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Molly Kessner:
We are at the top of the hour now. I would like to introduce our presenter today. We have Dr. Teresa Damush presenting for us. She is an Implementation Scientist at PRecISion Monitoring to Transform Care, a PRIS-M QUERI. She is a Research Scientist for the VA HSR&D. I am probably pronouncing this wrong. But, it is either CHIC or CHIC Center at Roudebush VA Medical Center. She is an also an Associate Research Professor of Medicine at Indiana University School of Medicine; and is part of the Regenstrief Institute, Incorporated in Indianapolis Indiana. Without further ado, Dr. Damush, I would like to turn it over to you now.There you go.

Teresa Damush:
Thank you, everybody for joining us today. My presentation was originally part of a QUERI panel presentation for AcademyHealth, we did last June on Boston. Today, as Molly mentioned, I will focus my talk on specifying and reporting the implementation strategies. I will be using Enola Proctor's framework that she published in 2013. 

Molly Kessner:
Thank you. For our audience members, we are going to start real quick with a couple of poll questions. We would like to get an idea of who is joining us today so we can better gear our talk to our live audience. As you can see on your screen, there is a poll question. We would like to know what your primary role in VA is. 

The answer options are clinician, quality manager, or associate, researcher, administrator, manager or policy maker, or other, or non-VA. If you are selecting other, please note that we will put up a feedback survey at the end of the session with a more extensive list of questions. – I am sorry – of job titles. You might find yours there. It looks like about three–quarters of our audience has replied. Joining us today, we have 5 percent clinicians, and 2 percent quality manager, or associate; and 67 percent of our respondents are researchers, and 4 percent admin, manager, or policymaker; and 22 percent other or non-VA. Thank you to those respondents. 

We do have just a couple of more questions. For this one, we would like to know which best describes your implementation experience? I did have to truncate these answer options. But, I will read them fully. You have not worked on any implementation research or quality improvement projects? You have not worked on implementation research but have worked in other research areas? You have collaborated on implementation research or quality improvement projects? Or, you yourself have led implementation research or quality improvement projects? 

It looks like once again, the responses are streaming in. We have had about 75 percent response rate. I am going to go ahead and close out the poll and share those results as well. Five percent do not have experience with either; 11 percent have experience with implementation but not – I'm sorry – not implementation research, but other research areas. Over half of our respondents have collaborated on either implementation research or quality improvement; and 32 percent have led those projects themselves. 

We are just going to get to our last question real quick; a simple yes or no. we would like to know. Have you ever specified an implementation strategy for your research or quality improvement project? Yes, or no. These answers are coming in. We have had about 80 percent response rate. I see a pretty clear trend. I am going to close that out and share those results; just over two-thirds of our respondents have; and just under a third have not. Thank you once again for replying to those. Dr. Damush, I will turn it back to you now.

Teresa Damush:
Okay, alright, and thank you Molly. It looks like we have a good deal of folks who have implementation, and research experience, and actually almost two-thirds have at one point specified an implementation strategy _____ [00:04:25]. Okay…. Alright, in the literature, there has been some reporting of implementation strategies. But overall, there is a call for a better specification and report of implementation strategies. 

This may occur for a variety of reasons. Often what we find in the literature is that the clinical intervention often overshadows the implementation strategies in every realm. We know that there is only so much room in publications. Getting out the details to the clinical intervention often takes priority. Another reason why we might find that the strategies are not necessarily specified; because they may be bundled or in a package without specifics given in about each of the core components. 

Also, often in the literature we find that the labels that researchers use to talk about strategies have been inconsistent or poorly described. Or, there is also not a rationale or an operational definition provided. In some of our QUERI work, we have looked at the literature. Actually, I should say led by my colleague Dr. Edward Miech, who did a systematic review of clinical champions. A lot of the literature availed mentioned for example; they used the champion. That is the extent of how they will describe that strategy. 

Then finally, we know that strategies do not happen in a vacuum. Implementation is complex. The processes may be a series of processes that they are targeting. There are interpersonal relationships going on between the different entities and the organizational context as well. All of this makes up the implementation efforts. But embedded in that is the implementation strategy. Then finally, what the literature at times failed to provide of what are the core essential components of a strategy versus what is modifiable? 

Okay. Just some examples of what could be considered core central components. What are some of the modifiable or adaptable components? On the left of this screen are some of the strategies that are reported in the literature. Last month, we heard a great presentation on audit and feedback. These are some of the other strategies that the PRIS-M QUERI has engaged in such as reflection and evaluation of their performance by the clinical team. We have used learning collaboratives and some social modeling. 

Well, on the right side of the screen, some examples of how the components might be adaptable and modifiable. But what exactly – how is the audit being performed? Are the clinical teams generating their own audit? Or, is the audit being provided by an outside entity in a specific format. Then, how is the feedback process provided? How often is it received? 

We have gathered information. Some stakeholders have preferred graphics versus others who talk about the text. They want it, the facts. There is some variation there. Social modeling is another modifiable component. But we found that folks tend to look in the VA. Folks tend to look at what is going on at other VA hospitals. How they are setting up their processes? They are in the same, technically – they are in the same healthcare system. What have they been able to develop? Or, what have they been able to implement? Then where there are no examples within VHA, sometimes folks need to look outside of VHA. What is going on for maybe in the statewide initiatives, for example? 

Okay. In 2013, Enola Proctor and her colleagues had published a framework for folks to use to specify their implementation strategy in sufficient detail to reproduce. I am going to go over that framework. The first component of her framework is to name the strategy. She calls for using consistent language. Facilitation, for example, is one of the popular strategies being used currently. 

At some points, in our own work, we have called it coaching. What is the consistent language? That is something that the literature needs to be aware of. Then defining the strategy; so, not just naming it. But defining it, operationally defining it so that folks can know in detail how to reproduce it, if desired. Then she goes on talks about. There are seven more domains of specifying the implementation process. 

Okay. These include the actor, who – identifying who enacts the strategies? The actions; what are the steps, or the actions, or processes that need to be enacted? What are the action targets? Specifying the targets based on the models or identifying_____ [00:10:39] for the implementation outcomes. Temporality is another sub-domain. This is specifying when the strategy is used. This is really important. Because again, we have this, a set of complex processes going on. When should the strategy be enacted versus other activities? 

Another important sub-domain is the dose; so specifying the doses of the strategy. I am going to go through some examples later on in the presentation. But this is very important. I think it is something that people are familiar with – is clinical interventions. What is the dose of the clinical intervention? For folks who are familiar with behavioral interventions; we try to capture the behavioral dose as well. Similarly, for implementation strategies, we want to know how much. Or, what are the doses of the strategy? What are some factors that may affect the dose? 

For instance, if you are going to decide how well the facility is implementing at a certain time point to gather how much of a dose of facilitation, for example, they need in the next month. Then you need to really outline that. Again, so that it can be reproduced by others. Then what are the implementation outcomes affected? Identifying and measure the implementation outcomes affected by each strategy. Then finally, what is the justification and rationale for why you are using a set of strategy or a set of strategies? 

This can be – this rationale can be based on a theoretical framework. It can be based on prior empirical work. It can be for pragmatic reasons. Perhaps, your stakeholders have had shared with you a set of preferences and talked with you about this is the way that they envisioned the best strategy to work in their local environment. 

This is our original projects under the PRIS-M QUERI. I just wanted to…. At the bottom of the screen that is highlighted with a blue arrow. We talked. I listed our overarching implementation strategies. It includes as you have seen before; audit and feedback, and external facilitation; and identify and preparing champion. These are strategies we are incorporating across our projects. 

In the first sub-domain of Enola Proctor's framework for identifying and specifying implementation strategies, the first thing is simply naming it. I have listed two great resources probably since the audience has a lot of implementation and research experience. You might – you may or may not be aware of these references. But Dr. Powell and colleagues in 2015, have reported upon the ERIC strategies, which is a taxonomy of implementation strategies. 

What is nice about this publication is again, it is looking at the language that they are using. If you are going to use any of these strategies to also use the same language to further – to add to the literature. For those of you who are familiar with behavioral change strategies and behavior change interventions, Michie and colleagues in both 2011, and later 2013, had also published a behavior change taxonomy that lists out the specific strategies there. I reference these as well because they often refer to the mechanism for how the behavior change is proposed to occur. 

Yeah, I have talked a little bit about modeling, social modeling. Through that, we can engage in vicarious learning. With the audit and feedback, you can use social comparisons, for example, by developing quality report cards. If you are given feedback to an individual clinician, you can have them compare themselves within their departments and within their facilities. Sometimes they can even go broader and compare themselves in their VISNs. 

They can compare themselves nationally. That is one way to invoke change. I just reported, just the – here it is just for your reference again – is the Michie's abstract from 2013. Just similar to the field of implementation science, the behavioral change field has also called in their CONSORT guidelines. They also are calling for precise reporting of behavior change and intervention. I just wanted to show you in parallel that no matter what type of intervention you are focusing on, there is a need for rigorous reporting. 

Okay. Moving on to the next sub-domain of Enola Proctor's framework; so, specifying the strategy is to define it. Again, this is how you and your team are defining how you are…. You are operationally defining your implementation strategy. For audit and feedback, for example, we are using remote and electronic extraction of local quality performance and providing feedback reports. 

This is what we are trying to do. In our work, clinicians have reported that they often do not have the resources to pull their quality data reports together themselves. Finding ways for them to be able to get their audit of their own quality was an important feature for us. We are working on different models both electronically that they can be tapped into that electronic quality report. Both, they can initiate it; but also receive it at periodic time frames. 

Then another strategy is facilitation. We have a nurse who formerly worked in quality management. She is going to be providing virtual support to the local teams. We are providing external facilitation to the local teams through scheduled meetings but also some ad hoc meetings. We have a schedule of contacts as well. 

One of our projects, we, as the number of sites expand; we are going to be using certain feedback points to determining what is the status of the implementation at the sites? Therefore, use that to determine how much of the dose of the facilitation that is needed in the upcoming months. 

Then identify and prepare champions; so, we are identifying intrinsic site champions. From there, we are assessing that baseline with their skills in various activities and various champion activities. The goal is to, for those who have lower scores on those activities; we are planning to build up in a systematic way, some key skills that we believe are important for their local site to implement their targeted processes. 

The next domain is specifying the actors. For each of the projects, what or who are the targeted actors for whom the strategy applies? These are just some of examples of our projects. For acute TIA, this project spans many services. It involves multiple clinical processes. In turn, we have a lot of actors just to bring it all together. 

We have some folks who are key folks who are going to be kind of our local champions and our local facilitators. But we also have a broad range of actors. In a new project that is under the umbrella of PRIS-M, the PRIS-M QUERI is a Telestroke, a national Telestroke Program. This is going to involve what we call Hub clinicians. These are going to be – it is going to be a virtual hub where stroke neurologists are_____ [00:20:43] and located in Urban VAs – are going to be providing stroke expertise out into the Rural VA Centers. They are going to be targeting what we call the Stroke Centers. They are going to be targeting Emergency Department physicians and nurses. 

The next domain is specifying the strategy. What is the action? These are active verb statements that specify the action, steps, or processes that need to be enacted. For example, activated teams; we saw that in…. This is one of the overarching concepts of PRIS-M – to activate the team. This is for our Local Staff Teams at our VA Centers that we are targeting to meet on a scheduled frequency to review and evaluate their audited feedback in identifying processes for improvement. They are going to set goals. They are going to make an implementation plan to reach these goals. 

It is not enough to just say there is a team. They may or may not meet. We want them to meet in person versus just sending out a few e-mails to each other. It is not enough to just see each other; but this is what they need to be doing when they do meet. Specifying an action target; often again, in these complex implementation projects, there are multiple level targets. Again, for our acute TIA, we are targeting clinical staff knowledge of the TIA guideline care. From our baseline work, we know that more attention is given to the strokes patients than TIA; which are miniature strokes. 

Folks are not necessarily in the field, up to par on the latest guidelines. We want to make sure that they are increasing their knowledge. We are specifically targeting team based data feedback. The targets can be based upon a conceptual framework. For instance, we use the CIFR framework to guide our work. We target. We are targeting the inner setting of the local facility. Specifically, we are targeting increasing their attention for change and the learning climate. 

As I suggested before, temporality is another sub-domain. I think this is really important. It is not enough to just say or state what is your strategy. But really, what is the suggested sequence of events for your strategies? Again, it is not just an implementation strategy. I think in the behavioral intervention world, and maybe not as much in the clinical intervention world. But what is the sequence. This is really difficult. Because there are projects that usually go on for a long period of time; a year and maybe even_____ [00:24:03 to 00:24:10] for a number of reasons. This was a way to provider audited feedback. 

Then another domain, which is an important domain is not only do you have your clinical outcomes. But you have your implementation outcomes as well. You're specifying what they are. We see this question a lot. Folks are very interested in implementing program X. They know what and how the clinical program, what outcomes whether it is patient outcomes and quality outcomes that will be affected. But what are the implementation outcomes? Again, tying your strategy to the implementation outcomes is what is recommended. What is the…? Well, here are some examples. What is the reach of the total proportion of the clinicians and staff educated on that acute TIA protocol, for example? What is the spread of the program of the knowledge within that facility? 

For all of the – and for this, you would be including in your denominator all of the clinicians and staff that had the potential to be educated on the tools. Meaning that this was part of – the knowledge was part of the scope of their practice. They should have been educated as though there was actual proportion. The proportion of the QI team and a proportion of service_____ [00:25:56] who attended some monthly audit and feedback meetings. 

I think for us; this has been a really key point. One of the factors that distinguish between in our prior work, the stroke teams that were more successful than others was that they did not just have one person or maybe two key people get together and look over their quality audit and feedback reports. This truly was a team based approach. A lot of targeted clinical processes span multiple services and even settings. The more successful sites generally tend to have a larger team. It is not just that they have a larger team; but that the team is engaged. 

The adoption of the TIA template; if a TIA template is a new tool. It is a way to enact the strategy. What is the adoption of using those templates? The acceptability of the strategy by the local clinician. That again, what are their acceptability? What are their perceptions of the innovation? 

I am going to just give another example. Because again, this is based on some of the work we have done. This is, Dr. Williams who led this project on acute stroke teams. She had tested audit and feedback versus audit and feedback plus facilitation. I give you the reference that was just published this year. She had demonstrated that facilitation plus audit and feedback demonstrated better quality performance than audit and feedback alone at six months. 

As a part of this work, we try to specify. What were the components of the external facilitation in the acute stroke and quality improvement in the VHA? In this project, we had 11 hospitals participate. They had agreed to work on acute stroke, improving their acute stroke care processes. Half of the groups received the audit and feedback alone. The other half, in addition received external facilitation. We outlined what exactly the facilitation included. 

There was pre-implementation homework. There was training and planning. All of the teams from the sites that were in the facilitation group were invited to an in-person meeting. From there, we generated a monthly learning collaborative. They were taught on system redesign and engineering tools. Then once they went back, they went back to their sites with a plan. That is where they received external facilitation for six months; which included biweekly conference calls. But it also included one to two site visits in that six months’ period. 

That is, the one to two was a range based on how they were doing. Some sites got an extra visit. They actually reported they loved having the visits. Because it made them prepare and do work to prepare for the visits. Then in between, there was ad hoc communication by telephone and e-mail. We did track; it would be the logs of that ad hoc communication and such as well. I think I mentioned it earlier. But originally, we were calling this out of the gate. 

We were calling this. We were coaching. The folks providing a strong facilitation were the coaches. Again, this is just important for the field to use consistent literature. We would call this facilitation. That is just in the literature itself. These are just again, some presentations from Dr. Bidassie, who had tried to specify the effort spent by the personnel on the different activities of external facilitation during the virtual coaching, so by telephone. It was monitoring the team's status; identifying activities to be done, and providing information to the team; and providing referrals. 

This was one of the components of connecting the people; the people or knowing what other sites were doing and sharing their progress with some other sites who might have been struggling; and providing the support; so, being a soundboard and providing guidance, and identifying resources. Interestingly in Dr. Bidassie's paper, she talks about from the external facilitators; they report that their focus had changed over time during the external facilitation. 

Initially, it was spent a lot about trying to get the program off of the ground, a lot of planning, and a lot of identifying activities to be done. But then, towards the middle and towards the latter end of the six months of the facilitation; then, it was more of listening and just supporting when necessary not as much as hands on with the site. We saw over time, a change in external facilitation. That provided, this study that I just presented provided a justification for why we are using facilitation now in our PRIS-M QUERI work in addition to audit and feedback; also, as a follow-up to that, INSPIRE Project by Dr. Williams.

Dr. Edward Miech had a follow-up longitudinal study of those same sites called REINSPIRE. We found that well developed and organized groups of quality improvement teams had – as part of that team, they had clinical champions who activated team quality improvement. They were able to – these champions were able to bring individuals together in a local organization to reflect upon their data. Those were the justifications for why we set our strategies_____ [00:33:15 to 00:33:18]. Then, an additional justification again, it was from Dr. Miech's systematic review; which, I think he gave a Cyberseminar back in June. 

But rarely was a champion used as a single strategy. It was a necessary core component. But it was often part of a multifaceted implementation strategy. Then some pragmatic justification for our strategy that we are focusing on. In the end of 2011, there was an acute stroke director of that came out that mandated that facilities collect their quality – their acute stroke quality outcomes and report it. This was not being done systematically. They were not mandated. 

But, in 2015, some of these acute stroke measures were then taken up as_____ [00:34:23] team measures that were now available to multiple sites. This was very helpful. But the sites talked about – they would have to do manual chart reviews in order to know their performance. This just was not practical. The other thing was that they rarely knew their local performance. We would get stakeholder interviews that would say; well, if we do not share anything to say that there is a problem. If we do not see any data that say there is a problem; no news means everything is okay. 

That is not necessarily the case. That was the perception from the stakeholders and from the frontline commission. If I am not being – if I am not receiving any audited feedback information that otherwise states, there is a problem; there must not be a problem. Also, the final thing too is that a pragmatic point of using vicarious learning in a learning collaborative is that the clinicians from the facilities that did not have programs talked about how helpful it was to see what other VA sites were doing that were essentially in the same healthcare system. But, they had worked through some of the barriers already. They took the opportunity to vicariously learn through them how to set up a program at their sites. Again, just to summarize some of our implementation strategies as audited feedback through electronic quality measures; and audited feedback to specifically activate clinical teams to use their quality data to transform care, and virtual external facilitation. 

As I kind of summarize my presentation for today, there are some key points that I just wanted to make. When you are reporting your implementation strategy just think about what is the information, the sufficient amount of information needed to replicate? Will your colleagues be able to apply in another application? Whether you, yourself are going to take this up in maybe a larger regional or national demonstration. Or, folks, you know folks who want to take this and apply it to maybe a different clinical area. Will they have enough information based on your literature or based on your publication to be able to replicate what you did? 

Also, reporting in sufficient detail helps build the evidence base for the implementation strategies. We use similar language and similar labels. We are building upon each other’s work to develop what is the evidence base for strategies? Knowing when folks need to implement a new program or a program_____ [00:37:40] or_____ [00:37:42], that they will have…. They can take a look at the evidence base behind the strategies that makes a very good decision. Similar to other fields, what are the components of a package? Often the strategies are bundled. It is part of a box. Where are the core and essential components? What can be modified? What are the components? 

Then capturing over time, this is probably a topic for another day. But how do you capture what is going on prospectively? What are the changes and modification made by the local organization? I guess, what I am trying to get at is implementation fidelity. Is the strategy maintained as intended over the course of implementation? Then, how does this strategy interact with the local contacts? What strategies are a more appropriate fit based on the local context? 

I am not sure that we know that. But that would be helpful to know. Are there certain strategies that work better under certain environments? Or certain organizations that kind of call for certain strategies to be used? Then with that, what are the evaluation methods to best capture? Thank you for attending. This last slide is just my VA e-mail to contact me, if there are further questions after today.

Molly Kessner:
Great, thank you so much, Dr. Damush. We do have lots of questions. I just want to let people know, if you would like to submit another one. You can just go to the question section of the GoToWebinar control panel on the right-hand side of your screen. Expand the dialogue box by clicking questions; and you can submit it there. 

The first one that came in. when separating out the core components from modifying and adaptable components, do you mean that the core component that audit and feedback need to happen in some shape or form? What is adaptable? How is it done? Or are there certain aspects of audit and feedback that need to stay the same across projects for impact?

Teresa Damush:
Yes, that is a really good question. What are the core components of audit and feedback? That is really good. The field, especially last month's presentation; and can talk about that more in depth than I can. But yes, you want to…. The answer is you want to know what is needed to get an impact on your outcomes? If you need to have…. If you are taking audit and feedback; and all of the literature is showing that it needs to be specified, as a bare minimum, to say that you are using audit and feedback, you need…. You have to have a report that says this or that. 

Yes, that is what I mean by a core component. What is the bare minimum needed to say that you are actually using this strategy? Then, the modifiable one is what we have heard feedback from our stakeholders is how does that audit look like? There is. You obviously have variation in that. I am not sure the field has the necessary details to say the audit must look like this. There is some flexibility in there.

Molly Kessner:
Thank you. You may have just touched on this. But also, how do you identify what is core and what can be changed?

Teresa Damush:
Gosh, these are really good fundamental questions. Yes, that is a great question. If you can answer that, that is terrific. It is a fine line between looking at evaluating your programs and taking a look at maybe some dose effects in your analyses. I mean, in my early career, I did a lot of behavioral interventions. To get at that question, we would take a look at some secondary dose analyses. For instance, if we had a six meeting program, we would take a look at those who got all six versus maybe these who got two-thirds of it. 

Take a look and compare the outcomes in that way. That would be a secondary analysis. But that is a way to get a little bit at that question about when you take a look at…. It is important to know first of all that you're capturing what folks are receiving. Then turn around and be able to take a look at the outcomes based on the dose that they received. Again, I do not really see that in the literature. But that is kind of what is needed. 

Then, I would also back up to say for like the pragmatic justification. Take a clear listen of what your stakeholders are saying. It is really important to do the baseline work, the formative evaluation work. Because a lot of times those who are in their environments have a lot of insight to what they believe is needed to get the program implemented. There is not one clear cut answer. There is not one clear cut and magic formula. It is kind of triangulating all of these different pieces of data and coming up with a program, and then testing it, and evaluating it, and reporting it.

Molly Kessner:
Thank you. Let us see, the next question. Do you feel that separating intervention from strategy becomes sometimes and somewhat artificial especially in the case of clinical improvements? We have found this to be true when we try and have clinicians separate these two entities.

Teresa Damush:
Yes, a really good point, yes. It does. It is artificial. I would say too is that often, and I mean, probably with the folks, two-thirds of the folks who have been involved in implementation on the call. That these are team programs. I mean, they are also team research or quality improvement efforts. By that, you have the folks who are the clinical experts. It is a struggle that all of this needs to get done. 

Yes, at times it feels like it is a very artificial separation. It is hard to keep the components separate. It is usually – it is the implementation folks who are trying to remind the clinical folks what is the strategy. What needs to be done? It is difficult. I would say that. Especially when it is a longitudinal program; and let us face it. That is what…. They are in a live organization that has other competition for their time and effort. 

It is very difficult to keep all straight and on track. But, that is another thing that could help the field by being able to plan it out ahead of time. Being aware, I think being aware when and before you get started. That these are the issues and having folks within the team who are dedicated to maybe the prospective tracking; and maybe on the implementation expertise. Then you have your_____ [00:46:13] of expertise so that the implementation side does not get left out. 

Molly Kessner:
Thank you. Are you using a particular tool to examine champions?

Teresa Damush:
Yes, we actually just have – this past year, we have developed a draft of it. I would actually say my colleague, Dr. Edward Miech took the lead on that. Again, based on his systematic review that he has under review. But, we have a draft as well. Folks can contact us. We are just in the field with it. It is just hot off the press. 

Molly Kessner:
Thank you. Where can we look for guidance on. I am sorry. Where can we look for guidance on which specific types of audit and specific types of feedback to use for any given situation?

Teresa Damush:
That is a good question. I am not. I would not know. I should say, I do not have the list of references from last month's presentation. But you might want to take a look at the last month's Cyberseminar with Dr. Jeremy Grimshaw. There is also an audit and feedback sub-group that is within the QUERI Program of folks who are interested in audit and feedback. But there have been some Cochrane reviews. You might want to try there as your first source. 

But actually I believe the field…. Actually that is one strategy that has been studied and reported upon, the audit and feedback. There have been other presentations that I am blinking on the name. But there is a researcher, I believe down at the Houston VA who has done some work on the specifics of audited feedback. But, if you want to contact me, I might be able to forward you to those references.

Molly Kessner:
Thank you. Can you estimate the amount of time it took your team to specify each intervention, roughly? What kind of time and efforts is required to do a tracking you describe in Dr. Williams's and Dr. Bidassie's work?

Teresa Damush:
That is a very good question. It takes, a very quick answer is it takes a lot of time to come up with the strategies. I would say early on; and I try to give a year as a baseline or a formative evaluation period to understand what is going on in the field that for the clinical program that you are targeting. I would say in general, a good year of planning is what is needed. What that does is it gets you the clinical data to see how and what practices are being done in the field. But it also enables you to…. 

You can either – various times of formative evaluations with your stakeholders; but your multiple stakeholders. I like the formative evaluation with the stakeholders because I think a lot of times you can really get really good insight into what might work. What they feel they need. Or, what are some key barriers that they are having difficulty getting over? 

When you work with multiple VA sites, you start to see patterns. It is not maybe just the quirks of a single site. But you start to see patterns as you engage more Vas. These are the key barriers. Then you can take a look at the literature. See what has been done previously for these barriers; and then think about, conceptually think about what needs to be done to make change. How will that change be enacted? I wanted to point out the Michie reference. A lot of times, the behavior and interventions, they started off with targeting patients. But then, you can use those same principles to target provider behavior change.

Molly Kessner:
Thank you. We do have somebody that chimed in and wanted me to read that Sylvia Hysong is the researcher in Houston that studies audit and feedback.

Teresa Damush:
Thank you very much. 

Molly Kessner:
Let us see. Did you compare sites with strategies against sites without strategies or different strategies at different sites?

Teresa Damush:
We have not done that yet. That is a really good question. I think that would be a great analysis to do. But yeah, we have not done that. Other than, Linda Williams has a randomized trial. She did specifically compare the two groups. Those two groups had a basis. One had the facilitation. The other did not. But they both had audit and feedback.

Molly Kessner:
Thank you. Someone else writes, an excellent talk. Thank you. Are there existing tools researchers can use to apply a Proctor's model for naming, operationalizing, and specifying implementation strategies? Can it be shared?

Teresa Damush:
That is a great question. Off the top, I do not know of any tool. I would say actually, if you go to her article in Implementation Science 2013, Number 8, and Page 139; I'm actually looking at it here. Her Table 1, actually lists out all of those sub-domains. She specifies, and she defines it. She also has resources for each of those components. Resources to have talked about I think each of those. Also, it is a really good paper. I would recommend starting there. I would say that is a nice template. 

Molly Kessner:
Thank you. Thinking about two of the seven domains and to specific…. I think it is supposed to specify. Thinking about two of the seven domains to specify an implementation strategy conceptually. Are the action targets different from implementation outcomes based on what was hypothesized before the strategy was implemented and after? Or, based on that implementation outcomes are more operationalized than the action targets?

Teresa Damush:
That is a good question. Then I am trying to understand the question. Could you read that again? I am sorry. I know it was long. Thank you.

Molly Kessner:
No problem. They are thinking about two of the seven domains. Are the action targets different from implementation outcomes based on what was hypothesized before the strategy was implemented and after?

Teresa Damush:
What are the action targets? No, I think – 

Molly Kessner:
They wrote in a clarification. A simple way to ask. How are implementation outcomes and action targets different in the domains?

Teresa Damush:
I do not think they are different. I think they go together. I am looking her, Enola Proctor's guidelines. The action target is specifying the targets according to the conceptual model of implementation. Or, identifying need of analysis for measuring implementation and outcomes. 

I think the action target and the action, they go together. I do not think it is different. I am sorry, if I am not understanding your question. But if that person wants to contact me offline; I would be probably better speaking to them. 

Molly Kessner:
Thank you. Well, we just have two pending questions. They wrote in that was helpful. We have two pending questions. Do you have time for those?

Teresa Damush:
Sure.

Molly Kessner:
Okay. Who else is using qualitative comparative analyses, fuzzy set, or otherwise to look at the complex combinations of strategies that are necessary and sufficient for implementation and outcomes?

Teresa Damush:
Well, that is a good question. I know. That is more for my colleagues Dr. Edward Miech. I know Laura Damschroder and Julie Lowery in Ann Arbor. Those folks have spent time in working in that area. But I am not an expertise in QCA. I would recommend contacting those for further information.

Molly Kessner:
Thank you., and the final question. Do you recommend a particular reporting guideline for studies of implementation strategies? For example, do you find_____ [00:55:58] for reporting of behavior change interventions to be applicable and useful?

Teresa Damush:
I actually find a lot of parallels that specifying the reporting for behavior interventions. I mean, I find it to be parallel to what is needed for implementation strategies. It is just versus saying one or two words for your strategy. Or, saying one sentence that this is my strategy. 

That is, basically, they need to be operationalized just like a behavioral intervention. In the literature for behavior interventions, they talk about including the kitchen sink. Or an implementation, it is unraveling the black box. What is going on. 

I think the challenge is that like I said. These are live organizations. Things are being done simultaneously with the real world responsibilities. It is really hard to keep_____ [00:57:11] for what is going on. But as it seems like we – each year we make progress in measurement tools. I think, again, just trying to raise awareness prior to getting started with a program or a project. It could help the team maybe spend some more time in specifying the strategies.

Molly Kessner:
Thank you. Do you have any concluding comments you would like to make before we wrap up?

Teresa Damush:
No. Just that these are really great questions. It says that the people in the field are thinking about a lot of these components. Thank you very much. They were very good questions.

Molly Kessner:
Great, well, thank you for coming on and lending your expertise to the field. We do appreciate it. Thank you to Ann Sayles and Christine Kowalski who organized the monthly QUERI Cyberseminar which takes place the first Thursday of every month at noon Eastern. You can keep an eye on our registration catalogue for the information about next month's session. 

I am going to close out the presentation now. For all of our attendees, please take just a moment to fill out the feedback survey that will populate on your screen. We do look closely at your responses. It helps to continuously improve the program. Thank you again, Dr. Damush, and for our attendees. Have a great rest of the day.

Teresa Damush:
Thank you.

[END OF TAPE] 
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