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Amanda:	And hello, everyone, and welcome to Using Data and Information Systems in Partnered Research, a Cyberseminar series hosted by VIReC, the VA Information Resource Center. Thank you to CIDER for providing promotional and technical support. This series focuses on VA data use in both quality improvement and operations-research partnerships. This includes QUERI partnerships and Partnered Evaluation Initiatives. These seminars are held on the third Tuesday of every month at 12 p.m. Eastern. You can find more information about this series and other VIReC Cyberseminars on VIReC’s website. You can also catch up on previous sessions on HSR&D’s VIReC Cyberseminar archive. Yeah, that went way too far. There we go. 

A quick reminder for those of you just joining us, the slides are available for download. You will find that download link in your email. Before we get started, I would like to learn some more about the audience. First, we will have some poll questions. The first poll question is: What is your primary role in projects using VA data? Investigator, PI, Co-I; statistician, methodologist, biostatistician; data manager, analyst, programmer; project coordinator; or other. And please describe other in the chat function. 

The next poll question is: How many years of experience do you have working with VA data? None, I’m brand new to this; one year or less; more than one, less than three; at least three, less than seven; at least seven, less than ten; or ten years or more. 

Whitney:	Thank you, Amanda. The poll is open and running. We still have a couple of people who are in progress. Please remember to hit submit once you select both of your answer choices. If you do not hit submit, your choice will not get recorded. Alright, it seems like things have slowed down, so I am going to go ahead and close the poll and share the results. 

For what is your primary role, we have 17% said A, investigator, PI, Co-I; 6% said B, statistician, methodologist, biostatistician; 13% said C, data manager, analyst, or programmer; 15% said D, project coordinator; and lastly 2% said E, other. And other I can see is someone mentioned budgeting. 

And for how many years of experience, we have 7% said A, none, I’m brand new to this; 9% said B, one year or less; 7% said C, more than one, less than three; 7% said D, at least three, less than seven; 4% said E, at least seven, less than ten; and lastly 7% said F, ten years or more. Thank you, everyone. 

Amanda:	Great, thank you so much for that information. We have one more poll question. This question is: What is your level of interest in the QUERI Advancing Diversity and Implementation Leadership award mechanism? A) I am a potential ADIL applicant; B) I am a potential ADIL mentor; C) I have already applied for an ADIL, but have not yet been awarded; D) My mentee has already applied for the ADIL, but has not yet been awarded; E) I am a current ADIL awardee; F) I am not eligible for ADIL; or G) Unsure or other. 

Whitney:	Thank you, Amanda. Our poll is now up and running. It should have appeared in a panel on your right. Again please, after you select your answer choices, click on submit for your answers to be recorded. We’ll just give it about ten more seconds before we close the poll out. Alright, it seems like we are all set here, so I’m going to go ahead and close that poll and share the result. We have 14% said A, I am a potential ADIL applicant; 6% said B, I am a potential ADIL mentor; 0% said C, I have already applied; 0% said D, my mentee has already applied; 5% said E, I am a current ADIL awardee; 10% said F, I am not eligible for ADIL; and 17% said G, unsure or other. Back to you, Amanda.

Amanda:	Thank you so much, Whitney, and thank you to the audience for answering those questions and helping us learn more about you. 

And now for todays presentation which entitled “QUERI Advancing Diversity in Implementation Leadership: Examples from the Field on Optimizing and Leveraging VA Leadership Opportunities” presented by Melissa Braganza, Yuvaram Reddy, and Sarah Wilson. 

Melissa Braganza serves as the Deputy Director of QUERI, the VA Quality Enhancement Research Initiative. 

Dr. Yuvaram Reddy is a nephrologist and implementation scientist dedicated to narrowing disparities in home dialysis use for veterans with kidney failure. He is a Core Investigator at the VA Center for Health Equity Research and Promotion, a nephrologist at the Corporal Michael J. Crescenz VA Medical Center and Deputy of Diversity, Equity, and Inclusion in the Renal-Electrolyte and Hypertension Division at the University of Pennsylvania. Dr. Reddy’s research and quality improvement efforts focus on understanding barriers to home dialysis, developing implementation strategies to improving home dialysis use and evaluating the impact on health policy and kidney disease. His projects draw from methodologies in health services research and implementation science.

Dr. Sarah Wilson is an investigator at the VA Center of Innovation to Accelerate Discovery and Practice Transformation, and a practicing clinical psychologist at the Durham VA healthcare system. She’s also an Assistant Professor in the Departments of Psychiatry and Behavioral Sciences in the department of Population Health Sciences at Duke University School of Medicine. Dr. Wilson’s research focuses on accelerating care and implementation of interventions for substance use, psychological symptoms, and health behavioral changes in populations who experience systematic oppression including Black, indigenous, and people of color with individual with low income and sexual and gender minorities. Thank you for our presenters today, and I will now hand it over to Melissa. 

Melissa Braganza:	Thanks, Amanda. So I’m just going to give a brief overview of our QUERI Advancing Diversity and Implementation Leadership, or ADIL initiative. And this effort really grew out of our strategic planning efforts a little over two years ago when we heard from HSR&D and QUERI investigators and staff in the field, this desire for more mentoring and training opportunities. And so we made this one of our key strategic goals for 2021 to 2025 to empower VA employees to move the needle on quality of care. 

Over the last couple of years, we have worked to embed mentoring and training opportunities into many of our RFAs, including the most recent evidence-based policy centers that were awarded, as well as our QUERI programs. And the ADIL initiative is a specific initiative that we developed to help grow a pipeline of implementation, QI, and evaluation expertise from populations that reflect the diversity of the veterans VA serves. And we launched this initiative about two years ago and with the vision of helping to further VA as a national leader in applying higher liability learning organization evidence-based policy methods to enhance the care that veterans receive, especially veterans that come from populations that are underserved, marginalized, or at risk. 

So the ADIL initiative consists of two key pieces. There is the nonresearch project which allows the ADIL awardee to be able to apply an implementation, quality improvement, or evaluation strategy to an operations-partnered initiative that addresses a key VHA priority. And then the second piece is the mentoring or training program that would be embedded as part of the two-year fellowship. And really the goal of the ADIL initiative is to help fill in that gap to be able to lead a—to be able to provide an implementation leadership opportunity for people from diverse backgrounds and experiences. 

And so our hope coming out of this two-year fellowship is for the ADIL awardee to be able to apply for independent project funding as a PI to lead an HSR&D or QUERI center project or a promotion or other employment opportunity, perhaps a CDA or a leadership training opportunity. Because, again, our goal here is to really expand the diversity of the implementation leaders that are in VA. So we’re excited that we already have 13 ADIL awardees that have been awarded over the last two years, and our new implementation science center, EPIC, is facilitating monthly forums with the awardees to help promote networking and pure learning opportunities. So again, we’re hoping to continue to expand and develop this community. 

And because I have to leave the Cyberseminar a little early, I wanted to see if there's any questions that I can take now, or I’m happy to answer questions off-line. 

Amanda:	I don't see any questions right now. 

Melissa Braganza:	Okay. Well, happy to answer them off-line later as well. Thanks, Amanda. 

Amanda:	Thank you so much, Melissa, for taking your time out to share that information with us. We will now switch over. Dr. Reddy, would you like to start? 

Yuvaram Reddy:	Yes, happy to. So my name is Yuvaram Reddy. As Amanda said, I’m a neurologist at the Philadelphia VA and the VA Center for Health Equity Research and Promotion, and I’m really grateful for the opportunity to talk about my ADIL project called the LET’S-GROW-HOME study, which is attached to the SAGE QUERI at the Philadelphia VA. 

So in the next 15 minutes or so, I’m hoping to talk through home dialysis. What is it? Why should we care about it? Talk a little bit about how the VA delivers home dialysis to veterans, and in that context, talk about how ADIL applicants can think through developing project aims, finding operational partners, and mentors. And then finally talk a little bit about the ADIL project itself, which began in October of 2022. 

So what is home dialysis? Home dialysis is a treatment for kidney failure to be failure. Kidney failure is a stage of permanent kidney disease where people need some form of treatment to stay alive. Typically, that is dialysis itself or a kidney transplant. And when people think about dialysis, most people think about in-center hemodialysis where a patient with kidney failure goes, travels from the home to a dialysis unit to receive dialysis about three times a week or so for three- to four-hour sessions at a time. 

And while most patient end up receiving in-center hemodialysis, some patients can also do home dialysis. So they can do the same hemodialysis at home, delivered a little bit differently by themselves called home hemodialysis, or they can use the lining of the organs in their belly as a semipermeable membrane to clear toxins through something called peritoneal dialysis. And this project does this almost entirely focused on peritoneal dialysis. 

In general, there seems to be no major difference in mortality between these two types of dialysis, but home dialysis tends to provide a more tailored therapy. It allows for veterans to receive care at home. It allows them to have a more flexible schedule to travel and has less rigid dietary restrictions. It also tends to be cheaper per person per year to Medicare and even more so to the VA, particularly on the VA’s paying for dialysis out in the community. 

So home dialysis tends to have these better clinical outcomes at lower costs, and if you survey clinicians, most nephrologists and nephrology nurses would say that they would choose to do home dialysis for themselves. In about 90% of people in this survey had similar numbers when this survey has been repeated. 

And while about 75% of patients can actually do home dialysis, only about 13% of new patients in the US actually receive home dialysis, and worse, only about 5% of veterans with kidney failure perform home dialysis. And so there is this wide gap between what we would want for ourselves as clinicians and what happens in practice to veterans with kidney failure. 

That led me to my first large research/project question which is: How can we improve home dialysis use within the VA? Knowing that there is a long way to go. And then implementation science generally, you’re either using existing strategies, or you’re trying to develop new ones. It’s a very simplistic explanation of implementation science that lacks a lot of nuance, but when you're thinking about developing these strategies, you first need to understand how data is collected and what is actually happening on the ground. And that’s the precursor to my ADIL project. 

For some additional context, then the bigger question that I wanted to ask is, well: Why me, and how can I be the one who improves home dialysis use within the VA? So as some background about me, I'm a nephrologist. I did my residency at Boston Medical Center in the Boston VA. I became very interested in home dialysis care delivery patterns and health policy during my time at the Boston VA. I was struck by how some people had the option to do home dialysis. Most people didn't seem to have that opportunity in the civilian population in the VA, and it wasn't clear why some had that opportunity and why some seemed to really thrive at home dialysis. 

So I was determined to study this for a veteran population, and I stayed on at the Boston VA and did a nephrology fellowship at Mass General Brigham and the Boston VA. Here is a picture of me talking about peritoneal dialysis to a group of residents at the Boston VA. I was really, really focused on just home dialysis. During that time period, I’m still very interested in home dialysis and still exploring how do I address this question and what sort of methodology should I use. 

And I was really fortunate there. There was my first opportunity to look into health services research because I have discovered CHOIR, the Boston Coin or the Center for Healthcare Organization and Implementation Research. And I had asked them, Amy Linsky at the time was the director, and she still is the director for the fellowship, if I could join in on their trainings. And they agreed. So I spent the last year of my nephrology training listening in on implementation science within the VA and learning about some of the methods that they do. 

My goal then was to try to find a mentor to do research in this space, but I met my first hurdle within the VA, which is that there are limited opportunities and mentors within the VA for the kind of research quality improvement work that I wanted to do. In fact, I think this came up at the HSR&D annual meeting about two weeks ago. The last CDA for nephrology was awarded in 2007 in health services research, but only about four CDA awardees in nephrology with the last in 2007 and two of them are pictured here. So I was forced into this position where to be eligible for CDA in HSR&D you need to have done work with VA mentors and publish in that space. 

But because there were no mentors for home dialysis within the VA who were doing the kinds of work that I was doing, if I wanted to stick to my passion for home dialysis and still be within the VA, that just wasn’t possible. I either had to look outside of the VA for home dialysis research, or I had to find a different set of project aims that would align with a mentor. So I felt a little bit stuck in the position that I was in. There weren't that many mentors who have the bandwidth to take on someone as stubborn as me who had the research aims that I had within VISN 1. 

And I learned my first—one of my first lessons was the value of networking within the VA community. So for people who are thinking about the ADIL mechanism, I would say when you meet obstacles try to talk to as many folks as you can who are in this space. So I reached out to a couple of different COINs. I was already informally of the CHOIR COIN in Boston and Bedford. I reached out to CHERP in Philadelphia and Pittsburgh where I currently am, the Center for Health Equity Research and Promotion. 

I reached out to program officers within the VA. That's how I learned about the ADIL mechanism. I also attended Cyberseminars I remember Amy Kilbourne talking about the ADIL mechanism. And then I also reached out these different investigators, the folks in the picture earlier, Ann O'Hare and Michael Fischer, to QUERI investigators like Bob Burke who is currently my mentor on my ADIL, and also methodological experts in nephrology like Virginia Wang and Dense Hynes. And they were an incredibly helpful community. And with their help, I joined CHERP at Philadelphia, found my mentors in Bob Burke and Ann O’Hare and found the opportunity that I could apply for, which was ADIL. 

So with that context of who I am, I sought to figure out how does the VA deliver home dialysis to veterans as preliminary data for the ADIL award. And my second tip for the day is it’s important to talk to your our operational partners or potential operational partners and try to figure what kind of questions should you ask, how are they relevant to people within the VA, and how can you make sure that your work is complementary to existing work or strategic goals? 

So I reached out to the national kidney program office to better understand what they were doing. I learned that they were very interested in expanding on dialysis, and they had existing projects. And so I had to make sure I wasn't doing something that was duplicative. They also shared the support service center here, VSSC, where they have operational data on dialysis use. And so I gathered data from there, applied it to my conceptual framework that's based on the systems engineering initiative for patient safety to try to see what are the areas that dialysis is worth looking into for my project. And then what data exists. 

So I was curious in understanding how the VA delivers dialysis to veterans within the VA as home dialysis but also what's happening in community care for home dialysis. And using these operational data from VSSC, you discover that about 26 VA medical centers directly provide home dialysis, whereas the rest of the VA medical centers, some have a nephrologist, some don’t. But they all contract out to the community to provide home dialysis. 

And more specifically when I looked just the VA-based home dialysis, so those 26 centers that provide home dialysis to veterans directly through the VA, there is wide variation in the proportion of veterans who receive home dialysis compared to the veterans who receive in-center hemodialysis. I have a similar table for the variation and practice for community-based home dialysis. And going back to my tip about understanding operational partners’ needs, if you look back on these slides, Melissa pointed out one of the QUERI priorities from 2021 to 2025, or strategic goals, is to reduce unnecessary variation in clinical practice. So here is an opportunity to understand why practice varies so much in an area where a form of therapy can improve clinical outcomes and lower costs. And that was the narrative that I weaved into my ADIL award. 

So last few minutes, I just want to talk through the ADIL project itself. So how can we leverage these data that we found to improve home dialysis within the VA? And that's the ADIL project that was funded in September of last year where we have two broad goals. One is to better understand how home dialysis is delivered to veterans across the country, and the other is to develop implementation strategies to improve access to home dialysis through this quality improvement project. 

More specifically, we received funding for two years to travel to ten different clinics, home dialysis clinics. We are doing six in-person site visits and four virtual site methods. Those sites that you saw on the table of sites that have high home dialysis use and low home dialysis use. At each site, we’re visiting as a team of folks to observe clinic infrastructure, provider-veteran interactions, staffing ratios, what sort of posters are on the wall for example. We’re doing semi-structured interviews with veterans, care partners, VA employees, other leaders within the VA to understand what are some barriers and facilitators to home dialysis use, how do they feel about potential of implementation strategies that they might want to implement in the a future career development award? 

And then we’re also procuring all the home dialysis documents that they’re willing to share that are both patient-facing and provider-facing, so things like posters, PowerPoint templates of how they educate people on home dialysis if they use PowerPoints. From clinicians, what sort of note templates or standard operating procedures they’re using, what kind of educational pamphlets do they handout to 1) create a sense of like what is different in these documents from the high versus low performing sites, but 2) to compile a one-stop shop of documents that we could disseminate beyond this project. 

So in about 12 minutes I talked to you about these three things. I hope you'll take away that home dialysis is a treatment for kidney failure that can improve home-based care for veterans and provide better outcomes, that there is practice variation in home dialysis, as there is with many forms of care delivery within and outside the VA. But that you can leverage these practice variations to try to better understand barriers and facilitators of something and also to try to implement an implementation strategy in a future project. 

My last set of tips, so just to summarize, I think is really important for people who are thinking about ADIL to talk to the community. I think you'll find that the VA is full of people who want to help you succeed, especially if what you're doing aligns with what veterans want and what veterans need. Place your project goals within the context of what matters to veterans and your operational partners, so review the RFA closely, look at the strategic priorities of your funders and your operational partners, and be prepared to persevere. There is limited funding out there in general, there are several great applicants. You may need to reapply. I did. And you may have to look at other funding sources if you're really determined to do something and you have a compelling project. 

And finally, feel free to reach out if you want to talk through the ADIL application process. I also just want to say thank you to my mentors, my project team, the COINs that have helped support me, operational partners, and funders. We started this project in October of last year. We’ve been to two sites already, and here are pictures from two of the VAs that we visited. And with that, I’ll pass it over to Sadie. 

Sarah Wilson:	Thanks so much, Dr. Reddy. Can I get the control for the—great, thank you. Alrighty, so we come to my section of the presentation. I’m just going to start my timer here, so I don’t run over. So this talk is very aptly named. As soon as I was reached out to about delivering this talk, I said, well, in stead of talking about a whole lot of details about my project, can I actually mostly talk about mentoring and working with operational partners? And it’s really a testament, I think, to the QUERI ADIL program’s flexibility that they considered my reasons for wanting to do that and were okay with that. So I’m not going to be spending a lot of time today talking about the particulars of my project. 

If you do have interest in intervention mapping or implementation mapping with a specific focus on health equity, feel free to reach out after my talk. I'm happy to talk more about my methodology. I actually have a couple of projects funded that are using power-sharing and equity focused strategies in the context of, one, implementation mapping and one is on intervention mapping. So I’m going to talk more about how considering power dynamics and differences in power and differences in traditional exclusion from the research in quality improvement enterprise, how thinking about those things can actually make you both a better mentor but also a better mentee who gets more effective mentoring. 

I wanted to start by thanking all my mentors and mentees and partners and funders, and, Yuvaram, I was really excited to hear about your focus on nephrology because actually one of my mentors is a nephrologist. We don’t work on nephrology together because I am a clinical psychologist, but one thing that I really appreciate about working in health services research is that you do end up working a lot of times with people who are outside of your area of training and expertise. 

So I'm a licensed clinical psychologist. I started out actually in global mental health working in Tanzania with women with obstetric fistula and their mental health outcomes related to the stigma that they faced. And over the years, I've had a lot of twists and turns in my career, and I really credit where I am now with a lot of the really good advice I’ve got from mentors and mentees actually. So I’ll be talking today about also nonhierarchical approaches to mentoring. I also wanted to just take a moment to thank one of my operational partners, Sabrina Clark, for her input on this talk today. [Garbled audio] for shaping the talk. 

So I want to talk a little bit about the impetus for my work. What really drives me in the work that I do is three main realities of not only the VA healthcare system but really the state of healthcare. We know that [garbled audio] to access the same [garbled audio], not every is able to [garbled audio] healthcare to the same degree. And we also know that there are disparities in response to treatment, so not everyone is going to respond to different treatments the same way. 

I mostly work in mental health but also do a little bit of work in effects of implicit bias on primary care. And so we know that [garbled audio] exact treatment has no tailoring it all [garbled audio] that treatment [garbled audio] would have better outcomes than those who are from groups that might not have been in mind when the creators of the treatment created it. So for example, cognitive behavioral therapy. We see better outcomes often with cognitive behavioral therapy that's tailored for minoritized groups than the one-size-fits-all. 

And the third thing that really drives my work is that we know that social inequities drive health outcomes. So for my QUERI project, I'm focusing on hospitalization for older adults and the outcomes following that, as well as [garbled audio] data from Function QUERI, typically the STRIDE program, which is a supervised walking program for older adult veterans who are hospitalized. 

So I focus on main areas of health services. I have a background in tobacco education because we see so many inequities in tobacco use and cessation. So when you look at who’s using tobacco currently in the United States, it’s incredibly skewed towards those who are at lower levels of income and those who have lower levels of educational attainment. If you look at those prevalence rates, it’s really astounding to see those. I also focus on access to mental health care and effectiveness of mental health care. And then lastly, I have a newer focus on hospitalization outcomes among older adult veterans. 

So when we think about these three things, at first glance, they may not have a whole lot in common, but we often find with health inequities is that the root cause can be similar across a lot of these different health outcomes. So I think in health services research, we’re often really use to hyper-focusing on a single health outcome when we know that there are common root causes across a lot different health outcomes. So I’ve been really interested more recently in thinking about certain minoritized groups and the adverse health outcomes that they might face across health conditions. 

So I focus on African American veterans, veterans living with HIV, and LGBTQ+ veterans, and I wanted to highlight three particular veterans. So the first is my grandfather, John Henry Peebles, who was a World War II navy veteran. He actually received his lung cancer treatment and palliative care treatment back in 2001 at the Durham VA where I now work. 

The second veteran I wanted to highlight is Monique Howell-Marie, and she’s a US Army veteran. And she's the author of the book Living inside My Skin of Silence, published back in 2010. And she faced HIV criminalization actually and now has her own nonprofit organization that provides assistance for those living with HIV. 

And the third veteran and colleague who I wanted to highlight his Cassandra Williamson. She served in the US Navy and the US Marine Corps. She's a graduate of the US Naval Academy, and she’s the Executive Director of the Board of the Transgender American Veterans Association. She’s also TAVA’s research and VA engagement partner. So there are amazing veterans themselves who are doing work in these areas, and a lot of my work focuses on building community voice into the research that we do. 

So I wanted to talk a little bit about status quo in mentoring relationships and some of the status quo and also has bearing on the way that we approach our partnerships. So a lot of times in mentoring relationships, the status quo or traditional mentoring relationship is hierarchical. There's unidirectional help from a mentor with writing, networking, getting funding. There’s very unequal status between the mentor and mentee, unequal levels of experience, and basically, it’s set up where the protégé can potentially increase the mentor’s visibility or increase the mentor’s status. 

I think throughout my career I’ve actually sought out mentors who don't necessarily fully adhere to this status quo for mentoring, and I personally really appreciate mentors who have some more flexibility and don't necessarily fully buy into the be-all end-all of this sort of status quo mentoring because it has a lot of drawbacks. There is unequal benefits of the relationship, it perpetuates power imbalances. In this model, it’s actually very easy to take advantage of mentees, even if that taking advantage of is unintentional. It also places a lot of undue burden on racially minoritized individuals, undue burden with women and gender diverse individuals, _____ [00:36:25] because often those folks take on a disproportionate burden of the mentoring. 

So what I seek to do both as a mentor and a mentee is to break that mold and to level power imbalance as much as I can. So I believe in co-mentoring, and I actually first learned the name of this style of mentoring that I've been doing from a postdoc at the Portland COIN, Abigail Mulcahy, and this kind of mentoring is often driven by the person with less institutional power speaking up and voicing a need for a different type of mentoring. It involves balancing the goals of both parties in the mentoring relationship. 

It may even involve mentoring relationships that have more than one person involved in the meeting, so mentoring trios that can reduce the burden on the folks who have more institutional experience or more career experience. It also promotes mutual sharing and disclosure, mutual input on projects, so not necessarily saying, oh, the mentor is the only person that has wisdom around this topic. It also often has a flexible definition success. So if goals for either person change throughout the relationship, there is a spirit of acceptance and willingness to be flexible with both parties in the mentoring relationship.

So in terms of how do we get here, so it can be hard to build a relationship that is more egalitarian, that shares power more, especially when we're coming from oftentimes a setup, an overarching culture in academia that does not promote these types of mentoring relationships and doesn't promote this type of power sharing in mentoring relationships. So I think one of the most important things when I'm thinking about mentoring, especially for folks who are from traditionally excluded groups, so that might be folks who are from racially minoritized groups, first generation graduate students, college students, as well as folks who are LGBTQ+, number of different minoritized identities. 

Try to avoid a deficit model. So a lot of times I hear, oh, people from XYZ minoritized group just need more confidence, and they need to feel like they belong. So that’s actually putting the burden on the person from the traditionally excluded group. And I would encourage folks to try to recognize when they're taking a deficit model and reframe that. So this quote from Andre Perry is really poignant. “There's nothing wrong with Black people that ending racism can’t solve.” So similarly, when we’re approaching our mentoring relationships, not saying, oh, this person just needs XYZ skillset, they need to be better at this, they need to better fit the mold of my definition of a successful researcher, a successful scientist. It’s saying what about my definition of a successful researcher or scientist might be a little bit biased because of my background, because of being entrenched in academia, et cetera. 

Also when we do have bias, acknowledging that when we don't know something. That would be helpful for us to be able to mentor acknowledging that, being willing to learn from someone who's in a traditional mentee role. And on top of that, educating ourselves as mentors, because mentees know. As mentees, we know we have a lot to learn, but I think oftentimes we don’t necessarily acknowledge that mentors may also have a lot to learn. 

And when possible, amplifying mentee voices. And this actually goes both ways, especially for nonhierarchical mentoring relationships, trying to notice when someone isn't getting airtime, for example, which can be so crucial in a research career. Connecting mentees with resources, amplifying their voice. If a mentee has a really innovative, amazing idea, making sure that the mentee knows how to get that idea out there to a wider audience. And I can't acknowledge this last point enough. Acknowledging unfairness when it happens. A lot of times as colleagues, as mentors, we have tendency to rush to solutions, and sometimes it can be incredibly powerful and meaningful to sit with the mentee when something just isn't right or is unfair or they experience bias, or they experience microaggressions. Sitting with them in that discomfort can be incredibly important. 

And then I’m going to close with a few tips for prospective ADIL mentees. I would encourage folks, similar to what Dr. Reddy already said, build your own relationship. So it can be really important to have a very influential mentor who has strong relationships, but really the success of your own career is going to be predicated in part on your ability to build your own mentoring relationships, your own collegial relationships that are broader than just one person. You need to find your own voice. You need to be your own best advocate and leverage your strengths and try to figure out who needs to know about your strengths. And if you need someone to advocate for you and to introduce you to someone else, that's absolutely okay to ask for. 

And keep asking questions and notice what's within your control. And what's outside of your control and try to seek a balance with that because there's certain things that won’t be within your control. So similar to what Dr. Reddy was saying, we as potential CDA applicants—I’m on a CDA. We as potential CDA applicants, we as potential IR applicants, or QUERI applicants for QUERI projects don't always—we don’t control the RFAs. We don’t control what’s in those RFAs. What we do have control over is matching our programmatic priorities, our passions to funding mechanisms, and looking at the funding mechanisms closely to see in what ways there might be a match. 

And similarly with the mentoring relationships, more thinking about operational partnerships, it's important to have that bidirectional communication similar to what I'm advocating for those mentoring relationships. I think, honestly, that that works the best for operational partnerships as well. So there's two ways, basically, to build a relationship with an operational partner. There's no one that’s better than the other one. One way is through your mentor, so your mentor connects you with the operational partner. Maybe your mentor already has a relationship with that operational partner, and you seek to build your own additional bridge next to your mentor’s bridge or strengthen your mentor’s bridge. 

The second way is to build operational partnerships more independently. So you may seek out your own operational partnership and collaborate with someone that your mentor hasn't collaborated that much with before and create mutual, shared goals that are beneficial to both parties. And no one way is better than the other. Just be aware of the power dynamics that are at play with these two different ways of finding partnerships with operational partners. You can always ask for advice, and you can always promote yourself or ask for someone else to promote you. That is absolutely okay for you to ask a mentor to promote your work or to introduce you to something. 

Alright, well, I really appreciate everyone’s attention. I went over by a little bit. My apologies. Feel free to reach out if you have any questions around mentoring, any questions around on my work, my research, and I am happy to open things up for Q&A. 

Amanda:	Thank you so much, Dr. Wilson and Dr. Reddy. Such great examples of the ADIL program and the opportunities that the VA gives us. That’s one of the things I know I appreciate about being part of the VA are these great opportunities that are available that I think aren’t really available in a lot of other places. 

We do have one question so far. Please, if you have questions, put those in the Q&A. This question, part of it I think is a little programmatic. So you might not be able to speak to it, but I think you can speak to the second half of the question. It is, “The ADIL announcement mentions that students and graduate programs pursuing training and health services research, healthcare management policy, quality improvement or related fields are eligible for the ADIL funding. How can a graduate student, for example, a PhD student on a walk appointment at the VA apply for the ADIL? And what initial strategies and steps should a graduate student take in the application process?”

Sarah Wilson:	Really glad you asked this question. I actually meant to talk a little bit about that in my presentation. I think one of the really amazing things about this grant mechanism is that it's open to people in all different places along their training, and so I actually am not sure there are that many current graduate students who are funded through this mechanism. But I do think that probably for a graduate student, you would build an application similarly to how anybody else would. 

So Dr. Reddy and I are actually in different places in our training progress, so I am at the end of my career development award but have had virtually no contact with QUERI at all so using this grant to find out more about QUERI and understand QUERI’s funding priorities a bit more. Dr. Reddy is pre-CDA, and then you’re talking about as a graduate student being sort of before a postdoc. So I do think that one thing that I would recommend is asking questions. So assuming that you have a budding program of research as a graduate student in your area and trying to get a sense of to what extent your budding program of research can match up with an existing QUERI center. 

So there may be a QUERI center that’s near you geographically; it may not be near you geographically. But just asking questions around that, most of the QUERI centers have a lot of documentation around their mission and the different projects. So you’ll probably want to get a lot more information about what projects they’ve already had funded because you may want to use some secondary data. And then based on the projects that are existing, you can look at who's leading those projects to find potential mentors there, if you don't already have a mentor in mind. Dr. Reddy, what are your thoughts on this one? 

Yuvaram Reddy:	Thanks for that great advice, Dr. Wilson. I think a few things come to mind. One is feel free to reach out to us or to QUERI directly. I think the person you might talk to is Kara Beck as a program officer within QUERI for this. I know of another PhD student who’s thinking about applying for an ADIL as well. I would say two things. One, think about what mechanism is right for you, and it might be that ADIL is right. But similar to ADIL, there is also the VA merit diversity supplement awards that have structured salary support embedded into it, whereas the QUERI one is just a bit more flexible in that I can be used however you might, with the same cap on both. 

I would also encourage you to think about if you're close to finishing your PhD, there are also postdoctoral training opportunities within the VA at several COINs, and that might be your first step towards becoming a VA employee and then applying ADIL. But if you think that ADIL is the right thing to do right now for reasons that I don't fully know yet, but I'm happy to learn more of, then what Dr. Wilson said about finding the right mentors in the right projects is extremely helpful. It may be that you're applying for an ADIL project because there are particular priorities you want to address now rather than years from now. 

And then you might still be—you might be a graduate student on a _____ [00:49:38] who is doing this work with funds to support staff members to help you with this. Or you might be using this as an employment opportunity to get into the VA, but I think this is something that Kara or others can help you navigate to better understand what’s the right opportunity. 

Amanda:	Thank you so much for that. Still waiting potentially. And the audience says, thank you both for great responses. I do believe that you had some questions for each other to help stimulate conversation. Can you maybe speak to those? 

Sarah Wilson:	Sure. I had a question for [garbled audio]. This is in terms of your career path, you had noticed some barriers to CDA-2 at that point in your career, and so you ended up going with the QUERI ADIL. I'm curious about what might be next in terms of what you're thinking about for your research career as a next step. 

[bookmark: _GoBack]Yuvaram Reddy:	Yeah, thanks for that question. I really did want to apply for the CDA and had these barriers, which made it harder to imagine a career within the VA, and I'm so grateful that ADIL came to be and that as an LGBTQ individual, I was eligible to apply. My next stop beyond this quality improvement project would be to try to develop implementation strategies that we could then try to implement at some of these ten sites that we’re visiting. And I think the right mechanism for that is a CDA because I don't yet have the skills to implement something. It’s not something I’ve done before. 

I will say that there was some feedback from my ADIL summary statement about whether my next step should be a larger independent project or CDA, which I'm sure many people on this path face. But my next step is to apply for a CDA and really articulate why I need the training and what will come of that. I might pose the question back to you, Dr. Wilson, and ask, what are your next steps beyond the ADIL? 

Sarah Wilson:	Thank you so much. So as I mentioned briefly, I'm actually in the last year of an CD—an HSR&D [garbled audio]. Again, that’s just the testament to the flexibility of the ADIL grant mechanism, and I put the link to the main QUERI page in the chat for those who want to take a look at that. So I'm in the last year of my CDA-2 and ended up applying for the ADIL to understand more about QUERI and also to get more involved my local QUERI center, the Function QUERI, which is optimizing function and independence. 

And I’m currently taking a very deep dive into the QUERI parent, RFA, which I encourage any current ADIL mentees to the do the same to really understand what the requirements are for each of these grant mechanisms. So there's the Partnered Evaluation Initiative, and then there's the Partner Implementation Initiative, and there’s a startup one of those and a larger version of that. And all of them have different requirements, and so right now I'm really trying to understand better what all goes into various QUERI applications. So right now the global parent, RFA, for QUERI only includes those three, so PEI and then the two PII grants. And they’re currently closed for center grants. 

So as an ADIL awardee, I'm trying to better understand how my work can better fit with QUERI’s operational priorities because I have a really good sense of HSR&D. I just applied for an IR, but QUERI had been on this black box to me of like I didn’t quite understand how people got funded and what those projects looked like. And so I’m gaining a better understanding of that and potentially will be applying for either a Partnered Evaluation Initiative or Partnered Implementation Initiative. 

Yuvaram Reddy:	Got it. It sounds like ADIL has been a great way for you to explore the operational side of work within the VA, and without it, you might've been more on the traditional IR research pathway. But it’s cool to see that it’s helping you expand into implementation leadership opportunities, just like the RFA asks. So that’s nice. 

Sarah Wilson:	Yeah, and it’s this interesting slight difference between HSR&D and QUERI where I found if I have a very specific question in mind, I know exactly what I want to do, and I can write the grant with my mostly research partners and some operational partners. But is a fully baked idea in my mind, and then I’m writing the grant application. That's really appropriate for HSR&D. If what I need to do is work collaboratively with an operational partner to understand the problem, to understand what needs to be done, it seems like those kinds of grants are potentially more appropriate for QUERI. And that’s been a really interesting nuance that I've been understanding more because of the funding mechanism. 

Yuvaram Reddy:	As you're talking about your operational partners, it also reminds me of the flexibility of QUERI work and giving back to your community. For example in our quality improvement project, after we visit each site, we’re planning to share back a two-pager of what we find to try to help them figure out what are ways to facilitate home dialysis at their sites locally, separate from trying to develop an implementation strategy. 

And in the more traditional research area, you probably would not do that because you are trying not to allow for contamination across sites. You are trying to avoid anything that could be seen as a potential confounder. Whereas in the quality improvement’s lens of things, your goal really is to expand a particular product or to improve a particular service within the VA, while still establishing a good sense of rigor. So it’s an interesting balance that I’m trying to navigate, but I have found it very enlightening to actually be operationally aligned as opposed to aligned just to your research question.

Sarah Wilson:	Yeah, I completely agree. 

Amanda:	Well, we are hitting the top or bottom of the hour, depending how you look at it. I just want to say thank you both, Dr. Reddy and Dr. Wilson, such a great presentation. And like I said, such a great illustration of pathways you can take in the VA and different ways that we are all helping improve veterans’ quality of life and care. It's wonderful to hear. 

And again, I just want to thank the audience for the session. And if you have any other questions for the presenters, you can contact them directly. Their contact information is on the screen now and is in the slide deck. Thank you for attending. We’ll be posting an evaluation shortly. Please do take a minute to answer those questions. Let us know if you have any data topics or other topics that you're interested in. We really do our best to include those in future sessions. Thank you, everyone, for taking your time to be with us today, and have a wonderful day. 


		[image: Logo

Description automatically generated with medium confidence]

CONFIDENTIAL - Page 1		Transcribed by Research Transcriptions	
image1.png




