

engagement (Penn et al., 2013). Other factors such as race, weight, physical activity, and 

insurance may be associated; however, these factors were not available in these data sets.                   

Limitations of the Study 

Many challenges were present while conducting this study. Being a secondary 

data collection was a limitation because there was no opportunity to interview the 

participants. Data were collected using a database from the VHA system. The data were 

collected by reviewing veterans’ charts of how many of them improved their A1c levels 

and how many of them adhered to medication renewals while they were or were not in 

the Whole Health Program. Secondary data must be able to respond to each study 

question after the analysis is done. When using secondary data, researchers must be 

familiar with the data, understand the methods of collection, the response category for 

each question to be applied, and account for clusters and stratification (Cheng &Phillips, 

2014). The limitation of a study impacts the generalizability, validity, and reliability of its 

findings. Data source and data quality differ based on their collection method (Simmonds 

et al., 2020). 

For this study, I only collected data from the VHA, the central system called 

VSSC, which is a web-based project application and tracking system for all Veteran 

Affairs. As explained in section 3, it is a trusting access point for collecting all veterans’ 

records. The likelihood of these records being invalid is very small, as health care 

workers enter them into a first system called CPRS during hospital visits and they are 
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screened before being transferred to be stored in VSSC. Veterans also have access to 

their health records. Therefore, they can convey any incorrect information in their record, 

if any, to their health care provider or medical record department. There were no missing 

data since the database contains over 10 thousand charts. I was able to replace any chart 

with missing data with another chart. The data collected were reliable and easy to 

manage. Statistical data are only as good as the quality of reported data (Osborne, 2013). 

The control factors that were available to me were gender, age, co-pay. Other factors 

such as race, weight physical activity, and insurance may be associated; however, these 

factors were not available in these data sets. While the data collected were valid, reliable, 

and trustworthy, there were many difficulties obtaining access to the system.  

As a government employee, national-level clearance was needed to access the 

system. When I started the study, it seemed to be an easy task to have the access I needed 

because I was working for the Veteran Hospital in Miami. In 2019, I transferred to the 

San Francisco VA, and that is when I realized to collect information about veterans in the 

Miami VA, I needed to have national-level access to the VSSC. That process lasted over 

one year because the guidance I needed to understand what I needed to do was not 

available. Obtaining IRB approval was another stressor, but thanks to my current 

supervisors, they could help me get permission to get IRB approval. This explanation is 

relevant to my limitations because the intent was to collect data for the past eight years; 

however, these data were no longer available due to the delay. The only available data 

were from 2019 to 2021. 
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Based on the result of this study, the sample size was large enough, as evidenced 

by the effect size in the unadjusted Cramer’s V analysis. Additionally, the Whole Health 

Program is relatively new; therefore, I could have still had issues collecting data for eight 

years past. When the program started to be robust at the Miami VHA, it was only 2018, 

2019. Therefore, any data before those years could be invalid due to lack of 

documentation. Although there were a few limitations with this study, it would be better 

to conduct the study in the actual VA where the researcher is currently working, and there 

will be no need for national access. When accessing a local entry in the VSSC, more data 

are available, and the access earned is granted for a more extended period.  

Recommendations 

The first recommendation is to have this study replicated for future research since 

there may not have had enough study to promote the Whole Health Program. It would 

also help conduct both quantitative and qualitative research studies where researchers can 

interview the participants and have more information to strengthen the hypothesis. The 

subsequent research would have focused interviews of multiple focus groups to facilitate 

the analysis. Interviewing the participants would provide a closer analysis since it would 

be more descriptive of their experience and how they felt about the program. The data 

collected would help the researcher to have a broader idea on how to pursue further 

relevant data collection for the study (Cheng et al., 2014). Conducting both secondary 

and primary data collection would benefit this type of study better as it will give 

researchers a better perspective of the importance of spreading the program. During the 

literature review in section 1, many studies discussed how to diagnosis and manage type 
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two diabetes; however, there is not enough study to promote Whole Health as the best 

option to help with self-care. Song et al. (2009) conducted a study that indicated that 

participants in the Whole Health Program were encouraged to participate in better self-

care and exercise programs. Whitebird et al. (2018) also agreed that managing diabetes is 

a challenge, but the Whole Health Program can help veterans improve compliance and 

promote self-care.  

Another recommendation would be to focus on a broader range of data such as 

age, gender, demographic, and socioeconomic status of the samples of the private sector. 

This study focused on Military personnel, which is excellent. Still, it would be wise to see 

if the civilian sector also practices Whole Health Peer Pathway with pharmacological 

medicine. The limitation of gathering data from the VA makes it harder for researchers to 

collect these data; therefore, spreading the study to the public sector (civilian) would be 

beneficial. Based on research, it seems that the private sector has slowly been introduced 

to the Whole Health Peer Pathways. According to Raghebian et al. (2015), mindfulness 

could help with self-control and improve A1c levels in type 2 diabetes patients. It seems 

that researchers are aware of the benefits of the program; however, finding studies that 

focused on gender, age, and demographics were not so accessible.  

Implications for Professional Practice and Social Change 

This section provides recommendations to professional practice and positive 

social change implications relevant to Whole Health Peer Pathways in combination with 

pharmacological treatment for people with type 2 diabetes. As it is known, diabetes is a 

severe health issue and is also associated with many comorbidities (Center for Disease 
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Control and Prevention, 2019). The VA has been using the Whole Health Program for 

veterans with mental health issues; however, the Whole Health Peer Pathways can also 

provide many opportunities for the diabetic population, as mentioned in the study.  

Professional Practice  

As a healthcare professional and researcher, I am leading this investigation to be 

an excellent exploratory examination for spreading the importance of engaging the 

diabetic population in the Whole Health Peer Pathways. I am suggesting the 

methodological and the theoretical applications to health care professionals for the 

reasons stated below. 

Methodological  

There are many methods to obtain a factor analysis to prove this hypothesis; 

however, I decided to research the physical A1c value of the veterans and their 

medication adherence with the given data. Designing a study is not only an object of the 

study, but it is also the means to carry out the study (Roggema, 2017). As for this study, 

the method used was to find a response of yes or no whether the Whole health program 

worked or not. Given that this is a new program, these data were more accessible and 

available, and the analysis of the study was able to accept the hypothesis. It means that 

the study agreed that the veterans in the Whole Health Program were doing much better 

in keeping their A1c level down and showing more adherence to medication renewal than 

veterans not in the program. It would also help future studies to use other variables such 

as the actual variation in A1c levels from the start of the program to the end of the 

program to note the actual numbers of the A1c and measure the trends. Using quantitative 
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data of those in the program would provide a better understanding of how well the 

program worked in lowering the A1c level.  

Theoretical 

The theoretical implications for this study were to look at whether or not 

participating in the Whole Health Peer Pathways program could increase veterans’ 

medication adherence and lower their hemoglobin A1c levels. This study showed that 

participating in the program had a positive effect on the medication adherence and 

hemoglobin A1c levels of the veterans in the program, as indicated by the Theory of 

Behavioral Health Change. In this subsection, I encourage health care professionals to 

look at the Theory of Behavioral Health Change to understand how the Whole Health 

Program can help change many lives of those who have diabetes.  

Positive Social Change  

Understanding the rising cost, contributing factors, and challenges associated with 

diabetes and its comorbidities, the Whole Health Program combined with 

pharmacological treatment would be the best approach to promote a better life for those 

with diabetes. I aim to use the results of the study to spread the word and create initiatives 

to raise awareness of the Whole Health Peer Pathway combined with pharmacological 

treatment benefits. This study suggests that the VHA has started a great initiative to help 

the veterans obtain optimal self-care at an individual level. It also means that society 

should embrace the Whole Health Peer Pathways to promote better care and health for 

future generations. The current plan is to encourage modalities based on theories, 

methods, and training to create a knowledge base for the next generation to improve 
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community health (National Academies of Sciences, Engineering, & Medicine, 2017). It 

is understood that there were other political and socioeconomic factors associated with 

the spreading of the Whole Health Peer Pathways. Still, today insurance companies have 

learned about the benefit of promoting self-care and peer support. Insurance Company’s 

believe that education alone cannot help those with diabetes; therefore, they 

recommended that health care professionals find a newer and better approach to help 

those with diabetes adhere to a treatment plan (Horigan et al., 2016). Some insurance 

companies have been advocating and paying for some of those modalities, such as group 

support, Tai-chi, yoga, acupuncture, and more. I might say that cost-effectiveness 

interests them; however, I would say it is about time for insurance companies to promote 

preventive medicine. I understand that there are those without insurance or struggling to 

make their co-pay. Therefore, I am hoping for government entities such as community 

clinics, states hospitals to take the stand and follow the footsteps of the VHA.  

Conclusion 

I studied the charts of over 128 veterans with diabetes in which I selected a total 

of 128 charts based on the G* power calculation. I identified the relationship between 

those with diabetes taking part in the Whole Health Program and those with diabetes but 

not participating in the Whole Health Program. I used the VSSC data storage system to 

collect my data for this study. This investigation was a yes or no study based on findings 

from charts review. I used SPSS to conduct a Chi-square test of the data. The data 

reflected the improvement of veterans’ A1c level from 2019 to 2021 for the first 

question.  
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The study also considered the possible confounders, such as other medical 

diagnoses affecting the veterans’ A1c levels. The second question reflected the number of 

times veterans adhered to refill their medications. The study also accounted for the 

opportunity for confounders since there could have been other reasons besides 

nonadherence that veterans were not renewing their prescription, such as side effects or 

cost of the medications. The current state of healthcare due to COVID-19 for example 

and other airborne communicable variants have taken some of the focus away from 

primary diseases such as diabetes, hypertension, heart diseases, and more. These crises 

are telling us that we need new approaches to healthcare. We need to train the people to 

learn how to provide self-care, manage manageable conditions, and prevent preventable 

diseases. The pandemic of obesity and diabetes is almost invisible to healthcare 

professionals today since this new face-covering disease is taking over the world 

(Langevin, 2021). Supporting the whole mind, body, and spirit are what the Whole 

Health Peer Pathways conveyed to the population while providing the necessary support 

to keep grounded in self-care (Langevin, 2021). This study also used the Behavioral 

Health Theory of Change to show that the Whole Health Program works. This study 

result enhanced the understanding that health and well-being relied on multiple domains 

such as biological, social, behavioral, and environmental (Langevin, 2021). I suggest that 

the Veterans’ hospital clinicians and all healthcare professionals take the stand and 

embrace the fact that Whole Health is the best way to start changing the way people use 

healthcare and help those with diabetes take charge of their health. 
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