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Molly: 
It looks like we're at the top of the hour, so at this time I'd like to introduce our speakers. Joining us today we have Dr. Allison Hamilton. She's the Associate Director for Implementation Science and Director of the Qualitative Methods Group at the Center for the Study of Healthcare Innovation, Implementation, and Policy located at the VA Greater Los Angeles. She's also the Principal Investigator for Empower QUERI and a research anthropologist in the Department of Psychiatry at UCLA. Joining her today we have Dr. Erin Finley. She's a Research Health Scientist at the South Texas Veterans Healthcare System, Implementation Core Coordinator for EMPOWER QUERI and an Assistant Professor in the Department of Medicine and Psychiatry at the University of Texas Health Science Center at San Antonio. At this time, Dr. Hamilton, I'd like to turn it over to you. 
Dr. Allison Hamilton:
Thank you, Molly. Can you hear me okay?

Molly:
Yes. 

Dr. Allison Hamilton:
Thank you so much and thank you everyone who has joined us today. You'll hear from Erin in just a little bit, so we're very excited to share this presentation with you about engagement in implementation research. Before we get started I just wanted to thank a few people and entities including VA HSR&D and Q
UERI for funding the efforts that you're going to hear about today, the Women's Health Research Network and EMPOWER QUERI. I'd also like to thank my colleagues Becky Yano and Susan Frayne for their coleadership of the Women's Health Research Network and their enduring support. 
With them I'd like to thank the entire EMPOWER QUERI team, which is a dream team, and I am so lucky to be able to work with all of these folks. I'd also like to thank the VA HSR&D National Veteran Engagement Workgroup that has inspired quite a bit of the thinking that you're going to hear about today. I'd like to thank our colleagues, our research participants and our veteran partners, and finally this is a chance to thank Patricia Li who just signed our new EMPOWER logo. Thank you for hanging in there with me though that. We're going to start today's session with a poll question, and we'd like you to select all of the questions that apply, and Molly you're going to take it over. 
Molly:
So for our attendees, you can see on the screen that we do have the poll question up, and we'd like to know which of the following describes you, and as Dr. Hamilton said, you can select all the answers that apply. We have veteran, researcher, implementation scientist, clinician or provider, leadership, administrator, or manager. Just go ahead and click the box right there on your screen that corresponds to your response. It looks like we've got a nice responsive audience today, already 90 percent response rate, so I'm going to go ahead and close the pole out and share those results, 10 percent of our respondents are veterans, 65 percent identify as researcher, 10 percent implementations scientists, 16 percent clinician or provider, and 29 percent leader, administrator, or manager. So a very diverse group. Thank you, and I'll turn it back to you know. More on there. 
Dr. Allison Hamilton:
I'm sharing now? 

Molly:
Yeah. That's a new feature. It automatically goes back to you, so learn something new everyday. 

Dr. Allison Hamilton:
Thanks, and thank you everyone for answering the poll. That's really great for us to know. What we want to do today is talk about the importance of stakeholder engagement and implementation research, actually from the perspective of researchers themselves. I'll explain this I a minute. We also want to describe specific approaches to enhancing stakeholder engagement. We going to use two sources. One is a study that's ongoing under the umbrella of the Women's Health Research Network, which is a study of multilevel stakeholder engagement, so I'm going to share some findings with you from that study, and then Erin is going to discuss the engagement strategies and approach that we use in the EMPOWER QUERI. 
Just to get us started why are we even talking about this? Why is stakeholder engagement and implementation research important? We'll keep this simple. Basically implementation, as many of you know given your backgrounds that you shared, is about supporting change in clinical practice. We all know that changes behavior and changing practices changing settings is very difficult, and we would argue that making of changes without meaningful engagement may be impossible or next to impossible. We've found in our own work ad many people have shared that engagement has the potential to improve the quality of the intervention, the steps between the intervention and the practice concept and ultimately really has a big impact on implementations, etcetera. 

Just briefly Gala True and I shared this in our Cyberseminar last spring, and I want to thank her for adapting this model. We just wanted to share kind of a general model of engagement that has three main aspects where there might be some types of engagement that are more in the advisory mode in which community members or stakeholders play an advisory role in some type of steering or advisory committee. There's a employment model where community members or stakeholders are paid members of a research team and a partner model where community members or stakeholders are partners or leaders in all aspects of the research and any given project may incorporate one of these models, and some may only incorporate one, and some may not incorporate any. 
There's not a rule or a rubric to any of this but just through thinking about the different ways people have generally approached engagement or stakeholder involvement, community-based participatory research that all falls along this spectrum, and you'll see this come back in a couple of things that we share today. Just briefly to give you the context of Women's Health Research Network, which you may have heard about on other cyber seminars is comprised of a consortium lead by Becky Yano, a practice-based research network led by Susan Frayne, and the study that I mentioned of multilevel engagement that I currently conduct--right now, which is haled interviewing researches, patients, providers, and administrators about stakeholder engagement and research. 
In the Women's Health Research Network, we have both the advisory model and the partner model at work in this initiative. What I'm going to talk about today is a little bit of the research that I've conducted, specifically related to the interviews that I've done with researchers. What I did to come up with the folks to whom I talked, was to review the literature and then compile a list of both current and some former VA implementation scientists, interventionists, people who have conducted multisite trials in the VA, implementation research in the VA. I reviewed this list with our Women's Health leadership and with HSR&D leadership to get their ideas, feedback, more ideas, and then during the course of the interviews I also asked participants to recommend other colleagues who might have relevant experience to the study. 
I recruited these stakeholders via email. I recruited 30 people, 2 declined, I added 1, for a total of 29, and 17 of those 29 are clinicians and 12 are nonclinician PhD level researchers. All of the researchers who participated in this have received usually quite a bit of HSR&D and/or QUERI funding and many if not most had also received NIH and other types of funding, so they're pretty senior folks in our system, very experienced and seasoned investigators. 
I conducted these interviews in February and March of this year, and what I'm going to talk with you about today relates to the questions that I ask around participant's experience with stakeholder engagement across the research trajectory, so, from the planning stage to execution to dissemination. the interviews actually covered a lot more material than that, but today we're just going to focus on our topic of the importance of stakeholder engagement in implementation research and the other interviews with patients providers and administrators are ongoing right now across the practice-based research network. 
The results that I'm going to share with you cover the following topics. What is engagement? Some common engagement approaches that these investigators have used. Who are the stakeholders in implementation research, the types of things that they shared about multilevel engagement, engaging of providers, managers, patients. You'll see more about this in a minute. Also on the dissemination end, what kind of things they've done to share results with stakeholders, and then larger questions about what engagement entails for researchers, and what difference does engagement make, which is something that we've talked about a lot on the National Workgroup. What you're about to see are actually a lot of quotes and haven't always presented results in this way, but these are very eloquent and articulate people, and so I decided to really stick very close to the data and share it with you. You can let us know in the evaluations if it works for you to see quotes, but I just thought you'd be interested potentially in seeing what people actually had to say about these topics. 

First what is engagement and implementation research? Well, this really captures the sentiment of many of these participants, which is real engagement is about engaging people and creating an intervention, creating an educational component, creating whatever you try to do and to have the community members, for example Veterans actively engaged in this. 

Some common types of engagement in VA implementation research, about which the participants talked, were early or formative feedback on interventions, measures, tools, methods, and often this feedback was acquired via qualitative methods. They also talked about a variety of different advisory committees, which varied in composition, so sometimes these committees were comprised entirely of patients and/or veterans who may or may not be VA patients. Sometime they were combinations of patients, clinicians, administrators etcetera, so there were a lot of variations in how those committees were put together and whether they were put together for the actual specific project or for some larger initiative. 
A lot of these investigators use stakeholder advisors including partners our operations partners that we typically have as part of our research. Then for some engagement included having veterans on their research teams, and this is the most characteristic of those who have done peer-support research typically in mental health. Just one thing I want to highlight here before I go on is really the first bullet and the last suggest a bit of a blurred and I would argue healthy line between participant or subjects as part of the research or part of the team, and then what we're moving toward is some of our work stakeholders being partners in the research but not necessarily subjects of the research. This is a really interesting and I think productive tension where when for example veterans or providers give their feedback and focus group are in interviews on interventions etcetera. They are subjects of that research, but they also play a really critical role in the development of the research. That's potentially something we can come back to when we have our discussion a little bit later. 
Who are the stakeholders in implementation research? Well, what we're looking at in the Women's Health Research Network is really a multilevel approach. This investigator said we think of stakeholders and patients, and there are clinicians. They're included in the mix in largely the same way as the patients. As I mentioned before for example here you see in some studies where we'll do either individual interviews or focus groups with clinicians to get input on everything from recruitment to retention to intervention and then interpretation of results. Another investigator said that implementation research is all about engaging with providers and managers and systems. 
They're the ones we're trying to help to do things differently or to set up different approaches. You have to carry this out by the management at the site and clinicians either want to do something or they don't, so it's a matter of working with them to figure out how to make these things happen, so in there we engage with these folks very early in the process. People at the network, the medical center level their integral, they're really a part of the team. If you don't also engage with the providers in they system, by definition, it's no longer implementation research. Typically in these interviews with the implementations researchers it was a given that there was extensive engagement with providers and clinicians and managers. 
One of our focal points was engagement with patients as well in the research process. Another investigator said you have to deal with the organizational context, and they really brought in the VISN level our integrated-service networks for those who may not be in VA. This person said we began to design our research around implementation with a recognition that VISNs would integrate regional integrated-service networks are the stewards of central office resources and that they could have an influence on what VA medical centers did. Working with multiple layers has been important. Finding out who to work with at each one of those levels took a lot of time, but if you want to do implementation, this is the infrastructure of the VA, so you can do all the provider engagement that you want, but if they're not supported by the head of medicine, and they're not supported by the chief of staff, no matter what you do with them, it's not going to sustain. They also brought in the national folks at a whole other level who set policy and practice and who wear different shoes. 
Because this is such a multilevel effort, one of the investigators said we're like multilingual people who can see all the different levels together and help them actually come to consensus, come to an understanding of what it might take to change things at the different levels. It's fascinating that we're in this position because we engage veterans, we engage providers. Because we engage at each level, I think this is why we actually provide some real value. Again, another quote that just speaking the thinking about engagement at many levels. And this person brought up how by patients being at the table through their opinions in focus groups or interviews or at the table otherwise, clinicians and researchers pay attention to the patient, and ultimately they are the people we try to help, so that carries a lot of weight. 
This person said I don't see it as the norm, but I think as it relates to organizational or systemic change it's hugely helpful. You don't do it at your own peril. In other words if you don't engage patients in this process, it's at your own peril. Another investigator speaking about the importance of engaging providers. I'll highlight this one part. It has to be a subject they care about, but more importantly since much of that work is actually designed the setting in which the providers are working, the connection to the end result is really important. If you have a moment to read the rest, they're talking about how it can be a really bad combination if providers aren't involved early and they don't necessarily have an interest in what you're doing, or it's not really relevant to their context. Here this investigator said 'You can't really do implementation without providers. It's kind of a nonstarter implementation 101, if you don't work with providers in a meaningful way. As you see a little later in that quote the having of a foundation of respect and listening and accommodation with a little bit of facilitation and some gentle pushing back and forth too.'

Finally engagement of patients, which has been a focal point of our study and of bunches of work that we're doing in Women's Health these days really to look at the promise. This person says, 'for what engaging women veterans in this approach can really mean.' I brought this quote in because it speaks to something that several investigators raised, which is that this movement toward more veteran engagement in our research is for some seen as risky. It my necessarily get all of the attention academically that one might need in terms of traditional academic products, and so some talked about being at a stage in their careers where they can take the risk of pushing more in a community-based and participatory-research direction or in a veteran-engaged direction but while really reaping the benefits of more patient engagement in their work. That's very exciting, salient, inspirational, and motivational. 
A really interesting area of these interviews was around disseminating results back to stakeholders. This is something that typically most folks felt they hadn't done enough of for a variety of reasons, so that first quote really reflects that. “Usually by the time the study is done, the resources are gone and I'm working on something else so I haven't really had a chance to think about that.” Another raised the point of looping back to stakeholders from the very beginning. I constantly keep it in mind, and it's a matter of staying in touch with the stakeholders. This investigator, the third quote there, said that the community partners are keeping them honest about bringing back results. 

Now from the very beginning we're already in planning on how we're going to go back and disseminate, so that it doesn't fall off at the end because a lot of times you get to the end, and it's like well, we've got to find funding for the next piece, so we do something else. Now we write it even as one of our aims on the community side to make sure we disseminate in the community venues as well. There's a lot to talk about on this topic in terms of the extent to which people go back to their stakeholders and share results not only that but how they go about doing that and think about the shaping of materials and dissemination products for different types of audiences and reaching stakeholders in different ways. Some people talked about town-hall meetings, lunches with providers to bring back results in a really informal and dynamic way. A lot of ideas I couldn't fit into today's talk but again another really interesting area for us to think about and something that seemingly many people want to do a better job of but just haven't quite gotten there yet. 
What does engagement entail for researchers, well one of the common themes here was that this means being somewhat ego less. One person said the biggest challenge is that it's really different from other kinds of research that we're more used to. Investigators who are not aware or not willing to see how much wisdom there is in veterans and how much wisdom there is in the community, are not going to get this. Another person spoke to this issue of needing that humility. The person said, “You take that power dynamic of being like the researcher who’s the 

expert and knows it all, to coming out to be a partner and we're at the table and we all have strengths that we're sharing and we all have some things that we don't know. So sometimes it's cool for investigators to put themselves in the position where they're saying there are some things about this I don't know—I don't know everything so that's why I need you," meaning the partners at the table.

Some also spoke about the need to understand that engagement is a bidirectional effort. It has to be a win-win. It can't be one sided where the researchers reap the benefit of being engaged, but there's nothing in it for those with whom they engage. One of the participants said that again, that section that I shared with you earlier, and then certainly at the end of the partner modeled, community-based and participatory research where the community decides what they want, and the farther along you get onto that side of the spectrum, the more nothing works unless it's bidirectional--another really important thing to think about and talk about. Also is just the long-term nature of engagement. One person says, "It's not going to be immediate gratification. It's an investment over time." Another person elaborated and said. 'In traditional research we give the survey out, we get it back, we get the data. 
Even in qualitative work it's a little bit more time consuming, but we still know in our mind about how much time it's going to take.' Really what we found from our Engage project was that there was really not a great way to gauge how much time it would take, but just that initial relationship building took us sometimes a year before we really got a good relationship going. Knowing that up front and being able to build that into the timeline is going to take some time to find the people that you want to engage and also to really build that relationship and that trust. 
This is something that we talked about more extensively in thinking about what would investigators need to support a more engaged approach in their research, which I didn't include here. But a lot of people talked about the needing of mechanisms to support the prep work and that initial relationship building, which is often not built into our proposal because it may not be such a fertile in terms of collecting data, but at the same time many argue that to be able to collect the data and do this in an engaged way, I've got to have time just to set up those relations. I know mechanisms such as the Patient-Centered-Outcomes Research Institute PCORI has mechanisms than other funding agencies do where it's really designed to support that relationship building period, so much more to share on that topic as well. Finally to wrap up this section, one of the things about which we've talked a lot about in the National Workgroup and other conferences. 
We talked about it at the Veterans Engagement Conference at Choir a couple of weeks ago as well is well, how do we know that engagement makes a difference, and what difference does it make, and so I just wanted to share a few sentiments about this question. One investigator said our Strategic Veteran Council has given us a really strong sense of what their priorities are. That helps us understand how to both frame and prioritize the many analyses and papers we may give out. The point there about the strategic council really harkens back to some work that Joanne Kershner presented on a Cyberseminar a while ago about different types of engagement in thinking about which stakeholders play which roles in terms of engaging in your research with a strategic partner being one of those roles and then many other options as well. 
An investigator shared the value of some peer research in their highly engaged research trajectory. This person said because we hire peers and becaue they're so intimate with the work that we do, I'd like to think that builds a lot of trust. They're our eyes and ears, so we wholeheartedly want to get feedback from them and really we change course based on their half of the equation. Really they were so integral to the work that they are half of what goes on in the implementation-research process. Another said when you can take your end user and have their input at the beginning of the creation of a project, it's golden. I really quite frankly have trouble understanding why people don't employ this systematically. In closing just a couple of great quotes about, where are we with stakeholder engagement. One said, "I don't think stakeholder involvement is something that is going to go away. I don't think it's a passing fad. I think it's going to stay with us, and it will evolve and hopefully become even more central and more built in to what we do." 
Another said, “Change is hard. But it doesn’t mean we shouldn’t change.” Overall there was this sense that there is this momentum toward more heavily veteran-engaged research. There's a wealth of experience around, especially provider and administrator engagement in implementation research. I think everyone's acknowledging this is difficult, it takes time, but it also enriches what we do in our research in measureable and immeasurable ways and is the direction that much of our research takes, and it is at the heart of what we try to do in implementation research. 
Now I'm going to switch over to Erin who's going to share with you what we're doing in EMPOWER QUERI, and then we should have enough time for some good questions and discussion. Erin? 

Dr. Erin Finley:
Yes, can you hear me?

Dr. Allison Hamilton:
Yes.


Dr. Erin Finley:
Okay. That was so wonderful, and I loved all of that so much. It's just really wonderful to hear people's thoughts on how they've used stakeholder engagement and what they've learned from it. In light of all of that, I want to in this next section talk a little bit about how we work with stakeholder engagement and the EMPOWER QUERI. The main focus of EMPOWER is around the improving of women veteran's engagement and retention in evidence-based care for high-priority health concerns, specifically around prediabetes, cardiovascular risk and depression and anxiety. EMPOWER was designed very much with community-engaged research principles in mind, so multilevel engagement is built in as a core strategy. It's really an essential part of what we're doing. Our model also allows for evaluating patient engagement in care across all of the projects. 
We're also really prioritizing what patient's own role in their engagement is, and patient processes as part of each other's core models. Thinking back to the models of care that Allison presented earlier on, EMPOWER reflects really a combination of all three. We do rely heavily on our strategic-advisory group for feedback. We have been able to hire peer support and facilitation leads as part of the project team, and we also work closely with our stakeholders throughout the process, including with our VA partners Women's Health Services, Women's Mental Health Services, NCP, TCMHI, and OPCCT. 

Let me warn you, please don't worry about the acronyms and details in looking at this particular timeline, but I did want to take a minute to show you the timeline that led up to the funding of EMPOWER because I think it illustrate so clearly the point that was made in the interviews about stakeholder engagement as a long-term process. I think this really illustrates the trajectory of work and relationship building and even iterative projects that preceded EMPOWER. Certainly the Women's Health Research Network, and the Women's Health PBRN. 

There were also prior, locally-funded studies particularly for the cardiovascular project that paved the way for the work we do now in EMPOWER. The point here is just to convey that stakeholder can be a very long-term proposition. Certainly there were many efforts and initiatives that led to where we are now, but also to note that sometimes the stakeholder can lead in some surprising directions. I don't think there was an intent five years ago that this would necessarily lead to EMPOWER as it currently stands, and yet that has come about as part of this process. It certainly has a certain amount of creativity and some iterative nature to it unto itself. 

This slide shows a summary Replicating Effective Programs, or REP framework that underlies EMPOWER. Now this was originally formulated by CDC in about 2000 and it has been used in a variety of studies, including by Amy Kilbourne and others and takes as one of its core principles an emphasis on stakeholder engagement. EMPOWER has also taken this emphasis and really ramped it up, so you can see in italics the patients in which an additional focus on stakeholder emphasis and priorities added into what was already a core piece of the framework. 

If you follow the REP model, you can see there are four phases of the implementation process. There are preconditions where you lay the groundwork for identifying a need and identifying the best way using the evidence at hand to address that need and through drafting an intervention package that's tailored to the local context and includes input from both the intervention developers and from those who will engage with using or preceding the introduction. 

In the preimplementation phase, there's a focus on continuing to refine the package to plan for technical and training assistance to do any pilot testing to identify champions and hold orientation meetings and all of the things that need to happen to get a program fully implemented, all of which involve input from different stakeholders at different times. Once you get to the actual process of implementation, everything is rolling and things are working and things are not working and there's the necessity to communicate actively with stakeholders about what happens and to really work together to problem solve along the way. 

Then of course in the maintenance and evolution phase of longer-term thinking focuses on planning for the future. What is going to be a benefit in making sure the program is maintainable and in planning for scale up and spread. Obviously stakeholder from multiple levels have a vital place at the table in those discussions as well.
As you can see stakeholder engagement happens in different ways and with different stakeholders across the process for all of the EMPOWER project. I think the message we really take to heart is to be conscious about who we need to engage and why and when and how across the process. For these particular projects we've been through most of the preconditioned work now, and we've sought involvement from national partners from facility leadership, in some cases from the Women's Health clinics themselves and certainly from providers and staff and patients along the way. For these particular projects we did not do a lot of solicit specific VISN leadership, but certainly for some projects that would be essential and that may be something, which we have coming down the pipe. 
In terms of the lifecycle of the implementations going forward, we have identified strategies that we use to engage with multilevel stakeholders at different phases of the projects, but I think it's also important to point out what we miss. For example you don't see here any engagement specifically with family members or caregivers or with community members of part of what we do. This is a gap that we may also need to address over time. I think it's good to be aware of what is most essential to the work you do. I think it's good to be open to what might also feed into the work you do, and to acknowledge that additional stakeholders may naturally emerge as the implementation effort continues. 
Then the great thing about this kind of multilevel stakeholder engagement is how it enables us to articulate and to work towards impact at all of these different levels as well. At the patient level our goal is to help women veterans get the care that's tailored to their needs and to their preferences and results in improved health and satisfaction. For providers we want providers to get support for the care models that their patients need because we hear, and they tell us that this provides them with greater satisfaction in their work. 

At the clinic level we are hoping clinics will find that resulting tailored-care models are more feasible and more workable in their local care setting. For our partners we're delivering guides to spread these care models, so that women's top health conditions are addressed effectively with VA care. 
In conclusion and to kind of pull this back around, stakeholder engagement is a powerful way of approaching implementation work. It obviously from the quotes, through which Allison has been, it can help with many different aspects of the implementation process. It's so integral to everything once you start really the thinking about it. It helps with identifying of priority research topics. It helps with the selecting and the designing of interventional tools and the measures you're going to need to actually fit the stakeholder needs in context. 

It helps with the adapting and the tailoring of implementation strategies when necessary. It helps with adjusting of the implementation process when it's needed, when it's not going they way it should go the first time you need to sort through the problem. It's essential for promoting of buy in at all levels and we know how critical that is for success. It can be a wonderful tool in supporting demands and engagement. It's very, very useful in addressing barriers and challenges at every level of the process. Certainly for planning for and achieving sustainability or from moving from scale up and spread, it's essential. In terms of some of the bigger-picture questions around informing policy and practice and ultimately towards fostering trust and transparency and reciprocity in the implementation and research process it's really a benefit. 

I think we're returning now back to Molly for a last poll question, but Allison and I really hoped to hear more about what kinds of stakeholder engagement you would feel would be particularly helpful to learn about going forward. 

Molly:
Thank you. So for our attendees, you can see on your screen we have that second poll question up. You can also select all that apply. Would you like to learn more about how to engage veterans, family members and caregivers, providers, administrators, or community partners? It looks like we've got our answers streaming in about two-thirds of our audience has voted thus far, so we'll give people a few more second. Okay, we're at about three-quarters response rate, so I'm going to go ahead and close those out and check those results. It looks like we're spread pretty evenly across the board, 45 percent veterans, 42 percent family members as caregivers, 52 percent each for providers and administrators, and 50 percent for community providers. Thank you. Allison I will turn it back to you now. You should have that popup.


Dr. Allison Hamilton:
Great. Thank you. Thank you, Erin for describing the types of things we're addressing in EMPOWER QUERI. Of course feel free to get in touch with me and/or Erin. If you want more information about a consortium, you can get into touch with Ruth or the Practice-Based Research Network. You can get in touch with Diane, but we have a good chunk of time, which is what we hoped for to answer questions, have discussions. Well, we can't have too much discussion since we can't hear you, but at least spark some questions for discussion and just hear kind of what this brought up for you in term of hearing the results and also the types of strategies that we use in EMPOWER. We're open and eager for your questions and thoughts. 

Molly:
Thank you. For those of us that joined us after the top of the hour, to submit your question or comment just go to the question section of the GoToWebinar control panel on the right-hand side of your screen. Just click the plus sign next to the word 'questions.' That'll expand the dialogue box, and you can submit it there. The first question we have. I joined a few minutes, so I'm sorry if you've already talked about this. How much do you consider stakeholder engagement to be a iterative process or do you plan it from the start and stick with it? 
Dr. Allison Hamilton:
I would say my answer would be both. I think to take the second option first in implementation research you want to put a lot of thought into your plan for stakeholder engagement, so in other words put a lot of intentionality in that aspect, so it's not so haphazard, and we've heard a really great presentation by Theresa, and we've got great work out there by Enola Proctor, Byron Good, and others about really specifying our implementation strategies. This would be consistent with that work in terms of thinking from the outset about what specifically do you have in mind to engage providers, to engage patients, to engage administrators, partners, family members, caregivers, etcetera. 
Now we all know in implementation research that nothing goes quite as planned. Sometimes it doesn't go at all as planned, and so that's where the iterative part comes in where you need a lot of flexibility in your plan to accommodate the changes that happen during the course of implementation, so you may for example think well, the most feedback we need is upfront from veterans about our intervention our recruitment approach or the types of questions that we ask in our data collection, but then maybe things don't quite go as planned with one of those aspects, with recruitment, with data collection. You may say, you know what, we need to go back and talk to veterans more about what we had in mind. Maybe we didn't get it quite right. 
Maybe we need a different angle on things, so there is that need to remain open to what doesn't go as planned and build in potentially more engagement. It may in some cases be a case where you don't necessarily need as much input as you thought you would. I think my experience has been more one of needing always more feedback and input than I ever thought I needed rather than less, but I supposed it's possible. There's that thinking that really needs to take place up front and then the openness and flexibility throughout the course of the research process. The one point I would make about the more iterative aspect is that, even though it might happen in a more spontaneous or unplanned and you identify needs for different types of engagement in a more iterative way, the needs to document and really be conscious about those changes to the plan are also very important. 

I think what can happen quite easily is that we get swept up in just the business of this busy-ness of this type of work and may kind of slack on the documenting of what we actually do with our implementation strategy including more or less or different types of stakeholder engagement, and so the key and the challenge is really to keep conscious about that, and document, document, document as much as you possibly can and have your team really reflect consciously and critically on not only what changes were made but why those changes were made and what potential impact those changes have on the process. Karen, Anything you would add to that?

K:
No. I agree with absolutely everything. I think the only thing I would add would be that I think this is such a productive area in QUERI and in VA right now because there are so many people who are kind of putting their minds to this question of okay, we know we need to plan it rigorously ahead of time and also we know we need to be able to evolve and adapt as the conditions on the ground evolve and adapt. How do we manage both of those things simultaneously, and how do we do that documentation then. I just think it's a really interesting and exciting time to do this work because there are so many people trying to figure these things out together and collaboratively, and we're all within learning, and it's just great. 
Dr. Allison Hamilton:
Agreed. 


Molly:
Thank you both. The next question, what do you do when you find pushback or rather even uninterested administrators during stake hold lead engagement? 

Dr. Allison Hamilton:
Well, that's a fantastic question and definitely something that anybody who does this type of work has probably encountered at one point or another because often our priorities are different than people who have different vantage points, different responsibilities, and different things at stake in their facilities and regions. The uninterested part to me really speaks to the need for early, early engagement. Hopefully you haven't gotten so far down the path of your project and realized, you know, oh my gosh, the administrators aren't interested in this because that's something that I would think that you'd want to ascertain pretty early is that they are interested in what you plan to do. When you talk about planning to do it, one of the tricks might have been a few a years before you actually got the funding to do it, so keeping their interests and making sure that what was once a priority remains a priority is part of this whole process. 
I think you'd want to be sure early that what you think is important to do is consistent with what people in leadership positions also think is important to do. That may involve some education. They may not be interested because it's not a priority, or it may be because they don't know as much as you do about the particular topic or clinic concern, in which you are interested, and that may involve some creative and maybe gentle and diplomatic education around the particular significance of a health problem or of a health-services issue, but I think especially in implementation research the more we select topics and address issues that are of concern beyond the research world the better chance we have of getting everyone on board. 
The other part of that, the pushback, I think is part of what we encounter in this work, it might be pushback from leaders, it might be pushback from providers, it might be pushback from patients. It can come from many different angles, and sometimes it can come all at once. Having ways to understand the nature of it, what is it that isn't quite working, is it the way you're doing things, is it a lack of attention to certain realities in a clinical setting or in a facility that you weren't aware of or maybe changes, changes in leadership, changes in regional or national issues that affect the course on which you set out. I mean my first reaction is we need to understand why the pushback is there, what the nature of the pushback is. Is it something that we can address? Is it something that we can, as researchers have our own perspective on. 
I think sometimes with engagement there might be a tendency to not engage in a productive dialogue and not real bidirectional work that was brought up in one of the quotes where everyone at the table is entitled to their own perspective, and the ideas is can you find mechanisms to come to a common ground to come to consensus and sometimes to make compromises to what you wanted to do. It can be serious, it can be minor, it could be anywhere in between in terms of the pushback. Do you really want to have a lot of ways on your teams and with your partners to know up front, hey, we might not agree on everything that will happen, what ways are we going to use to talk about when things don't go right, or when things aren't satisfactory and think about mechanism for the having of dialogue around that problem solving. Erin, thoughts?

Dr. Erin Finley:
No. Again, I think it was great. The only thing I would add would be maybe just again this piece about egolessness, which is always the hard part, but I certainly have been in the position of being very excited about something and couldn't get any traction. It's not a fun position ever, but it's such an opportunity for understanding why it's not appealing because if you can understand that, then the next conversation is going to be a lot more productive. Again, it gets back to this relationship building. If you can get that dialogue going early enough and long-term enough, there's a commitment on all players part that this is about something larger to us, and we're moving in a good direction together, and if it's not this time, it'll be the next time, and how do we do this? I think the educational process can be very bidirectional as well. 
Dr. Allison Hamilton:
That's the one thing I would just add to that, of which you made me thing, Erin, is something that we've talked a lot about in the workgroup and the conference that took place recently is the issue of trust. Trust really goes hand in hand with this long-term nature of engagement. When there's pushback you really, at least in my experience, you really need to kind of tap into the extent to which there is trust among all of the stakeholders. I know in some of my own work with veterans at first with newer partners I felt as if I could never make a mistake, that I had to do things perfectly the way the veterans would want me to do them. You realize well, okay, we're human. 
We're going to make mistakes, and we're going to take wrong turns, and part of the process of developing trust and reciprocity is really in acknowledging okay, we're all going to make mistakes and no one's going to be perfect in this process. There are going be misunderstandings and wrong turns, but can you rely on the relationships that you build and the trust that you build to deal with that the way you would in any relationship and say okay, let's understand why it didn't go right. I'm still going to be here tomorrow. We're still going to keep on trying to work together. Acknowledging that this is not a perfect-- It is anything but a perfect process I would say, and the trust is really at the core of that. 
Molly:
Thank you. The next question. This is probably a big questions, but I was struck by the quote of the researcher who said that since they were more established in their career they felt they could use 'riskier' research methods such as CBPA. As an early career researcher, what might a mini version of engaging stakeholders with fewer resources and less of a grant record. 

Dr. Allison Hamilton:
Such a great question. Erin, I've gone first. Do you want to go first on this one? 

Dr. Erin Finley:
No. I don't know the answer. I want to hear what you've got to say. 

Dr. Allison Hamilton:
I'll give it a shot, and then you chime in. I wish we could hear everyone. Yeah. This is a really striking aspects of several of the interviews that I did. These were all senior people. They talked about getting to a more comfortable place, having established a track record of funding applications collaborations, etcetera, that maybe positioned them a little bit more comfortably to do more engaged research and even to go in a community-based, participatory-research direction and as part of that get some funding support for it. I wondered if someone would ask actually that particular question because I've thought about it a lot too. 

I think we're at such a good moment in VA with the interest in patient-centered care in increasing veteran engagement in research in heavily partnered research like the creates and the Partner Evaluation Centers, the QUERIS, etcetera where there are a lot of opportunities for mentorship. Oftentimes it is the more junior investigators who bring really fresh perspective to this work who are willing to do the ground work and the leg work that it takes to be engaged with people in genuine and meaningful ways who can take the time to establish those relationships. 
I think the hitching of one's wagon to efforts that are compatible with the type of work that you want to do in a more engaged direction can be one way of achieving that. It may not be kind of the rocketing to the top of this work quite as quickly as anyone would want, but it's a way to be part of the process, get in on the ground level, and really learn by doing and offering often some of that real intensive work that it takes to establish these types of relationships. That being said, one never knows. I mean designing of good projects, good pilot projects, building this type of work into career-development awards and that type of things also has potential. I mean one never know kind of what's going to pass muster with the review process. It's just my opinion. I do think that we're at a time where there's more receptiveness to this type of work, and it can happen at all different levels, sometimes in collaboration with forcing your people or maybe in a formative way in some of the preliminary studies and pilot work that some folks want to take on. Erin, thoughts. 
Dr. Erin Finley:
I think that's really great. Just to piggy back on that a little bit and sort of echo something you said, I do think that one of the benefits of being at a time where stakeholder engagement is increasingly described, increasingly understood, and we're given more and more examples of strategies for doing that. I think it's getting easier to build it into anything we do, and probably very smart to build into anything we do. So for anyone at any stage in their career, there might be more or less. You might want to do a little more towards one end of the spectrum or the other, but building it into what you do, in light of what Allison said, I think is a great idea. 

Dr. Allison Hamilton:
I don't want to suggest that there isn't a trade off let me say because sometimes you might find, I definitely find even in my own work, maybe some of the more engaged aspects of what you do happen outside of your tour of duty. There's a commitment to this type of work that I guess takes a lot of people beyond the scope of what happens in their 9:00 to 5:00 days. Sometimes, we have to keep up of course with the academic expectations and the impact factors of certain journals and the types of funding mechanisms that we seed. 

We have to keep up with that and also if you're really passionate about engaged research, do some of that a little bit more on the side if it does not happen to fit in with a more traditional research portfolio. I mean I think it's worth the extra effort. I think a lot of the investigators that I interviewed would echo and did talk about how it's worth it because it makes our work better and more relevant and more sustainable hopefully. I have to acknowledge that there is a tradeoff and sometimes we might not be able to do as much of this work as we want because there are other pressures that we're under for more traditional research products. 
Molly:
Great. Thank you both. The next question. What do you do if providers are ambivalent about the implementation? 

Dr. Allison Hamilton:
Erin, do you want to pick this up?

Dr. Erin Finley:
I think that's something to potentially be expected. I think that's part of the process. I think there's always an element of making sure from the front end, you really believe there's evidence for and you really believe it's going to be productive and useful for the providers as well. But I think it's always essential for us to take time to make that case effectively and to learn from the provides with whom we work about how to most well make that case effectively. When we see that we're not making it effectively, we need to go out and find new ways to do that. I think there are great examples of past implementations that saw early on that there was a problem with provider ambivalence and found new strategies for working with that, but I think it's an important thing to anticipate. Allison? 

Dr. Allison Hamilton:
Yeah, I completely agree with you. I think it also speaks to the critical importance of formative evaluation including, Erin and I, I can safely say would both put a plug in for the importance of early qualitative research and implementation research that very early preconditions and preimplementation work that Erin mentioned where you may still encounter ambivalence throughout the course of the process, but as much as possible learning from providers very early on not only what they think about what you have in mind to do, but also where they are at this moment before you go about trying to change anything. 
Understanding care as usual, treatment as usual is important for the change that we're trying to achieve in implementation research. Typically what we see is some combination of quantitative and qualitative methods to get that baseline or diagnostic assessment of what happens, insights then with provides and administrators because that can change a lot about what we do with our implementation strategies once we know where people start from, what there anticipated barriers are, what they may or may not know about what it is you have in mind to do. 
Again, my opinion, but I think you have to get a very solid understanding of that before you go about trying to change anything. It's often when we don't have a strong enough sense of that that we come up with experiences in the field, trying to do something, we're like oh, I didn't even know I would have change these five things before I could change the things I'm really trying to change. It just speaks to how critical evaluation is from a very early stage, and of course if that is buttressed by early engagement and a strong sense of what's happening with providers and what their priorities and contingencies and pressures are. That can really help pave the way not completely eliminate the possibility of resistance or ambivalence but hopefully address where you might find those pockets, and then as Erin said really innovate with your implementations strategies to try to address that and look to prior examples for lots of great ways to do that. 

Molly:
Thank you.

Dr. Erin Finley:
No. Just to add one more thought there as well, I think it's great that we do see some ways you can get some funding to do that work depending on the mechanism your interested in, and also there are ways to publish that early preimplementation work as well. It's been great to see the field really recognize what an important phase that is, so that it can be productive in the ways that we're often graded or whatever around funding and publications, so that work is recognized. It also leads towards all of the next things we need to do down the line. 

Molly:
Thank you. The final question we have, how do you sustain the level of interest among stakeholders. 

Dr. Allison Hamilton:
That's another great question. I love these. I think Erin and I were the most excited for the questions.  If I think about the interviews that I conducted and ways that investigators talked about that particular issue there's an opportunity for sustaining engagement, I think, which is around keeping people informed of what you've learning, what you're changing and possibly not changing, but doing it in ways that are palatable and relevant to people's daily pressures. 
So it's not saying well, here's the latest paper I wrote about our preimplementation evaluation, but rather have some feedback loops built in to the implementation process, so that there's a sense that things are happening and that good things are happening especially I think we are all are most concerned that good things happen for patients, and that they experience positive changes, satisfaction with what you do, that it promotes the things that you hoped to promote in their lives and in their health, so, ways of achieving that via as I mentioned before like some type of gathering, a lunch, a town hall meeting, calls if you can get people on calls. But usually people don't want to add another call to their schedules. 
Maybe it's a newsletter that Action-Based Research Network uses the newsletter to keep in touch with site leads, so, a lot of different and creative ways to keep people aware of what you do, not because first and foremost it's part of your duty to do that but rather to keep up that momentum, and that interest in oh, wow, they seem to be within the doing of something great. Maybe I want to keep hearing about that, which sounds a little idealistic I know. That's one piece of it I think to keep up the momentum. I think also being responsive and aware of changes that inevitably happen in different clinical setting and facilities and in having multiple ways of learning about that, which again is greatly facilitated by engagement at different levels. 
For example I know that I learn about things that I wouldn't otherwise know about by virtue of work that I do directly with veterans in the system, and maybe in having access to provider meetings, to different types of meetings where you're more a fly on the wall, but when you have that greater awareness of dynamics and changes that are happening. You can then tailor your approach to sharing what's happening in the study to those dynamics and to those people. Not everyone's going to be interested in what we're doing all the time, and I think that's okay, but having a sort of routine regular way of getting back information to people can really help with that. I'm going to keep thinking while you bring up your ideas, Erin because it is a great question.
Dr. Erin Finley:
I think you said a lot of it. There's this balance too to be struck with. We don't ever want to pester people. We don’t want to give them information that isn't useful to them or motivating in some way. I think there's a balance to be struck. It is certainly easier when you deal with a site where you know everyone and you can go and check in, but most of the time we don't do that these days. We do much more multisite implementation efforts and it's more complicated to give that feedback and keep those conversations going over time. That's something I'm really forward to learning more about, the different ways people do it and find to be effective because I think it's a real challenge especially we deal with systems that are changing, when we deal with a lot of competing demands and often very stressed providers. How do we try to do what we do to make their lives easier as well? It's a challenge. 
Molly:
Well, thank you both. That is the final pending question. I know we're a few minutes after the top of the hour, but did either of you ladies want to wrap up with any concluding comments? 

Dr. Allison Hamilton:
I would just say because I know folks probably have to get to their 12:00 meeting or 3:00 or 2:00 or 1:00-- I would just thank everyone for joining us today for providing us with such great and interesting questions. We really hope that this is part of a bigger dialogue about these issues and about the importance of engagement in the types of work that we do. We're just so grateful to have all these wonderful colleagues and everyone in the systems who's working on this and just trying to make our work as meaningful and impactful as it can possible be. Just really grateful for the opportunity, and I personally am very grateful to Erin for being my partner in all of this and to all of my colleagues, so thank you very much. 

Molly:
Thank you. Erin, did you want to wrap up with anything?

Dr. Erin Finley:
Just again to say thank you. The questions were really wonderful and gave me lots of good things to think about, so I very much appreciate that, and thank you to Allison of course. 

Molly:
Great. Well, thank you both for coming on and lending your expertise to the field, and thank you to our attendees for joining us. I am going to close out the session now for our attendees. Please wait just a moment while the feedback survey populates on your screen and take just a few minutes to fill out those questions. We do look closely at your responses, and it helps us to improve our program, improve presentations, and gives us ideas for new sessions to facilitate. Thank you everybody for joining us, and this does conclude our HSR&D Cyberseminar for today. 

[End of Audio] 
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