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Interviewer:	We are at the top of the hour right now so I do have the pleasure of introducing our presenter today. We have Dr. John Ovretveit. He is the director of research for health improvement implementation and evaluation in the medical management center and also a professor of health innovation and evaluation at the Karolinska Institutet in Stockholm, Sweden. We are very grateful to have him joining us today and at this time, John, I would like to turn it over to you.
John Ovretveit:	Thank you very much Molly, and thanks for your help in putting this together. The purpose of this session is ultimately to improve veterans’ health care more quickly.
Interviewer:	Actually, I am sorry to interrupt John; we are not seeing your slides yet. You might need to take it out of full screen mode to see the pop up box. 
John Ovretveit:	The pop up box.
Interviewer:	So we can take it off full screen. Do I just press the escape button?
Unidentified Female: 	Yes
Interviewer:	 All right, is that better? 
Unidentified Female:	Did you click show my screen? 
John Ovretveit:	That is it there. 
Interviewer:	And right click.
John Ovretveit:	Right click.
Interviewer:	Oh, here, right here. Click here. 
Unidentified Female:	There we go, perfect. Thank you.
John Ovretveit:	Thank you. Thanks everyone.
Interviewer:	Is that any better?
Unidentified Female:	Yes, we are all set.
John Ovretveit:	Okay, so the objective is to improve veterans’ healthcare more quickly mainly by doing and using implementation evaluation research. That is what a lot of this is about. But also, I want as I go and at the end, there are various tools and resources to help you do that. It was built for researchers and practitioners unfamiliar with improvement and lower implementation research. But I expect there are a fair number of folks who do know about implementation research. So I will go pretty quickly because I think I would like to give as much time as I can to people to ask questions. We can develop things in the question time later. So I am going to go pretty quickly through it. In order to go through it quickly, we will be doing a responsiveness to customers approach, which is I will be asking you later in about five minutes or so for your votes. But first of all, for set, which of these do you want to go with? Then the second set of votes I will be asking you for is for this set here, which is mostly focusing on implementation. I will be guided by your votes as to what to spend more time on. 
But what I am going to do first though is to do a sort of a preface presentation of some of the issues and concepts before then asking you to vote. Because going through that may help you decide what you would like to focus on in your vote. So, I think three of the challenges that we as researchers and practitioners in the VA are facing is large number of I will call it inappropriate variations on the use, overuse, misuse of the _____ [00:04:00] interventions. I do not just mean treatments, but I also mean service delivery models, like pre-powerful [PH] transitions of care models, team based improvement models, and other approaches that I will talk about later. People deserve more for what people have done for this country. 
The second challenge is the challenge of changing habits. This is true for us in our own lives. Especially when we are under pressure and under high workload, it is very difficult to adopt a new way or remember what the new way is. And the new way has to save time, not take longer. But also changing this usual way is quite challenging because we do not have a very high change capacity for expertise. I think the VA is higher than many systems but it is still limited. There is much more to be said about what I mean by changed capacity. 
But there is also hundreds of VA priorities that these sorts of changes have to compete with. So if we are doing implementation or improvement, it has to be aligned to what the VA priorities are generally to stand much chance. This is also true for researchers. What a lot of what I am going to be talking about is changing our usual way of practicing research, but also the methods that we use in implementation research. In some ways, it is more difficult for us as researchers and certainly as academics to change than people in practice. And this is related to our view of who we are, what our identity is. That is not what we do. 
So those are three challenges. Now I think on the other hand that there are tremendous opportunities in the VA. I think there is a tremendous opportunity to get much more targeted and focused on which particular improvements are both easy to implement or they are very high impact. So if they are difficult to implement, then the impact and return on investment in various ways has to be very high to justify the extra effort for implementing. A quick example of easy to implement and high payoff is simply texting a reminder about appointments. Research shows that that is quite successful in reducing do not attends in outpatients and others. But one of the very difficult to implement is improving appearance for medications or especially last file changes for exercise and diet and so on. So more on that later. 
I was certain there was tremendous opportunities to move on. The VA actually has pioneered a lot of quality improvements and implementation research. I think there is tremendous opportunity to build on this and to move from generic implementation models and generic frameworks about concepts to saying well actually we need to break this down and say there are families of implementation approaches and some are more or less suited for different interventions or different settings. So to be more I do not know discriminately and move on from generic models to more specific one. I think also that this is needs and is closely related to us innovating in new practice and partnership research methods and research working closely with operations. We have some history of that and we need to do more of it. 
We have a great opportunity to do this in advance of academia in the university because more of their work and research will have to adopt partnership research approaches in part because that is where some funders are driving things. Also tremendous opportunities to make use of the digital data we have in the VA for much faster and lower cost research. So I think an enormous opportunities there. The really maybe as an outsider I just see these because really valuable given the direction and trends things are going. I need to say if it were a full disclosure bias is an assumption.
I profoundly believe that we are achieving a lot more. And part of this comes from my background in clinical psychology where my initial training clinical psychology, different psychotherapeutic methods but largely untested. Now we have made tremendous advances in clinical psychology and doing good trials and good testing. A lot of this has been advanced by having ways to measure outcomes in clinical psychology. So for this very complex intervention different parts of psychotherapy we have to enable generally to work out which are very affective for which particular conditions. So measuring outcomes is absolutely crucial. Then learning how to get the beset outcomes, which is to do with implementing these interventions. Training people TVT for certain conditions is very important. So that is one bias.
Second one is data is essential. Fact based work but especially using the digital data that is increasingly becoming available. But data is of varying quality and researchers have a very important training to be able to judge the quality of the data for the particular purpose. This is related to tremendous care that we need to make to attributing what are called outcomes to a particular intervention. _____ [00:11:28], internal validity and so on. 
The third bias or assumption is we are too driven by methods and we need to be much more driven by the purpose of the researcher and the needs of the user. It is getting the right match between the method, the design and the purpose of the research. I think the controlled trial is both the best and the worst of evaluations advanced depending on what your users’ questions are and what the resources are. 
The fourth bias is wrinkles in the environment. And I am not talking rain here. What I am talking about is the context within which we implement a change and improvement. And the context can make an intervention more or less affective. Sometimes we actually do need to understand what context influences there are, which help and hinder the change. And not to exclude them in a control trial but embrace them and study them closely. I will say more about that later.
There is also a European bias. That my emphasis on the environment, social context is because generally in Europe we are much more willing to accept the social environment really does affect our thinking and feeling. Whereas out here out west in the states the individually the sober and yielded the sole determiner of what you achieve. We are a bit more, I do not know what quite word you use to say but we accept more of a let us say a public health kind of approach. The European bias also extends to having a strong qualitative and background on approach. Also believing that mixed methods is a very good way to go for data gathering if it is done right for some purposes. Again, much more on that. So that is the biases I bring to that. 
Final preface point I want to make is most of the improvements or implementation that I will be looking at is changes to healthcare practices. About ways of working, ways in which providers are working, or healthcare processes, or the way we organize healthcare. So the focus of the intervention is providers and how they are organized and tends not to be interventions to patients. However, I would say this: implementing a treatment usually refers to enabling providers to use it, but I go for a much wider view of implementation. I think also we need to include in implementation what is done to enable patients to take out basically what do we need to do to enable them to pick up the meds and take them as prescribed. Sometimes we can make much more gains doing that than some of the other more expensive and complicated things that we do. That is also very relevant for vets in terms of lifestyle changes. So let us recognize we can evaluate the providers change but also the impact on patients in different ways. 
Now, these two, what I am going to call domains improvement and implementations domains. And by domain, I mean the knowledge base. I mean the research communities. And I also mean the practitioner communities. All of that constitutes a domain. These two domains are separated by common language. Part of the problem in this field is in terms of developing the sides is there is not real agreement or precision in the terms that we use. For example, improvement is sometimes means better than otherwise for someone in some respect, which would be the outcome of an intervention. And improvement method is a systematic approach to making improvements. So what I am doing now is I am telling you how I am going to use these words. I do not want to legislate, well there is no way I could if I wanted to, how these words are defined and meant. But this is how I am going to be using these words in this presentation. 
Improvement method in a systematic approach to make improvement and there are classic methods and approaches like plan to study X. The breakthrough collaborative is a method or strategy for improvement that includes a number of methods. Then we have a whole set of methods like lean and six sigma and so on. Some of these approaches are branded in the sense that they are kind of associated with particular organizations or defined in a particular way. Implementation I am going to be meaning enabling people, either providers or patients, to take up a new way of doing something. And that is primarily what I am going to mean by that. And the focus is on what we do to enable people to change what we have done previously and to keep doing the new way. I am going to be putting a lot of emphasis on how the context is very important to doing that. And I am going to be suggesting that part of implementation sometimes means changing the context as much as it means focusing on the individual as well. Sometimes you can just change what people do just by changing their context without them either being conscious of being manipulated. [laughs] maybe that is the wrong word there. 
Now here is how I am going to use the word evaluation. First of all, it is giving systematically gathered information. So you as an evaluator would gather information systematically and that covers both qualitative, quantitative. And you give the information to a user of the information. It may be a provider, it may be a manager, it may be a policy maker, and it may be a patient, for them to judge the value of it. What this means is that you use their criteria of evaluation. What is important to them besides what information you gather? When we often work with people, to say look what sorts of decisions do you want to make as a result of this evaluation? And well the general request is full of just evaluate it will you, you are the expert. Well, as an evaluator you need to say well what might you do differently as a result of having what sorts of information. Let us just go through that so we focus on what is important to you. Now you need to get information about the thing that you are going to evaluate, the change, or the intervention, or the implementation approach that you are going to evaluate. So never assume that people out there are following the plan. You need to look at what they are actually doing and describe that. And how you judge value is by making comparisons. And there are four types of comparison. 
One is you take the objectives. For example, veterans’ choice. What are the objectives of veterans’ choice? Then you look at data on the achievement in relations to those specific objectives. Another approach is to look at what the plan is, the specifics, and then what was done. So those are similar and related. Sometimes you can just look at standards, which we use to specify for everyday operations. So this approach, for example, the giant commission accreditation. Take the standards as compares to everyday operations. Then we get onto the more conventional ways of comparison. You look at before on some measure versus later or after in your service. Or you look at before versus later compared to those in another service that is not exposed. So that before on some measure versus later in our service is basically comparing a group of patients last year with a group of patients this year and see if they are different. Whereas before versus later is comparing across time but between services. So that is how I am going to be using these words. 
Now lastly, coming to the end on this before your vote. Intervention and outcome, people do mean different things by these. The intermediate outcome of implementation is basically that people start practicing differently or start using a new way. Now that may or may not mean the patient outcome has changed. So that is why I am calling it intermediate outcome. The final outcome is whether there is a change in the patient in some respect or a cost difference as a result of implementing that. You need to full implantation of a thing called the intervention change to get that to happen. The second observation is the—there are many explanations for observed differences in data over time. The whole point of an evaluation design is to exclude other explanations either by comparing to a group that do not get it or in other ways that we can talk about later. I think the front here for implantation research, which some of the people watching this cyber seminar will be occupying that front is. 
Let me say historically, the fundamentalists simply took implementation is only about evidence based proven interventions. I think that was the beginning of the query stages. You take a proven, you find out if it is really not used and you go through your pipeline. The progressives say well actually, there is a core and adaptable element of a proven intervention. And what we need to do is give people guidance about what they have to copy exactly and what is adaptable to those settings or patients. For example, you have to take three a day at this dosage. But you can actually take it before or after meals and with or without alcohol. And then there are the radicals. Now, what do they suggest? Well these are people out there. This is where some of the frontier research. Basically, you will not get people implementing this if they are not able to adapt it to their patients and setting for various reasons. One it may be simply resources. Adaption will also engage in motivate people to say well here is the general outline of the thing, now you have to work out how to implement it, make it work locally. Use all your creativity and resources to do that. And that really gets people going, values their local knowledge, and says it is not going to happen unless you use your local knowledge to work out a way to adapt this to your local situation. 
Then what we do is we learn what works where by documenting how they change things eventually, the content of the intervention. And why they do so. And then how they implement it. And that is to do with adaptive evaluation, adaptive implementation. One of my questions shortly will be do you want to spend some time on that. So the idea here is you translate the spirits of the intervention for that context, not copy to the letter. Because if you copy to the letter, it simply is not going to work. You cannot reproduce exactly what they did at that academic medical center in the east, for example. And I learned this in my international health evaluations and research where there were many different settings, cultures, and patients and people were expected to copy exactly. It was obvious that was not going to work. So I think I need to ask your vote and where we are going next. Molly is going to ask you to do a poll. So Molly, over to you.
Interviewer:	Excellent, thank you. For attendees, you are going to see the poll come up now so go ahead and click the circle that best reflects your answer. So regarding your needs, what would be most useful for you to hear more about? The answer options are: how to evaluate implementation, how to evaluate improvement, differences and overlap between implementation and improvement sciences. It looks like we have a pretty responsive group. We have had about 75 percent of our audience vote so far and the answer are still coming in. So we will give people a little more time. 
John Ovretveit:	What is in the lead at the moment?
Interviewer:	So far, the resounding answer is the difference and overlap between implementation and improvement sciences. And in fact, the answers have stopped coming in so I am going to close the poll and share the results. Thirty-one percent of our audience says how to evaluate implementation. Twelve percent how to evaluate improvement. And 58 percent the difference and overlap between implementation and improvement science. 
John Ovretveit:	[cross talking]
Interviewer:	John, sorry you want to go straight to the second one? Okay. One second. For our audience, I have just launched that poll now. So for the second topics, your needs most useful to you would be: evaluating implementation fidelity, evaluating adaptations, action evaluations to improve implementation and build knowledge, or what, explain all of the above please. It looks like our audience is taking a little more time to think about his one. We have only had about 50 percent of our audience vote so far. The front-runners are: action evaluations, and what, explain all of the above. [laughs] We do still have some answers coming in so we will give a little more time. Remember, there are no wrong answers and your answers are anonymous so you will not be graded on this poll. Okay, it looks like about three fourths of our audience has voted. I am going to go ahead, close the poll, and share the results. Eight percent would like to know more about evaluating implementation fidelity. Twelve percent evaluating adaptations. Forty-five percent action evaluations to improve implementation and build knowledge. And 34 percent would like you to explain all of the above. So you are going to see the screen pop up again. So please, again, click show my screen. 
John Ovretveit:	Thank you. So is that working?
Interviewer:	Yes, back online.
John Ovretveit:	All right. Thank you very much. Now the thing is it is half past so I think. One is going differences and overlaps and I may be able to pick up some of the what was all that about explain all the above. Maybe a little bit about action. So I will go straight on to differences and overlaps on slide 52. So we are okay then with that Molly?
Interviewer:	Yes. We are ready to go.
John Ovretveit:	Okay, thank. First of all, there are changing meanings for the word improvement. If we look at the history, when I first started off, it was basically standards. It was improvement; it was of course improvement simply about comparing what people did with the standards. Then you _____ [00:30:37] came in in a big way late for procuring healthcare. And the models for improvement. But the late nineties was when we began to forget influence by the evident-based medicine movement. So we began to short circuit some projects by simply picking a proven change and using policy improvement methods to implement that. That is definitely where there is some overlap, which I will come back to. Then with institute medicine, we really incorporated safety into improvement under the same heading. Then, more recently, with cost consciousness after the second great depression, we started talking about value improvement, which is basically, what is the different ways of defining this. But basically, it is what are the outcomes for the cost and outcomes includes the patients’ perception of value. Then we began to get a population health improvement. So talking about triple A and where we have cost patient outcomes but also population health, which is modern term. 
So there is a lot of confusion about what do we mean about improvement and what comes in under that heading and what does not. We see here is just a list of the various pictures, so this is what it really means. I will not go into all of these, but people are trying to figure out what is policy improvement these days and what is not. There is this concept that science of quality improvement. And then some debate about what you mean by science and whether it is one. So basically, I think it boils down to three things. Basically, one thing that you can talk about is well actually, it does not matter. Whatever it takes to make something better, whether healthcare or health has improved. Now what was it that did that? Well, that is improvement. 
A second approach is more limited. It is simply saying that it is using a method such as PDSA or quality tools to improve practice. And mostly we are working on work processes and organization. And that is what is quality improvement. So it the way you do it not the result. Now if we evaluate improvement, the research evaluation of improvement one set of questions is, is the method that we are using effective. So, for example, a number of years ago questions were raised about what are actually quality improvement collaborative in effect the strategy or way to make improvements. And Brian made some challenges to that that was I think very well put. 
Then we have various evaluations of different quality improvement methods. For example, SBC, and possibly even lean. Also, in this field, we want to—the predominant question that research is answering is: are outcomes better in some respect. And it tends to focus on for the patient, of course. Although, many studies do look at the intermediate process improvements as part of the research. Now I simply ask you, and now this is rhetorical, which of these three types of improvement research do you think have contributed most to better care for veterans? Would you say that research evaluation of an improvement change, a rigorous, academic, experimental, custom randomized control trial? But in some cases case evaluations. So it is basically an academic evaluation. Do you think that has contributed most to better care for vets? 
Or would you say what I call practitioner research that best the change. And this would be what clinic based practitioners use in SBC or PDSA and sometimes report it. For example, in AHRQ interventions exchange. Or would you say action evaluations that are in some ones a version of number two. Where researchers study the change and will report back progress in implementing the change during the improvement. And here are advantages and disadvantages to that way of doing research. One of the big disadvantages is it is not easy to publish that sort of research because the methods, the reviewers often avoid and get that sort of research funded because the reviewers are often not very able to judge whether rigorous methods used for action evaluation. And they often do not know the difference between a poorly done action evaluation and a well-done action evaluation. 
Now implementation, so all of that is quality improvement. Let us go to the implementation side and what that is. This is my rough and ready definition. It basically, we look at what is done to establish improvement in every day working or in patient’s lives. And I am using proven in a loose sense that somebody has, maybe even in a pilot rather than a controlled trial and some implementations use quality improvement methods as part of it. A classic example of this is what is called evidence-based quality improvement implementation of pact. That Lisa [PH] and her team have done so well. And this is a real [background noise] between implementation research in quality improvement where these two areas overlap. 
Very briefly, the history of implementation science is it is mostly outside of healthcare. Public health programs were some of the first. For example, the North Korea finished study on reducing cardio vascular disease. That essentially was one. There is much more in education and social work there is a push to make education and social work more evidence based  using different interventions in schools and in families and in welfare services. And I think some of the forefront research is in those fields not in healthcare. There was an early period where, again, it was copied exactly everywhere and we will get the same results as we got in the trial if we kind of full stitch it to the situation. And there is a much more recent theory, which is how people—well there is the _____ [00:38:53] train work, which tells us fidelity assessment. So more recently, and more interesting in these fields there is much more advanced thinking and methods for assessing productions in the local context. And this is simply because of the experience with state roll out programs and info structures. Some of these are actually evaluations where the researchers report back the finding to help the implementation. 
So what I am saying is we need to understand the history of these two domains in order to realize how it is really influencing the present. And is there a difference? Well, I am going to call them overlapping domains in the sense that the knowledge, some of it overlaps but the methods often do not. There is a small overlap between the research communities. You tend to have quality improvement researchers not overlapping much with implementation. I think many of the VA researchers are possibly an exception for that. There are practitioners that tend to do either implementation or improvement, but there is definitely and overlap between those especially in the VA. And there is an overlap in the knowledge base between them. So that is basically a simple summary of that. 
Now I am way over time so I am going to have to try and make some comments about action evaluation maybe as part of my responses to questions. So Molly, how are we going to questions? Have you picked out some tasty ones?
Interviewer:	Actually, people have been so attentive we do not have any pending questions yet. So if you want to take another five minutes or so we are good to go.
John Ovretveit:	Well come on folks, especially those that say well that is not true here or not true for the VA or I do not agree with that or I would like to ask you more questions about that. Now action evaluation, what I have described or talked about was primarily about feeding back information to practice based folks as they are making the improvement or doing the implementation. It sometimes helps to have an independent I will put researcher in quotes to collect the data, to get a cross section of views, and to give independent feedback about what progress we are making. But also as a researcher to draw on peers and understanding and expertise. Sometimes make recommendations about the where to take it. Now the big advantage of that is that we do if you set it up right you are a value to the implementers and you work with them and you get access and insights to help you understand what is happening. As Kurt Lynn put it really to understand how you change something, you have to try to change it. You will not really understand anything unless you try to change it. Then you start to get inside the issue and the details. 
And you as a researcher do not try to change it, but you are working closely with people who are. You have your theories about why things are not happening or why some things are happening. But they have their theories as well. It is by combining that, then feeding back, and discussing it that is one view or one approach to action evaluation. So all of course action evaluations, which are very arm’s length and leads to feedback until a lot later. But as I said, the problem then is getting that sort of research funded and that you need to use certain ways to assess what things that you as a researcher and your data has had over the implementation and the change. Generally, I have found in my action evaluations is we tend to overestimate what influence our feedback has. Sometimes it does, often it does not really make much difference. They are on train and the train is rolling and well that is interesting, we do note that it is not being taken up on that unit and we will give them a bit more of a focus. But generally, you are saying we are on track right. And even when you are not on track. I wills top there and see if we have been able to if there are not any questions or comments.
Interviewer:	Oh, yes. They are streaming in now. They just needed a prompt from you. So I will go ahead and get right to it. In your history, you said when evidence based medicine began to influence the field; quote we began to short circuit some projects. Please comment on the history and the current status of the implementation of non-EB programs as part of the process of determining their efficacy. 
John Ovretveit:	Oh, is that last bit implementation of non?
Interviewer:	EV.
John Ovretveit:	Yeah.
Interviewer:	Evidence based.
John Ovretveit:	Yeah, as part of the process…
Interviewer:	Of determining their efficacy. So I can repeat that last part. Please comment on the history and the current status of the implementation of non-EB programs as part of the process of determining their efficacy. 
John Ovretveit:	Okay. Now what I meant in terms of the history was the evidence based movement was making a bigger splash at that time. 
Interviewer:	I am going to interrupt. They added in a little amendment. I did mean history and current status of implementation research as part of the process of determining efficacy.
John Ovretveit:	Well, the quick answer to that is the forefront research is simply saying well that is interesting that it worked in that world resource controlled trial, now we have to find out about external validity and where it works best. In which situations with which patients. So the implementation research is in many ways some of the important and forefront implementation research. We have taken a proven practice for change and looking at how it is implemented in different sights or units with different patients. And of documenting therefore how they adapt it and are trying to get some idea about whether their adaption is effective or not. I think that—there are two really big challenges there and issues that I would like to raise. 
The implementation research approach there, one of the questions is what models of frameworks or thinking about concepts do they use to be able to describe context in the different sites or populations that may or may not influence implementation. So you then have those data to be able to explain any differences. The second big challenge is this is big ask for many small services or even large systems to say now you have to adapt it to your setting or we are going to study how you adapt it to your setting, but you also have to evaluate whether it is affective in your setting. Now there are some that say we are actually do not necessarily do that, or only in a rough and ready way. Part of the implementation research has to assess whether the adaption locally is affective or not. 
That is quite and expensive—if we have lots of settings and we are collecting lots of data about context and lots of data about documenting what they did and did not change. And you will see in the slides for Sterling [PH] framework for how you study adaptions. Very useful first thoughts about that. If we are going to collect data about context, remember it is probably multi-level context that helps and hinders. If we are going to document their adaption. Then if we have to collect data on intermediate, possibly even final outcomes, and we are doing more than three or four sites but we are doing lots of them, maybe strategically chosen sites for a variety of resources and variables that we think will influence implementation. That is a lot of data. Americans are great at doing these big studies and dealing with lots of data. It is not beyond human possibility, but it is an expensive study. 
So I think there are two types of studies that say okay, that seems to work well there. Let us look at it. Let us choose three or four sites where we—let us pick one strategically where we think they will be able to implement it without a problem. Let us pick two or three where we think there may be conditions that are going to make it difficult for them to implement it, especially resources and workflow, so that we only have three or four sites. And let us do a small scale rough and ready study before we then look at implementation across the whole space. So we basically, what it is saying is do the effectiveness research in a special study, then look at testing in other sites, which it may be challenging to implement it. Then maybe do a third place study where we look at it in maybe 20 other sites where we focus down on which data we need to correct. So that is a partial answer to that particular question. 
But what I was really meaning is that I think prior to the change approval improvement and implement it and IHI showed the way with 100 thousand lives and 12 million lives about okay here is the evidence we will do one of those. And in fact, the evidence based on which of those nine or so interventions was evidence based has been a crazy challenge. But basically, they thought it was proven change, just wacked it in with a PDSA and a collaborative and we will get rabid [background noise]. What I meant by short cutting was that up until then most people had tended to say okay but quality improvement is you look at the process, you collect data about where the process goes wrong. You do an analysis, which says well, actually, these are the three or four main problems. Then we work out an intervention and then we do the PDSA type of thing. So basically, what I mean is you short cutting all the process analysis because many of those projects you had a project team doing the process analysis and where the problems were and we suggest these implementations. Then it went to management and they just sat on it for six months. By the time it was okay, all right we will do a project on that there was often a disconnect between the analysis and the actual implementing a project to make the improvements. I will stop there. 
Interviewer:	Thank you. We do still have some more pending questions. So I will get right back to it. Legislatures and patient advocates may view random control trials as the gold standard for evaluation research when other improvement and implementation approaches are more practical, less costly, and could bring change sooner. How do we distill all of this to inform and educate these stakeholders?
John Ovretveit:	One way is by showing them what they are doing in public health, education, and social work. Where there is less of a problem. I am not saying that they do not still value controlled trials. But basically say look it is not just—others have moved on and they are using a variety of methods. And look at how some states have implemented some proven improvements. And look at the methods they are using to evaluate those. So the first place to say it is not just us banging your drum because we have a particular method or approach we want to sell. Secondly, it is to take a balanced view about this. There is nothing wrong with a controlled trial, in fact, it is the preferred, the drug of choice as it were for certain questions. But what we are saying is, if the questions are about well where does it work best and for you and other sorts of questions, it does not answer those questions. It just says on average there was marginal change. But basically, and we do note though big variations. Now from where I am coming from is yeah a 12 year old would have told that there is big variations between patients or implementation. That is the interesting bit. So where did it do best and worst and why. And what this allows you to do is to drill into that. So basically what you are saying is by all means do controlled trials where you can and if you can, but also make use of already collected data and a variety of other methods that they do in other fields because to get faster and quicker change and a much more affective or efficient ways of doing it. 
Now having said that, I do not underestimate the difficulty especially in healthcare. Part of this is a paradigm issue. But also part of it is to do with the fact that there is a massive multi-billion dollar industry invested in training and doing controlled trials. People hearing well those people may competently be able to entertain the thought of mixed methods and other approaches. To shift that is very, very difficult. We are not saying we want to—we only want to shift it a bit and see a bit more resources and a bit more research put into this. We still want controlled trials. So I do not underestimate the issue. But what I am not happy about is the fact there are not—in the reviews of proposals, and the reviews of research you often do not have the people who are able to tell the difference between a good design for that type of research that I have talked about and a bad design and a well conducted one. Because most of the reviewers are controlled trials or within a particular tradition. So I think one of the big problems is that the funders have said look we need to move more in this direction. But they have not included the right people in the review process to be able to adequately to distinguish between good and bad research and the facts that I have talked about. I think there are particular opportunities in _____ [00:58:08] to be doing that sort of research and a much more innovative approach could be taken. But I am not sure—well I better watch what I say even though I speak more as an outsider here than I can. I think part of the problem is the reviewers if I might say as an external sort of I do not care how you do it here in this country, but I am just telling you that is an observation. But it is from a biased sample so it may not be true widespread. I will stop there.
Interviewer:	Great, thank you. You spoke of including contextual factors into research when appropriate. Do you have any suggestions on how to collect and analyze this data such as culture?
John Ovretveit:	Yes, culture is a tap spring term for we have not thought it through yet what we actually mean or what data we need to collect about that. The culture instruments are simply attitudes surveys that people can complete in fifteen minutes. They are nothing to do with the actual culture that is in operation. They give you some indication. So that is makes it so much more approachable. I would say, generally, there is a slide in the pack about it that lists five or six frameworks with a good starting point for generic trade work. I think the _____ [00:59:47], Rycloff [PH], Malone [PH] drills down into context and gives you a much better breakdown of which aspects of context to look at. And the orca [PH] and Christian Helfix [PH] and his group have built some of their material along that. So you could use his generic framework to then say okay this gives us a list of buckets, of aspects of context to look at. But you would still need to operationalize that in terms of which data do we need to collect about that. The other challenge is that the context is changing and part of what you need to do is document how that particular element of context changes over the period that you are studying. So that might be particularly important, especially with funding, financing changes, which will have profound effects. 
The third last thing I have say, look at previous research on an intervention like the one you are looking at and see if any of that research has suggested, hypothesized what context factors helped and hindered they implementation or the improvement. And I think the future of this research is basically to group types of interventions that all are influenced by context. So I think there are a whole group of interventions to do with computer decision support where you have a whole set of context factors that are important to affectively implementing that. And those are different to what the context factors are that are important when you are implementing a falls prevention package in a 30-bed nursing home. Some of them are the high-level overlap. Like leisure and culture, but you then have to specify that and know what the others would be different for those sorts of interventions. So I think there are clusters of interventions where some context factors are, and we need to start focusing down on what are those clusters and what are the factors that are important to those compared to HIT, something like that. I will stop there. I think we are about over time, are we not?
Interviewer:	Yeah, we have reached past the top of the hour. John, if you are able to stay on and answer the last few questions that is great.
John Ovretveit:	Oh, sure.
Interviewer:	Okay.
John Ovretveit:	Anyone still left?
Interviewer:	Yeah, we still have three fourths of our audience. If people do need to drop out of the meeting, please when you exit, the meeting wait just a second while our feedback survey pops up. And we do look at your responses very carefully to help guide our program so please do fill that out. Also, the recording will capture the remainder of this Q&A portion so you can always go back to the archive.
John Ovretveit:	Please do feedback because we were experimenting with this matching thoughts of most interest to you. So I am very interested if that was useful thing to do. Yes, over to you Molly.
Interviewer:	What about funding issues? Clinical improvement often moves faster than we can get funding for an implementation study, particularly for junior investigators who are far less likely to be funded in the first round if at all. 
John Ovretveit:	Yes, well I think there are two, no actually three issues in that question. One is typically certainly in my experience and certainly in international _____ [01:03:42] in Africa it is oh my god there is only a year left for the funding and we were meant to evaluate this. Quick, get someone to evaluate it. And it has already been running for years. So many evaluations are after the start of the change or they are asked for with like months to run before it starts. Now usually the theory start and the release of the money starts. They are usually a long six months maybe a year delay allows the researchers to catch up with that. So I think one of the issues is that evaluations are often used in retrospective data and going back. There are some problems with that and it is never as good as prospective, but it means that we need to be more able to use intelligently and knowing the advantages and disadvantages some of the data that is already collected. And the VA by direct has some very good data. So we will to know a lot more about what data is available that we could use for certain questions. 
The second thing is junior researchers getting funding. That is a major issue. I really feel for folks. I think one approach is basically you have to partner with someone who can be a good PI because name recognition and track record are quite important. Sometimes it is quit useful to persuade a big cheese to get interested in the subject. Say that you will do all the heavy lifting and they will have the final cut on the proposal. So that is sort of one way to do it. I think also that people are often these days more averse to taking risks with junior researchers. I really, I think it is a problem. Sometimes there are different unique to us the advice and guidance of the senior researcher who is also probably on various review committees and funding bodies and knows how the world works and what is coming up and what is possible. And also keep a close on the co-curium  [PH] other, you know RWJ and other sites that are suddenly coming up with different opportunities and options that you can sometimes say, well actually that would allow us to do this sort of evaluation within that. So generally, on the various email alert about new opportunities from NIH and so on and follow those. I will stop there.
Interviewer:	Thank you for that reply. So I did want to mention that slides 98 and 99 are filled with suggested text, websites, tool guides, and references. But we do have one person that wrote in if you have any recommended readings for action research also for situations in which the main thing changed is the context.
John Ovretveit:	No immediate ones. And I am resisting and I will not recommend my book on action evaluation. Primarily because it does not go into, it mentions how we need to look at context as well. And on that theme, sometimes a very useful thing that an action evaluation can do is simply say well actually previous research shows that these context factors need to be in place. [background noise]
Interviewer:	John are you still on the call? Well, ladies and gentlemen, we seemed to have had a disconnect on John’s line. We will give him a minute or so to try to reconnect. Otherwise, I will be able to capture the remaining Q&A with him offline and we will be able to go from there. But hopefully like I said he will rejoin us in a few seconds. If you do log out during that time, once again please do fill out our feedback survey as we do look very closely at your replies and it helps us decide which topics and sessions to support. So once again, thanks for your patience. For those of you sticking around, we do understand, or I hope you understand that with all this technology going, there are a lot of ways that one portion of it can fail. So just to let you know Clarion Cypress do have a recurring series where we will be having monthly sessions.
John Ovretveit:	Hello Molly.
Interviewer:	Yeah, you are back.
John Ovretveit:	Sorry about that. On action evaluation context, let me just finish that point. Sometimes a valuable thing an evaluator can say actually we have looked at other research and we have also done our analysis and no wonder you are having difficulty implementing this. Because others have found that these context factors are very important. And then someone in the room speaks up well yes, we are under an enormous workload pressure. Why does not somebody say more about that? That is why we are having trouble implementing it. I think this whole question about how we study context and how we operationalize these very broad concepts in a particular study is where there is some very important research. But it has to be within the understanding that one of the reasons we are looking at context is in order to be able to explain variations. 
Also, in order to give people in the future guidance about getting their ducks in a line, which is to say well actually, it is probably not a wise idea to start trying to implement this until we have these basic elements context lined up. Because you can waste a lot of money implementing or trying to implement and you will not be able to follow through because the research so far shows these features are absolutely essential. So it is nothing personal; you are working really hard and doing the right things, but you just do not have management before or the workload is too high and things are stacked against you. That can be a very useful thing to do in a _____ [01:11:39]. In fact, your implementer needs that evidence to be able to go to management and say but we cannot get any further. And it is not just us wittering on about being overworked, these researchers have got this evidence that show this. So if you really do want us to follow through on this, you have to change these features. That is also relevant to the financing, especially of course to the financing. I will stop there.
Interviewer:	Thank you. We do have just one remaining question left. How do you determine what parts of an intervention are essential versus what parts can be adapted?
John Ovretveit:	Oh, yeah. Have a look at that Coleman article that I feature where they reflect on this is the work that we did to find out what was really important and what could be locally adapted. There is no good or easy ways to do that, which is why we need to do this research and why we need to look at the adaptions that people have made and then whether they were affective or not given that population or context in order to start building up that sort of knowledge. It is a very important question that relates to previous thinking about well we are talking about a multi component intervention, or a bundle, which bits are the more impactful than the others or do they all have to go together. And there is some research methods in trials and multi component interventions but sometimes right we will break down or get into that. But often you have to design the research to study which of the components are most influential and which might actually be optional. But one that will be really simple is to deal with saying okay, if we have a publicity brochure or poster, it has to be translated and translated well. Is this a good translation for the Latino community? A lot of it is fairly simple and straightforward. 
Interviewer:	Thank you for that reply. John, I would like to give you the opportunity to make any concluding comments to our audience or on the subject if you would like.
John Ovretveit:	The last point I want to make to the 48 folks who are left is there are tremendous opportunities here. Although there are challenges—well there would not be opportunities if there were not challenges. I think that wind is behind the people that want to do this sort of research because I think more and more of the funders and certainly more of the implementers are asking for more relevant as well as rigorous and rapid research. So VA is the place to do it and you have a lot going for you. I think if you do it right, you could compete well for external grants from NIH and RWJ and others. Especially if you leverage that very rich VA database and resources. So I will finish off there.
Interviewer:	Great, we really do appreciate you lending your expertise to the field and of course for Cypress flash query for organizing this and of course thank you to our audience for joining us. Once again, I will plug our query series that takes place the second Tuesday of every month at 12 P.M. We do hope you will join us. Please look for our email announcements. Once again, thank you to John and to our audience and we hope to see you next time. Have a great day everyone. 
John Ovretveit:	Thank you Molly.
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