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Moderator:  We are now approaching the top of the hour. I would like to go ahead and introduce our speaker for today, Dr. Steven Sayers will be presenting on Success and failure in family
research: Trials and tribulations of involving Veterans’ intimate partners. Dr. Sayers is a clinical research psychologist for the VISN 4 Mental Illness, Research, Education and Clinical Center known as MIRECC. He is also an Associate Professor of Psychology and Psychiatry at the Philadelphia VA Medical Center and the Perelman School of Medicine at the University of Pennsylvania. At this time I would like to turn it over to you, Dr. Sayers.
Dr. Sayers:  Thank you very much for the introduction. It is a pleasure to be here talking about this topic. I want to I guess in preparing this, I had thought about several different goals for this presentation. I wanted to talk about the challenges of including intimate partners; and talk about some examples of successful and unsuccessful partner inclusion; and talk about the underlying factors that are present. That have an impact on recruitment and retention, et cetera, for involving intimate partners. Then talk about the solutions.
Do you want to start off with the poll. Molly, do you want to take the folks through that?  I just wanted to know what your primary role at the VA is?
Moderator:  Sure, for our attendees, please just click the circle that aligns most closely with your primary role in the VA. We understand that many people wear many different hats. But we are looking to see what your primary position is. It looks like the answers are streaming in. Do not be shy. These are anonymous. There is no such thing as a wrong answer. It looks like we have got some pretty clear trends out there, if you would like to talk through them real quick, Dr. Sayers.
Dr. Sayers:  Okay, sure. It looks like the majority of folks are researchers, which is great. A good portion are student, and trainees, or fellows. Other, that is an interesting category.
Moderator:  At the end of the presentation, we will have an audio survey, where we have a  more extensive list of roles. You might be able to specify there.
Dr. Sayers:  Great. Well, we can go ahead, then. To start off, just thinking more generically what are the challenges for partner inclusion?  We will be talking about recruitment as sort of the front end challenge. Along with that, scheduling, which is present in both recruitment and ongoing involvement and studies. Related to that is study retention.
Just to start off with the recruitment piece. Now I do want to say those who – or researchers and get grants, and recruitment challenges are really ubiquitous. We start off with a grant that we say we are going to get X number of folks. We really believe that it, that the numbers are reasonable or being very optimistic. Then we realize, once we have really entered the project with the peak moment of getting a grant, if it is grant supported, is actually getting the grant. Everybody is real happy the day you receive the news that you have got the grant. Then, it can become a real hard slog to get all of the folks involved in the study that you hoped and wished that you could involved in the study.
It is just a special challenge for a number of reasons, which we will talk about to involve a second person in a Veterans' life. We really experience this as couple and family researchers. We really experienced this challenge, I think, more so than just involving one person. I want to talk a little bit about the issue of involving Veterans' partners in VA. The factors that may make that more difficult. The Veteran is the most accessible person particularly in the health system where we are doing most of our research, I think for folks on this call. But the fact that the Veteran is the point of recruitment of a dyad or other family members make a gate-keeper effects be particularly difficult. Obviously by gate-keeper I mean, you are really talking to the Veteran and the Veteran only in lots of situations as a way to get the Veteran and the family member in. You are really touching on issues of autonomy, which is an issue for everyone who is coming in for a clinical issue. You may want to ask them questions about the issues that they have or about their life in general, if it is not around a clinical problem. They may or may not want a family member involved. They may be and have some concerns about involving someone who is not regularly a part of their clinical services. It’s not always the case, of course, we’re involving many more family members now than we have in the past 20 years, I think.
But it is an issue for a good number of Veterans that you really do not know quite what is going on. You think that maybe they just do not want family members involved. Because they are not involved in their clinical service. They would just rather sort of keep other people out of their dealings in the VA. Another issue in VHA and our health system is that our health system supports the clinical treatment that is conducted here, I think, best. As researchers, I think those who have been involved in this even for a little bit realize that we are often trying to insert the research mission in even though it is a staple, and a stated, an important role in VA to do research around Veterans' health and health delivery. Within the clinical operation where a lot of us will do our recruitment, we find that we are really trying to insert ourselves and scrap for our resources. If you are talking about involving recruitment of family members in this clinical system that focuses mostly on the Veterans, it really can make it difficult to find a way to reach out to family members.
Now why are recruitment issues a problem?  The obvious issue is that you want to get an adequate sample size. But even though you may put in extra effort and screen 1,000 people; and get enough of a sample with screening a lot of people or approaching a lot of people. You need to be concerned, obviously about the representativeness of the sample that you end up with. I used to think when I have had challenges in recruitment that end up with Veterans who are on the less severe end of whatever issue that, and clinical issue that I am researching. But I really do think that as I have gone on in this, you are much more likely to end up with a sample where the issues are more severe. Simply because there is some underlying motivations for both Veterans and their intimate partners to be involved when they are under distress. I will talk a little bit about some of those underlying motivations in a minute.
I want to start off with another poll or it can continue with another poll. For those who are not investigators, let us see. What has been your most important concern when considering research involving a Veteran?  By that I mean, if you have been approached by a researcher, your clinician; or you are not involved directly in research, do you have any concerns about involving Veterans in research?
Moderator:  Thank you, Dr. Sayers. It looks like the crowd is being a little more shy on this one. We will give people some more time to get their responses in.
Dr. Sayers:  Okay. It may involve just a little bit of thought about kind of the underlying concern might be, if you had one.
Moderator:  Fair enough. Alright, well it looks like we have got a pretty good idea. It looks like over a third say it may not help this specific participant; about 45 percent say it is burdensome; and about 18 percent say it will not help most Veterans' health or treatment success of Veterans. Thank you for those responses.
Dr. Sayers:  Okay, great, and thank you. That is generally their more mundane concerns that people have. I think there are a few times where we work with our clinician partners or non-researchers. They may actually feel like the research is going to harm the Veteran. But most of the time it is really more of mundane things that are stated in the poll. From the Veteran's and family members' standpoint, let us think about what factors might be an issue for them. This is really drawn for some research and research involvement; and barriers to research involvement.
I wanted to juxtapose what is in the research about what the participants' issues are with our beliefs about that. That is why I had folks think about that issue and do the little poll. There may be a match or there may not be. But just think about what your concerns were about involving Veterans. Then let us think about what the research has shown. There is that one of the main factors are time demands. It takes time to do research. When you are really talking about a Veteran and an intimate partner, you are really talking about involvement of the whole family in one way. Because they have kids. You are trying to bring in the dyad together. They have got to figure out how to do that. If you are bringing in the broader family, you get issues of…  Family members are busy. Research participants have…
I mean, I am sorry, family members have multiple roles. By that I mean, they may be caregivers. We have had actually and some of our research found that the Veterans themselves are caregivers for their spouse. This is actually drawn from a study I will talk about in a minute where we were trying to bring in Veterans with heart failure. We thought well, it is the partner who will be the caregiver. But in this case is they – the Veteran was actually the caregiver. So, I mention logistical issues in terms of childcare. There are issues about traveling and scheduling. Another way of thinking about this is relevance to the family. Because of these burdens one researcher, Spoth and their team has looked at. This equation of given the barriers, just how much of an issue is this for us?
If you are really trying to let us say bringing in a Veteran, and their family, or an intimate partner around a certain clinical issue. They may not actually have that on their radar even though the Veteran may have that diagnosis. They may see let us say concerns about a condition that the Veteran may develop also as not being relevant to them. If you have got a study looking at a Veteran who may be overweight or obese and you want to look into risk of diabetes and issues around diabetes. If the family members do not see that as a relevant issue to them, even though you might explain it to them. That the person who is overweight may at risk for diabetes. Their motivation may be really low.
Distrust about research is actually, it is mentioned in the literature. But not, there is not a whole lot of evidence that is a widespread issue. I know that a lot of folks who do research in the VA have mentioned that on anecdotal basis. Certainly folks who I have talked to. But it is more that we looked into it here with a study. Distrust about research is a relatively uncommon issue, although it does occur. Burdensome symptoms may be an issue. It was certainly cited in the research. The idea there obviously is that the person just feels too awful to come in for the study. If you are really talking about a Veteran with burdensome symptoms. They have got a partner. They do not really want to burden their partner anymore because they feel sick. They do not want to drag any of their family members to this research, which may or may not provide a benefit for them.
Those are some of the research based issues. We want to talk about an example. I was alluding to this a few minutes ago. This is a family based educational intervention for Veterans with heart failure. Intervention is a dyadic intervention. It was developed off of more group based educational intervention. That was in the literature for partners of Veterans of heart failure. We developed and we took that model and developed it into a dyadic intervention where it was not to be delivered in a group. But it was to be delivered to the Veteran and his or her intimate partner.
The intervention itself was developed to be one hour, or three to four sessions depending on how many components of the intervention that the dyad required. We did a pilot, and kind of a pilot clinically involving no research forums and no formal outcomes meant for research publication. But we really tried to deliver it as a clinical intervention; and was able to deliver this educational intervention to 15 dyads very easily. It worked well within the clinical system. The heart failure docs really appreciated it. The heart failure nurses liked to have someone work with the family member. Although they did do that work, it was really very informal.
Once we turned the intervention into a research based intervention, which of course, would involve doing informed consent and having formalized assessments, and pre and post. The recruitment was much more difficult. We got nine dyads across I would say a good part of a year after approaching 90 Veterans. We are actually conducting or did conduct some follow up interviews and got approval from the IRB to do that. To try to look at some of the factors as why. It is much more difficult once this is a research project. That is when we found this whole issue of a gate-keeper effect where Veterans were kind of trying to kind of protect their family at least by their description from being too burdened by the research involvement.
We found that the Veterans were themselves are being caregivers. That the partners and for some of the respondents were caregivers for other family members or for either younger or older relatives. The other factor was that we had designed this intervention as a face to face intervention. That was – it seemed to really throw up a lot of barriers just from a logistical standpoint. This is just an example of just how tough it can be for what really looked to be fairly easily conducted study from a – on a clinical basis. I want to talk a little bit about solutions to recruitment challenges when you are including partners. I will go over these in more detail. But basically I have broken them up into four different areas.
One solution is to really minimize demands to the partner. Demands on their inclusion. That could be by time or logistics. When possible, it should try to align the research goals for the goals of the participants. There are a lot of nuances to that depending on the context you are doing research on. It is important to get the buy in from trusted authorities in the particular setting. I have a couple of different examples of that. Then last, develop partnerships in community health and sort of community health research style kind of collaborations. By that, I mean, in doing community health you might make partnerships with other organizations. I will tell you a little bit about how you do that as a research endeavor.
The first one, solutions to recruitment challenges for partner inclusion. The first is minimized the demands of partner. One of those ways is obviously to do it online or also to do telephone assessments. The latter strategy on the telephone is obviously the least sexy. But it is actually the least common denominator in terms of the technology demanded of families. That is important depending on who you are working with in the research population. Sometimes the simplest and lowest tact way is the best.
The second solution I want to talk in more detail about is aligning your research goals to the goals of participants or the partners. The obvious first and most obvious way of doing this would be in doing a treatment study where the Veteran and, or the intimate partner wants to be involved in the treatment study for the particular condition in mind. Because it is obvious that they will see some benefit. You can describe it obviously on the consent form that this is meant to benefit you as well as the research endeavor.
Another more subtle way of aligning your research goals with the goals of the participants or the partners is in a lot of settings, partners or intimate partners may see involvement in the research as incremental involvement towards treatment when the Veteran is a reluctant. An example would be a partner who thinks that the Veteran is suffering let us say from PTSD. Or, they have couples' issues and they see the research as an opportunity to in a very structured setting. Potentially a very supportive structured, address some of their concerns, and also the Veterans' concerns in a way that does not sign them up for treatment. But it is sort of putting their toe in the water so to speak; and sort of testing the water around couples' issues.
This is – it seems to be, subtle effect and one that you cannot say well, you may get benefit from being involved in this research directly and clinically. But I think it is possible to let them know that some people enjoy. This is something you might say in a consent form. That some people appreciate being able to tell the story about let us say their deployment experiences, or their difficulty with x, y, or z. The third way of aligning your goals with the participants' goals is to find some way to make sure that the partners see the availability of the study. By that, I mean, try to find some way through the Veteran.
Often, this is through the Veteran to make sure that the partner sees the research brochure. That you get some approval from the Veteran to answer questions that the partner may have about the study. You might get the approval from the Veteran to deliver a letter to the Veteran's house that is addressed to the partner. In that way kind of let them know what the study is about. The partner may be more motivated to marshal the resources of the couple to be involved in this study depending on what kind it is. Whether it be a treatment study or some other kind of study.
Okay, let us go on with an example here. A colleague of mine, Shahrzad Mavandadi did a study engaging caregivers in the care of Veterans with dementia. This was a pretty successful study in terms of the partner inclusion. There is a couple of ways that this was made easier. First of all, of the treatment study, it was meant to support caregivers and educate them about caring for a Veteran with dementia. It was a telephone based intervention.
The caregivers knew that it might help them feel better and feel less burdened. It is telephone based. It was just very low barriers to inclusion. By design, there were not a lot of inclusion and exclusion criteria. It is a clear example of the goals of the study being aligned with the participants' goals. Now this is a little bit cheating, and as an example here. Because this intervention involved just the partner. There were not the usual logistical issues of involving two people in a dyad at the same time.
Alright, again to go on with the other solutions and to recruitment challenges. I want to talk a little bit about getting buy-in from authorities in the particular setting. These authorities could be of various different types in the healthcare setting. An obvious example is a health provider or a healthcare provider. A doctor or a nurse, a psychotherapist, and psychiatrist with whom the Veteran has a more than passing acquaintance with. They have a treatment relationship with them. The key is letting the provider obviously know the different ways that this study may benefit the Veteran. It may benefit the Veterans' of the future. Make sure that the provider knows what requirements are for the Veteran and the partner once they get into the study.
It is often good to provide some vignettes, if you have been able to recruit some folks as to what their experience was like. I often in one of the studies that I am doing now talk to the provider just about what the Veteran and the partner said after the initial interviews as they get into the study and particularly if they seem to open up. Or they seem to say this was not hard. Or, and if they really appreciate it being and asked these questions. Any kind of vignette that you can share with providers to let them know that this is really an okay thing for Veterans to be involved in. In fact, they may really appreciate it over and above the small amount of payment that they get.
It is a little bit different way of approaching it than let us saying going to a treatment and saying here are the requirements to the study. This is how to tell. This is how to tell the Veteran about this study. This is how to reach us. It is at a little bit more personal touch. It will kind of leverage that trusted relationship in a way that I think will in the end benefit Veterans' treatment. Because you get a lot of representative Veterans involved in this study. Another example of trusted authority would be in let us say a National Guard setting, folks in leadership. I will have an example of that in just a minute. But it is – some of the folks, and some of my colleagues doing work with the National Guard have done a lot of really great work in recruiting Veterans and their partners. It is all due to selling the leadership on the benefit of the study.
The thing that is really underlying this buy-in from trusted authorities is the idea that the most effective force for involvement when a Veteran and his or her partner are making a decision to become involved is trust. Often we think of being involved in research as one of incentives. Are we paying them enough?  Are we offering them treatment that will benefit them?
But I much more often hear Veterans talk about they wanted to do this because they really feel like they have something to offer other Veterans like themselves. They trusted this as a kind of venue it will – this information will be used. They feel like that they feel comfortable talking about what they have been through. That is why having a very personal touch with the providers, or other leaders, or other authorities in whatever setting you are doing the research in is really important. It is not just the facts. It is really a sense that this is an okay thing to do. It is actually a very valuable and a positive thing to do for Veterans and their partners to become involved.
Okay. The last point under solutions. I just want to go further in this idea of developing partnerships that are like community health, I think, community health research style collaborations. By that I mean, people who do community and psychology, for example, are sort of masters at this idea of partnering with community organizations. Really looking at what partners in the community are there to collaborate with?  What is it that they need?  Some of the usual motivations for partners in the community would be that they can often use systematic data on the folks that they are working with in that community setting. Research produces systematic data. As a researcher, you can provide very valuable summary and anonymous information to partner organizations.
With the proper set up and the proper discussions with the IRB about the release of findings and the protection information of individual participants, you can really make it a win-win with partnering with these community organizations. Because you will get research data. You will provide really useful information for what the members of that organization or the people served by that organization. What their needs are and what their experiences are. Another way that you can provide benefit as a researcher to someone in a community organization is assistance to them at devising their own surveys.
This is right and all around the theme of the value of information which is what we produce in research. It can vary and really leverage to get the work done. Because other partners will have that same motivation as we do to get information about the participants. I want to talk about downstream issues from recruitment. That is scheduling and retention. Now, some of the things which really help in retention around scheduling issues is working with folks who are in regular treatment or belong to a certain group. Those are more general ways of saying that if you are working with let us say a partner community organization, you will be benefited by the fact that and many times that community organization will be working with people that they serve on a regular basis.
Your ability to retain them as participants in research that requires more than one assessment is going to be really enhanced. Because you will have a conduit to them information-wise. You also have the kind of trusting relationship that you will want in partnership with the community group. If you are doing let us say, recruitment in a clinic, you have that partnership with the provider. It is much easier to let us say find the person at like six months or in a year, if they are a regular participant in a clinic. You can contact them through the provider.
Other strategies to keep folks in studies I think are – less folks may have come across these strategies. But you can use mail outs at periodic times to let folks know that the study is still going on. That might include useful information depending on the research context. Another strategy along those lines is to have research participants identify a friend or a family who they agree to be contacted if the research participant and their partner relocate. Or they change their contact information. That way you can get a hold of them through that friend or family member.
Finally, providing the feedback from this study is something lots of participants are interested in. They want to maintain contact. Because they want to know kind of what the study found. What came of the information that they provided you.
The last issue and the last topic there has to do with when you bring in a participant that is distressed. Often in a clinical setting; and your IRB will see to this, of course. It is that you help the participant and their partner with the clinical issues that they bring up, if you are studying a clinical issue. Often, and again, the IRB often sees to this is that you provide referrals to support them in treatment, if they need it. If you do a good job at that and not just say, and give them a cursory description of how to get treatment.
They are going to remember that and stay connected with you and with the study; and will be there for you in six months when their treatment…  Or, that you – they remember that you have helped them with dealing with managing a particular issue, with information or whatever the context requires. That will again help them to stay connected with you. The last major issue has to do with design.
I mentioned before that using telephone or online strategies is a way to minimize the logistical issues. What we have done in a study where kids are involved. We actually do offer babysitting. By that, we just say that we ask the couple to bring things to entertain the kids or to keep them occupied. Then offer some of our staff to help watch them in the next room. Try to manage that visit in a way both the children and the research participants really feel comfortable that the child is being taken care of and watched carefully.
Okay, example three, and some colleagues of mine in Minnesota and the VA in Minneapolis, Paul Arbisi, Melissa Polusny & Chris Erbes. Our folks who I have alluded to who have a great relationship with the National Guard there in Minnesota. They have done a number of, or several major data assessments with deploying National Guard's members and then most recently involving their spouse in pre and post deployment surveys. They have used mail surveys.
I should also mention they have gone to online surveys as well. There in the guard members and their family members' involvement in this study, it was not a requirement of their leadership. But it was strongly supported by their leadership. When you have a commanding officer really testify on your behalf so to speak that this is going to be a very useful and anonymous or coded I should say survey that is going to help them help a National Guard really understand what their concerns are and what their issues are.
That is a situation which really enhances participation. You will see the figures there on the slide. It had pretty high involvement of – voluntary involvement of the National Guard members and their spouses. Again, it is their command who really supported it. The fact that it was anonymous; actually what and how this was managed was each National Guard member and their spouse who wanted to participate got a code. They entered that code on the form or online in order to match the dyad together.
On top of that, the investigators shared summary results with the National Guard leadership so that they could answer some really crucial questions about mental health needs. From the participant standpoint, they understood the benefit to them and to the – that it was important to the leadership. They knew that they did not have to do it. They also knew that they would not be personally identified for this process. Because it was so well managed. The crucial and important task in this particular collaboration as it has been reported to me by my colleagues was really getting the backing of the leadership.
That is a very difficult thing sometimes to do in military kinds of settings where the benefit, the long-term benefits of research often are not well articulated to them or really not necessarily clear to them. It sometimes can be a real struggle. It does depend  a lot on the leadership that you are working with in that particular setting. A final example here is a study that, ongoing for me. Here in Philadelphia VA, and this is sort of a mixed successes. We had the goal of recruiting over 200 couples. Very quickly and I say not very quickly; but after a couple of years, really realized how it was going to be tough for us to meet that goal. Fortunately, one of the strategies that we are having is not just that we have – as part of the study. It is not just a quantitative assessment. This is a study of returning Veterans and their partners around reintegration issues.
We have quantitative measures, but we also have qualitative interview. The requirements for the quantitative analysis were much higher in terms of an end. Using the qualitative strategy as part of this was a very fortuitous thing. Because we are going to end up with a pretty decent qualitative sample. It is very intensive kinds of analysis that are done with these 45 minute to an hour interviews. We will not need 200 couples, but we will – with a smaller number of couples, we will have a really good qualitative study.
We struggled very early on in terms of the recruitment. We found that returning Veterans as they come to the hospital here are very busy. They are interested in connecting here for treatment. Also, they have their focus on education and getting their education benefits. Going to college or community college, they are really not focused on research. Research is just not something that they have been told about. Or, have the idea of participating in research is just kind of an abstraction to them.
Also, we found that it is very difficult to access spouses through the younger Veterans who are coming in through our post deployment clinic. They are here for a reason. They want to get on with their lives. That was one angle that we really tried and struggled with early on. We tried other venues to recruit this sample. But we tried the National Guard here in Pennsylvania. It was very difficult to convince them of the benefits. We had some folks in the leadership well behind us. They pushed the project forward.
The folks above them had their eye on other issues. It was just very difficult negotiation. We did try media campaigns. They just seemed to be too expensive. We tried it here in the Philadelphia area as you might imagine, it really cost a lot to access the media. It just really was not a feasible study to maintain, a feasible strategy to maintain. Now, more recently when we have really focused on our clinical sample, we  have moved to the idea that Veterans as they come in need to feel like they have a relationship with the center and with their provider, and with their primary care provider or mental health provider.
Also, they need to be – have the idea of research participation presented to them more than once. Our strategy has become much more intensive and multilayered. We will talk to Veterans as they get oriented in our post deployment clinic about research and the benefits. They hear their first idea of research in that setting in their first day, their first clinical day of in arriving here. They often do not take us up on the idea of participating and talking to their partner about participating at that particular point. We then continue to work with their providers and will present the idea through their providers who are participating in research by prescreening appointments of providers who are partners in this.
These are both mental health and also primary care providers who are behind our study and really understand what it is about; and understand the benefit. Later on, it could be six months or it could be eight months; it could be within a year. We will present the idea of being involved in research, and have had much more. We have had much more success in Veterans saying, yes, I think I will consider this. Because they feel really connected to their provider and also to the mission here. We have and I mentioned providing babysitting. That has been a real benefit to some couples. Just in terms of making it logistically possible to come in here and participate in the interviews. That is the final example.
I just want to kind of recap things and give folks a chance to ask some questions. The recruitment and retention issues are really complex. They are really very varied. They are just much more difficult, if you are involving the second member just because of logistical things. The process of deciding to be involved in this study is just…  It is not an additive issue. It is a multifactorial issue when you are talking with more than one family member about participating. I mentioned the underlying factors and how they are varied. They intertwine with one another.
It is really important to be success to really anticipate problems and really test your recruitments, and solutions. See if they really work. Be careful when crafting your grant applications to not – to be pessimistic even though you may be really optimistic and really trying to sell your project. Just to be very realistic and maybe even pessimistic about the challenge you are going to face. Really prove to yourself that you can get the sample that you think that you are going to get.
I mentioned getting partners in the clinical setting and partners in outside organizations. That could be very helpful. Really look at participation from the partners and the participants' needs. Try to really address those needs. Over and above everything else, just really keep selling the idea of the overall value of research, both the short-term and the long-term. That is where participants, Veterans, and their intimate partners will really connect with their – with you on is just... Is this really going to help somebody like them and help Veterans overall?
I think that is all I had planned to say.
Moderator:  Thank you very much, Dr. Sayers. We do have plenty of time for Q&A.
Dr. Sayers:  Great.
Moderator:  I just want to let our attendees know, the ones that joined after the top of the hour to submit your questions or comments. Please use the Q&A box that is located in the lower right-hand corner of your screen. Just simply type your question or comment to the lowest box, and press the speech bubble. That will get it submitted. Before we get to the Q&A, I want to make a quick announcement that for some of you that tried the link to the handouts early on in the day, it might have taken you to an error page.
That link has been fixed. Feel free to refer back to your reminder e-mail from this morning. That link should take you to the handouts. The first question we have. Can you speak more to how you were able to create that partnership with clinical providers?  They are often so busy that I find they agree to hand out information about research projects, but they often are not able to do so.
Dr. Sayers:  Yes. It is going to always be a variable thing. We have tried a number of ways of addressing it. The answer is really going to be in looking at what their day is like. Talking with them about how to make it easy for them. It really means having enough staff that in some situations where the day that they see the Veteran, there is a brochure and a letter describing what it is that we are asking of them. Hand it to them right before the visit or put it in their box.
Whatever it is in your particular setting; just make it absolutely simple. They do not actually have to remember talking to the Veteran. They are reminded immediately prior to the visit. Then following up in person if you can by an e-mail. E-mail is sort of second best. Because it is another thing for the provider to read. This, of course, works best in situations where the provider is fully behind the research and understand how it could be available and be beneficial.
Moderator:  Thank you for that reply.
Dr. Sayers:  Okay.
Moderator:  The next question we have. Are these challenges/barriers easier or different when the participation of loved ones in the study is done at a separate time or a separate visit from the Veterans' participation?
Dr. Sayers:  It is actually a good solution to sense them separately. In the past, I have done dyadic studies where you are doing an observational, a videotaped observational interaction. That really, obviously requires them to be in the same room at the same time, et cetera. It is easier, if you could say let us connect with each of you at a different time. A portion of our most recent study, we have assessed spouse the same week but a different day. It is easier, yes.
Moderator:  Thank you for that reply. For our attendees I am going to put up our feedback survey in just a moment. Please do take the time to fill it out. It is your responses and contributions that help guide where the program goes. With that, we do have a time for a few more questions and comments, if you would like to get those in. The next one is have you found that recruitment is more difficult for persons with same sex partners?
Dr. Sayers:  It is more difficult in the sense that within the Veteran population it is there are fewer percentage wise. Even in the obviously, the larger population, who will self-identify. But we have been able to involve same sex partners.
Moderator:  Thank you. The next question; what is the logistics of providing childcare for participants of children?
Dr. Sayers:  Well, I mean, I think the most crucial thing is to obviously have the space and have things that kids at the particular age can do. But also, to have staff who are interested in doing it, in providing care. It is not something that is an official service provided by VA. It is really something that we say your child is in the next room with our research staff.
They give them the availability to check on them. It is not – I would not say an official so to speak. But we provide it very informally just do our best to have interested staff who know how to help. They are prepared to help with the kids because of what the parents have brought along.
Moderator:  Thank you very much. I do want to give you the opportunity to give any concluding comments while I put up the feedback survey. For our attendees, please go ahead and fill this out. Dr. Sayers, do you have any final comments you would like to make?
Dr. Sayers:  I think that the most important piece is to be very careful about what questions that you – that are most essential. Using the, logistically, the easiest strategy possible as opposed to the ideal study that you want to do. In crafting your project, instead of thinking what would I wish I could do; but more of what is the least difficult thing that I can do?  I think that is the most important thing to success besides the other things that I talked about. You just want to make it and look for the low hanging fruit, so to speak.
Moderator:  Thank you. I do want to send our appreciation to you for presenting your expertise with the field today; also, of course, to Ruth Klap, the organizer of the Women's Health and Cyber Seminar series for her help. I also want to let our attendees know that we are having another women's health and cyber seminar tomorrow at Noon, Eastern.
Dr. Bean-Mayberry and Dr. Paula Schnurr will be presenting their talks from the SGIM meeting. Thank you to our attendees for joining us. I am going to leave up this feedback survey for a short while. Feel free to take your time answering it. Once again, we do value and review your contributions very closely. Thanks once again, Dr. Sayers. We really appreciated having you.
Dr. Sayers:  Well, thank you.
Moderator:  Yeah, have a great day.
Dr. Sayers:  Alright, yeah, and thanks for asking. I have enjoyed it.
Moderator:  Absolutely. Alright, and this does conclude today's HSR&D Cyberseminar.
[END OF TAPE]
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