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[bookmark: _GoBack]Molly:		Joining us today we have Dr. JoAnne Kirchner. She is the PI for the VA QUERI for team based behavioral health and a professor in the department of psychiatry at the University of Arkansas for medical sciences. We’re very grateful to have Dr. Kirchner with us and JoAnne, I’m going to pass over the screen share to you now. [Pause] Alright, we can see your screen but you may still be on mute.

Dr. JoAnne Kirchner:		Oh, I’m still on mute. How about that, can you hear me okay?

Molly:		Perfect.

Dr. JoAnne Kirchner:		Great, okay. Well, I’m looking forward to doing this presentation. It draws from several bodies of work that we’ve conducted over time and as with most implementation science studies, all of this was a team effort. So, I’ll present findings from two different studies and I’ll acknowledge the study team as we present the findings. As you can tell, I have a bit of a cold but Molly has assured me that she is going to step in and provide entertainment if I lost my voice during the presentation so I’m not sure whether I ought to just go on and do that just to see what happens or it might occur naturally.  So, Molly, be prepared.

This presentation actually grew out of a panel that Ann Sales, Theresa Damush and Lisa Rubenstein and I did about implementation strategies. My portion looked at one specific strategy, implementation facilitation. So, building on that talk, I’m going to start by embedding your work within a conceptual model or framework and of course, given the focus on facilitation, I’ll do a description of the i-PARIHS Framework. This is an updated framework as for last year, I think, in March. Then I’ll talk a bit about the work in which we applied implementation facilitation and the evaluation of that strategy very briefly going over our findings. Next, we’re going to touch on knowledge transfer and spread. What do you do when you have an evidence based implementation strategy? Then continue on discussing where facilitation fits amongst other implementation strategies and I’ll show you a very small slice of the data that we collected in the ERIC study which I know has been presented in this venue in the past. Then we’ll go back to the study where we evaluated the facilitation and I’m going to present some data that supports it as a meta-strategy that actually involves multiple implementation strategies. Then I’m going to end with some of the work that is going to be coming out of our QUERI program. 

So, you all are all going oh, my god that’s a lot. Well, that’s the way I feel, but before we get started, I’d like to know a little bit about each of you so we have a poll question.

Molly:	Thank you. So, for our attendees, as you can see on your screen, we do have a poll question up there for you. We’d like to get an idea of who is joining us. So, please respond, what is your primary role here in VA and the answer options we have are: student, trainee or fellow, clinician, researcher, Administrator, manager or policy-maker or other. Please keep in mind if you are selecting other at the end of the session when I put up the feedback survey there will be a more extensive list of job titles and you might find your exact one to select there.

It looks like we’ve got a nice, responsive audience already ¾ have replied so I’m going to go ahead and close out the poll and share those results. It looks like 7% of our respondents are students, trainees or fellows, 3% clinicians, an overwhelming 63% of researchers, 13% Admin, manager or policy-maker and 15% other. JoAnne, did you want to…go ahead.

Dr. JoAnne Kirchner:		I would, I’d like to make a comment on that. I really appreciate the 16% that are Administrators, managers, policy-makers or clinicians because I believe facilitation is one implementation strategy that is particularly well suited to that group of individuals so it’s nice to see that representation.

Molly, do you want to go to our second poll question?

Molly:		Sure. So, now we would like to get an idea of your research experience so please select one of the following: you have not done research, you have collaborated on research, you have conducted research yourself, you have applied for research funding or have led a funded research grant.

It looks like those answers are streaming in, we’ve had about 60% response rate so we’ll give people a few more seconds to get their replies in. Alright, we’re right up again around the 75% mark so I’m going to go ahead and close this poll out and share those results. It looks like 9% have not done research yet, 23% have collaborated on research, 32% have conducted it themselves, 1% have applied for funding and 35% of respondents have led research grants.

Dr. JoAnne Kirchner:		That’s a nice distribution, I always like thirds. So, let’s go to our next poll question.

Molly:		Alright, this is the final poll question we have and this one is a little different. We would like you to select all the options that apply. So, which best describes your experience with implementation facilitation: have not used implementation facilitation, have collaborated on research that applied implementation facilitation, have led research that applied implementation facilitation or have served as an implementation facilitator. These responses are anonymous and you’re not being graded so feel free to click as many as you need to there.

Alright, it looks like we’re right up around the same response rate so I’m going to go ahead and close this poll out and share those really quick. So, 41% of respondents have not used it yet, 44% have collaborated on research that applied implementation facilitation, 20% have led it and 28 % have served as an implementation facilitator. Thank you once again to those respondents.

Dr. JoAnne Kirchner:		Okay, so, for those of you that are very embedded within facilitation, please realize that I’m going to step through some things for those 41% that have not used implementation facilitation yet. So, be a little bit patient. Okay, let’s see. I’m going to skip through the poll questions which Molly did so well. I want to apologize that I don’t have references on these slides. I realized it when it was a little late but I’ll try to get a reference sheet to Molly and she can post those as well. 

We’re going to start with the i-PARIHS Framework as I said in my outline. This framework, basically, notes that successful implementation is impacted by four constructs. The first is the context within which you are implementing the innovation. So, i-PARIHS proposes that you have factors in the inner and the outer context that targeted recipients effect the implementation of an evidence based practice. The inner context would include both the immediate setting for the implementation, like which department you’re going into, primary care clinic, community based outpatient clinic, as well as the organization within which that department or clinic is located like the VA medical center. Outer context refers to the wider health system in which the organization is based and the policies and regulatory frameworks and the political environments that govern the way that the health system functions. So, that would be like the national VHA policies or even regional VHA policies. 

For examples of an i-PARIHS inner context constructs that can influence implementation, leadership support is always at the top of the list as well as the culture within which the activities are occurring. Is this a culture that supports change and supports learning or is this a culture that likes to do things the way that are tried and true? Also, the organizational priorities within the inner context, whether or not they have established evaluation of feedback processes. Do they have learning networks where they learn from each other? Then, what structures and resources are available? Examples of outer context constructs include policy drivers and priorities, incentives and mandates and whether or not there are inter-organizational networks and relationships. Are those available within which to learn?

Now, PARIHS also notes that the innovation itself can influence successful implementation. Although the construct includes characteristics of innovation that are support by theory and empirical evidence like relative advantage, usability and trial ability, this construct exclusively focuses on finding and applying evidence. Evidence is not just information obtained from research but it is also information that is obtained from other sources such as clinical experience and patient preferences or experience. Other implementation scholars have made similar arguments and it’s important to note that the power of various evidence types to prompt providers to alter their practices varies widely across a provider and a system. In fact, for those of use that have been out there doing facilitation, we know that reliance on research based evidence alone does little to change practice. There’s substantial theory in empirical evidence that suggests that providers’ own experience will influence the innovation adoption.

Then, there’s the recipients themselves. So, the construct of recipients focuses on the intended targets for implementation which may be individual providers or perhaps healthcare teams. Key characteristics of the recipient would include their motivation, the values and beliefs, their goals, their personal goals, their team goals, their skills and knowledge; is this a group of stake holders that have had experience in quality improvement or in implementing large initiatives? Do they have the protective time to actually learn about the innovation and to change their practice? Do they have the resources and support that would allow them to make those changes and do they have the power and authority to change?  

All of these factors, context innovation and recipient factors, work together and influence each other to impact successful implementation. i-PARIHS gives us one final construct and that is facilitation. There are several definitions of facilitation. This is my favorite: that facilitation is the process of interactive problem solving and support that occurs in a context of a recognized need for improvement and a supportive interpersonal relationship. So, it’s not about providing technical assistance or saying oh, this is how this works or simply giving academic detailing. It’s building a relationship with the key stake holders at the site and understanding the site itself and then helping and enabling them to implement the innovation. 

PARIHS then would say, this is the active ingredient for change and that facilitation, which can be external or internal to the organization, applies multiple discreet strategies, is flexible in what is used based on the needs of the organization and the recipients and the innovation itself and it strongly relies on interpersonal skills. That facilitation actually can mediate barriers whether they are contextual, associated with the innovation or the recipient and thereby increasing the successful implementation of the innovation. 

One thing about facilitation is, I like to say it’s agnostic. I presented facilitation within the context of i-PARIHS and that’s because I think PARIHS does the best job of describing facilitation and how it can influence the other constructs within the conceptual model or framework; but, facilitation also works very well with the CDC’s replicating effective practices. We have it as an evidence based practice associated with REP. It’s called REP-F. I’ve seen it work well with CFIR and I’ve seen it work well with PRISM, the Performance and Routine Information Systems Management, as well as Simpson’s Framework for Transfer and Research to Practice. So, because facilitation, I presented it within a framework of i-PARIHS, that does not mean that it cannot be used successfully with other conceptual frameworks. 

Let’s talk a little bit about some work in which we implied implementation facilitation to implement primary care mental health integration. This is our team, our study team and what I would like for you to note is that we have implementation facilitators on the same side as our clinical partners and then the evaluation team is over there being led by Geoff Curran on the other side of the slide. I’ll bring this point up later but this is because we had a very separate boundary between the implementation activities and our implementers, our facilitators including myself. We actually worked as instituting quality improvement at these sites. The evaluation team worked as researchers so, we didn’t really talk to each other which was interesting for friendships. 

Let me describe the implementation strategy. How did we apply facilitation? Remember when I said that facilitation could be either external or internal. Well, we had both. We had an external facilitator who happened to have skills in implementation facilitation as well as the innovation that was being implemented – primary care mental health, then also was able to link to other experts and implementation resources at a national level. The external facilitator trained and mentored an internal, regional facilitator. So, in this case, we located our internal facilitator at the network level. I’ve seen it work well at the VA medical center as well but we chose to do this at the regional level. They were very familiar with the local and regional organization structure, the culture, the clinical processes, how things worked and how different sites might respond to change. They worked directly with site level personnel and came in as someone that was on the team. What happened with the internal regional facilitator that we didn’t actually predict but I thought that it worked very well, was that it allowed the institutional knowledge that was gained within a network to remain after the program was done. That was kind of an added bonus for us.

So, for this strategy, our pre-implementation activities focused on engaging leadership, identifying our key stakeholders, conducting a formative evaluation and providing academic detailing. This academic detailing wasn’t just on primary care mental health integration but was also on what the sites could expect from the facilitation and the course of facilitation. Once the sites had hired their primary care mental health staff, we moved into what we considered the design phase. During this period, we started working on an implementation plan. Now, the design phase varied greatly in length in terms of when it was initiated and how long it lasted. That was specific to the needs of the individual site but, it was concluded once we had completed an implementation plan. During early implementation, we continued to engage and partner with our stakeholders. We helped them find the implementation plan emphasizing that the implementation plan was a living document that needs to be modified to ensure that the innovations is adapted to fit the site’s needs. We looked at barriers and helped problem solve, monitored the progress and provided an audit and feedback mechanism for the sites to do that themselves. 

We also established regional learning collaboratives for the primary care mental health providers. I bring this out specifically because this was another intervention that, I think was particularly successful. These regional learning collaboratives still remain long after we have left. So, site staff, clinical staff and managers learning from each other actually, they’re the experts in how to changes things. So, I think establishing these learning collaboratives has been a real positive thing more and more within VA. 

During the late phase, facilitators and stakeholders continued to partner and we included audit and feedback of the process again, something that they took on more of, identifying the problems, resolving and then integrating primary care mental health into other organizational systems and processes.

Finally, in the maintenance phase, facilitators partnered with the stakeholders to identify what the key elements of the implementation plan were that were necessary to sustain change. Then help them to establish the mechanisms to convert those elements from being something that the facilitator was involved in, into being something about just the way we do things here. 

Let’s talk about the evaluation. That was the implementation strategy, but we also evaluated it. Again, I emphasize, this was an independent evaluation. We didn’t have a research assistant that was calling up and setting up meetings when the facilitators needed to go to sites. That all had to be done by the facilitator or the facilitation team. Our study aim was to test the effectiveness of the implementation facilitation strategy versus the standard national support alone to implement primary care mental health integration. We looked at the extent of clinical level outcome, provider behavior change and changes in veteran service utilization. 

Now, you remember that I mentioned that we had both an internal and an external facilitator and it’s like wow, you’re throwing the book at them. Well, that’s because we selected sites that had been identified as being unable to implement the program without assistance. So, we were not looking at those early adopter sites, you know the ones that you can hand them a guide or a toolkit and they can implement a program with great fidelity. We were looking at the sites that needed substantial assistance and we developed a program that hopefully, would provide the assistance that was needed. 

We had a quasi-experimental, Hybrid Type III Design, I’m going to speak a little implementation here, and used mixed methods. We had 16 primary care clinics that were implementing primary care mental health and as I mentioned earlier, the network directors identified the potential clinics as unable to implement the innovation without help. So, we had eight implementation clinics and eight comparison clinics. We used something called a consensus matching approach and I’ve been trying to get Mona Ritchie to write this up but she hasn’t yet. Rather than randomizing, we actually had several clinics that could potentially be involved in the program and we had an expert panel that matched the intervention and the nonintervention sites on size, location, perceived need, perception of the evidence, innovativeness and academic affiliation. 

Our principal findings were that in the late and maintenance phases, that’s when we actually measured these outcomes, the facilitation clinics had greater reach, greater adoption and by reach we meant the percentage of patients that had primary care mental health encounters. We had greater adoption, the percentage of providers that referred patients to primary care mental health and also the percentage of patients that they referred. So, of those referring providers, they referred a higher percentage of patients. We also looked at implementation fidelity and while there was no difference in our quantitative measure, our evaluation team did a really great process to measure fidelity in which they interviewed key stakeholders at each of the sites and developed site profiles of the primary care mental health program and these were blindly rated by a panel of primary care mental health experts and there was higher program fidelity at the facilitation sites than there were at the non-facilitation sites. We didn’t see any difference in effectiveness and I’ve got to admit that that was because the PI selected a very poor measure of effectiveness and I can say that because I was the PI. 

At the time, and this was way back in integrated care a few years back, we felt that we hypothesized that if primary care mental health was highly effective that there would be fewer referrals to specialty mental health care. It made a whole lot of sense at the time but those of you that have worked in primary care mental health, you’re probably laughing right now because what actually happens is that, yes, primary care mental health providers do handle and decrease the number of referrals to specialty mental health care; but they also identify mental health illnesses that are best served by specialty care that would have otherwise not been connected with specialty mental health. So, what we saw was basically a wash across effectiveness. 

So, we have an evidence based implementation strategy. So, what do you do? Well, we could write it up and it could sit on the shelf for 17 years before it gets implemented into routine managerial care or we could realize that as David Chambers [PH] has said, implementation science is a team sport. What we did from the very beginning of the study is that we engaged national and regional VA clinical and operational leadership throughout the study. We updated them about study progress, they were on top of what we were doing regularly. We also, and this is in my opinion key, the VA has a very targeted agenda and we selected an initiative that was consistent with VA policy and priorities so that made it something that our clinical and operational partners were interested in and something that they cared about. We also, again getting back on _____ [00:27:11] box, isolated the implementation activities from the evaluation so when we were through, we had a shelf ready product. That product was actually an implementation tool kit as well as a two-day implementation facilitation training program. 

The final thing is something where I see implementation science moving and I think we really need individuals who can bridge the gap between implementation research and clinical management policy. I actually was supported by the office of mental health operations for about a year and a half during which time I mentored senior external facilitators so that they could work to further implement and work with internal facilitators at the medical center level, implement primary care mental health as well as evidence based psychotherapies. 

So, where does implementation facilitation fit within all these hosts of other strategies. This is just one thing. Well, first of all there is no simple answer. I’ll tell you a little bit of a story. I was struggling with what’s technical assistance and what’s facilitation and what’s the difference between the two? So, I called up a buddy, Matt Chinman, many of you may know him. He’s an excellent implementation scientist, and I say hey Matt, you do technical assistance, I do facilitation. What’s the difference? We started talking and the more we talked the more we realized that there really wasn’t a simple answer. I wrote him an email and said we really ought to look into that, that’s really interesting. Well, about the same time, I had a hallway conversation with Enola Proctor. Enola Proctor is a very gifted implementation scientist that is outside of the VA system. She works at Washington University and actually leads the implementation research institute. I was walking by her office one day, roaming the halls of Wash U, and stuck my head in, hey what’s going on with you and she said you know, Jo, I just got this consult by a pediatric intensive care unit and they want to know what implementation strategy they should use to implement a new practice. She said I’m really at a bit of a loss. So, I said you know there’s not a really easy answer there, we really ought to look into that. 

Those two conversations actually ended up being the basis of the ERIC project, Expert Recommendations for Implementing Change. You’ll see a long list of individuals that were involved so you see Matt up there at the top because we did it alphabetically. Then you see, you know we’re down in the middle, but you also see the two people that I consider who were really the heavy lifters and carried the load on this and actually have all of the first author publications at this point. Tom Waltz was, at that time, a postdoctoral fellow that worked with me and Byron Powell was working with Enola. So, the ERIC project was, if you see on the funding, it’s a locally initiated project fund. Most of this was done with very little funding and largely just because everyone on that list believed that the work needed to be done. 

It had three different phases. First of all, for those of you that participated on the ERIC expert panel, I want to say thank you. I know that it was a particularly rigorous and perhaps very time consuming process but we’ve gotten some fantastic information from this. We had a three-phase expert consensus process that includes 71 implementation scientists and clinical managers. 66% were affiliated with the VA, the others were not. Many were affiliated with the VA as well as non-VA so it was VA heavy but it wasn’t totally VA. 45% noted that they were experts in a clinical practice that we were studying and 90% had some expertise in implementation. We actually had some representation from Canada as well as the US. 

What we did in the first phase was to identify, based on literature review and expert consensus, 73 discreet or individual implementation strategies. We identified them and gained consensus on their definitions. Then we went back to the 71 members of our expert panel and we asked them to sort these strategies into clusters or groups so that the strategies that were similar would be in the same cluster. This is a process called concept mapping and the process supports visually representing the relationship among a set of related concepts and empirically clustering them into distinct categories. 

So, this was our cluster solution. We had nine different clusters and you can see that this map can tell a story just in and of itself. The top clusters were more resourced focused and the lower clusters were more relationship focused. The clusters on the right were more provider focused and the left involved a broader focus. If you look at the yellow, right there if you look right there, provide interactive assistance, I’m going to blow that up. What you see over here is facilitation, number 33, but then you also see 54, local technical assistance and number 8, centralize technical assistance. So, to answer the question that Matt and I had, what’s the difference? Well, there is a difference and they were defined differently, but they are very similar and they’re in the same cluster. 

Now, we also asked our experts to provide quantitative writings on a scale of one to five, rating each strategy in terms of their importance and their feasibility. So, this is what we called “Go Zones”. So, you see feasibility ranging from 1.33 to 4.83, okay? Then importance from 1.87 to 4.6. So, we called the green area the “Go Zone”. Those were the strategies that our expert panel of 71 expert scientists and managers noted as being highly feasible and highly important and they’re facilitation. It’s right in the “Go Zone”. 

We’re going to switch a little bit and we’re going to talk about, wait a minute, facilitation does a lot of things. So, we’re going to go back to primary care mental health and see if we can understand what exactly facilitation is. Is it a discreet strategy or is it a meta-strategy? The external and internal facilitators were followed over a two-and-a-half-year period from the time of the initial site visit we would have an extra briefing and then we would do monthly debriefings. Also, the evaluation team conducted semi-structured interviews halfway through and at the end of our intervention of the implementation facilitation. 

The evaluation team documented their activities and the organizational contexts of the clinics that received implementation facilitation in detailed summary notes and debriefings as well as verbatim transcripts of the interviews. They conducted a content analysis of this data. What they saw was, yes, there was facilitation in terms of the ERIC implementation strategies but that was actually more the toolbox then it was a discreet strategy and that actually, of those 73 ERIC implementation strategies, many were performed by our facilitators. 

So, let’s talk just a little bit more about that. One, I’m going to give some examples of what we did. It included adapting a program design strategy. So, as I mentioned earlier, the timing of this implementation blueprint that we developed varied. At one site, we were able to accomplish it during our site visit. Another, it took a year for us to develop just a plan to implement. Both were successful. So, the time went from hours to months and who was involved in developing that program design varied. At some sites, it was just a few key stakeholders. At others, it was a very large group of individuals and what was included in that blueprint which patients were targeted, what providers were involved, how the clinical activities were conducted using prescribing guidelines versus not using them, what implementation tools that varied greatly as well. So, even within that one discreet strategy, what a facilitator does varies greatly based on the recipients, the context and the innovation at that site. 

Another discrete strategy is adapting stakeholder engagement. So, recruiting and training leaders for the implementation effort. That was from a piece of cake to pulling teeth. Sometimes, I’ll tell you, no one can hide like a leader and so sometimes building those relations and coalitions can be quite hard. At one site, we did it by eating soup on soup Tuesday. At another site, it was hallway conversations whenever we could just answer a quick question and I call this dancing backwards in high heels because it’s not easy to do but you do what you need to to stay on the dance floor. 

It also varied in terms of getting our top leadership on board. For this project, we felt that the pentad, quadrad, tetrad, whatever the senior leadership was at the site, that they needed to be fully knowledgeable and engaged in the implementation process in terms of knowing what was going on in primary care mental health and getting updates. Engaging them went from saying how can we help you achieve what your personal goal may be, and it may be an access goal, it could be a measurement goal, and when possible we would incorporate it into how we implemented the program. Sometimes we had to just step back and call in more senior leadership at the network level and let them address the need for leadership to be on board. Sometimes we involved executive boards, at some sites we did not. Just in adapting the stakeholder we adapted the stakeholder engagement strategy as well depending upon the sites. 

Finally, training and education strategies. When we went to conduct educational meetings we always had power points and we always had handouts. Sometimes it would be a very informal setting and we would end up just drawing things on the board and just talking to a group of individuals. Other sites were much more formal. I would always ask how do you guys like to handle this? Do you want a formal presentation or do you want to just kind of go through a talk? Some of the conducting the ongoing training where the internal facilitators were, this went from just maybe checking with people and maybe shadowing them to actually very frequent contact because the needs of the site personnel to implement the program and to understand what primary care mental health meant varied greatly. Even creating their network learning collaborative across our two networks varied even though we only had two networks. That in and of itself varied in terms of at one site it already had a network and we were able to build off of that. At another, we had to build from the ground up. 

Our results were that the study sites really experienced a wide variety of implementation challenges from limited buy-in and support to not understanding primary care mental health to the lack of resources, competing demands and at one site, god love them, we went through three different sets of primary care mental health providers. So, throughout the process of working with these sites, we had to assess individuals and contexts as well as the processes, progress and outcomes. We actually used, based on our content analysis, 70% of the 73 discreet strategies that were identified by ERIC. The facilitators tailored what was needed based on who was involved, timing of the strategy application and how they operationalized the strategies. 

Bottom line, discrete implementation strategies are not always implemented discreetly. We might sit down to provide education and engage stakeholders and build coalitions but at the same time, we might have to be ready to apply other strategies that you don’t’ know until you sit at the table. Facilitators of complex programs in challenging healthcare settings need to know how and when to apply these strategies and to apply them in combination as needed. So, that’s the flexibility that I noted when I first started talking about facilitation. So, selecting the strategy is only the beginning. To facilitate implementation, they also have to be adapted to the characteristics of the particular healthcare setting. 

So, basically there’s a lot of work out there to be done. I’m going to give you just a little bit of a heads up on what we’re doing within our QUERI program and then I’m going to stop for questions. We are currently updating our implementation facilitation training manual. It is, I would say, it’s probably going to be ready late winter or late this year or probably early spring. It’s going to also include some work that we’ve done over the past five years on virtual facilitation as a best practice because in real world, we can’t always go to the sites and if we are able to get one site visit, that might be all you get. Jeff Smith and I, we used that to update our facilitation training. We’re planning on conducting implementation facilitation training in Little Rock in late February/early March. That, too, will have a virtual training component which we’ve already piloted last year. Jeff Smith is leading some work on developing a fidelity tool that’s based on the core components of facilitation that is going to identify to a scoping review of the facilitation literature so that we have a way to measure whether or not implementation facilitation is being done with fidelity. We also have an implementation facilitation strategy dimensions that can be useful for planning, assessing and reporting facilitation activities and we have developed methods to document activities over time. We’re using it in the three projects within our QUERI program and we hope that that will be able to disseminate that more broadly within the next month or so. 

So, Molly, I’m going to stop there and see whether or not you have any questions for me.

Molly:		We do have some questions. Can you actually back up one slide? There, already read my mind. Okay, so we do have plenty of questions that have come in for attendees looking to submit a question, please use the questions section of the go to Webinar dashboard on the right-hand side of your screen. Just click the plus sign next to the word ‘questions’ that will expand the dialogue box and you can then submit your question or comment there. 

Alright, so, the first one: what was the purpose of the pre-implementation formative evaluation?

Dr. JoAnne Kirchner:		Well that…pre-implementation actually is when you’re engaging your sites and you’re identifying which ones you’re going to be working with. We actually, what I consider now I wish we had done differently, is that we didn’t do our debriefing as we were identifying our sites. We were evaluating whether or not there were enough sites that would be unable to implement the program without assistance within a network and which sites those would be. Currently in our work, we start documenting and debriefing our facilitation activities as soon as we start doing that. So, we learned something because that work in and of itself is where you really conduct your first engagement and as you’re doing that engagement, the formative evaluation there is to identify whether or not the sites are appropriate for your study criteria. 

Molly:		Thank you. Where do we find the toolkit that you developed? 

Dr. JoAnne Kirchner:		It is on the QUERI website.

Molly:		Excellent. Great work. Is the implementation facilitation training manual available to non-VA folks?

Dr. JoAnne Kirchner:		It sure is. It has been used actually, in several non-VA studies. Again, the one that we wrote is getting what I call a little mothy, so a little bit old, but it is available on the QUERI website. It’s also connected to a manuscript that Mona Ritchie published in 2014 in I think it was JGM [PH] or maybe Psych Services, I apologize guys I should have gotten the references together. So, it’s also associated to a link there but you can get it on the QUERI website. Just realize that it’s getting a little old, it focuses largely on implementing primary care mental health but our new manual will be more general and we hope to have that one out by early spring on the QUERI website.

Molly:		Excellent, thank you. The next question we have: did this group assess the contextual factors associated with the success or nonsuccess of the implementation? It would be good to know what those factors were and how they were assessed. 

Dr. JoAnne Kirchner:		Yes, we did and those were done by both key informant interviews with multiple stakeholders at the site as well as some…we didn’t do a quantitative assessment. The evaluation team chose not to do a readiness to change or an ORCA but rather to do kind of a mixed methods interview with the stakeholders and I believe that Mona Ritchie has a manuscript that is either under review or about to go under review that talks about that. 

Molly:		Thank you. You said you had a “shelf ready” product at the end of the study, what form did that take and how did you make it available to other sites? Was it implemented by the other sites?

Dr. JoAnne Kirchner:		That’s an interesting story. So, one of the challenges of doing partnered research is that partners move a heck of a lot faster than researchers. So, I actually got a call from the new director of mental health operation who said hey, I think that I want…or I know that I want my office of mental health operation personnel to approach practice change with a facilitator’s lens so I need some sort of manual and training. I said oh, I’m so thrilled, yes, that’s going to be one of our products out of our grant. I can have it to you in…maybe I can squeeze it in maybe in a year and a half. We’ll have all the information to go into it and it’ll be…I’m so glad you want it. Uhh…I don’t need it in a year and half, I need it in five months and I need the manual and I need the training. Can you get it to me by October? After I picked my jaw up, I said, of course I can get it to you by October but you realize we haven’t established the evidence yet. We’re still collecting it. They said, I know it works, I’ve seen it work, I want the manual. So, we took a diversion and put some sweat equity into it and developed the manual over a five-month period. So, if you go online and you read that manual and there’s a typo in it or a sentence that doesn’t make complete sense, then just realize the timeline that we had. Then we went to Washington and did three different trainings so that their personnel could be trained in implementation facilitation. 

Molly:		Thank you. 

Dr. JoAnne Kirchner:		And then, oh, Molly and then we got the P value that said that it was evidence based.

Molly:		It’s always helpful to have that in there. What strategies did you use for identifying stakeholders?

Dr. JoAnne Kirchner:		Well, you ask and you ask and you ask. It’s interesting, I always like to have Jeff Smith on the call with me because we approach facilitation differently but my approach is always that you always engage leadership so even though your contact might be mental health leads in my case, you always engage senior leadership. We actually started at the regional level so we used…we allowed a network, mental health leadership and primary care leadership to identify who the key stakeholders were at the site and then that was frequently the mental health or the primary care ACOS so then we engaged them. Then, we asked them about who are other key individuals that should be engaged in implementing primary care mental health. So, you just keep asking and asking. You ask for an organizational chart and then you also know people that sometimes might not be as intuitive to the senior leadership or midlevel leadership. My experience had shown me that it is critical that you get an information technologist at the table. It’s also, you had better have nursing leadership on board. So, just experience, we knew that we needed some individuals but then we asked again, who else would interact with this program at your site? We learned from sites, we need our suicide prevention coordinator at these meetings. So, we learned as we went along and then we would ask, what do you think about this person or the person in this role and then who else do you think will interact or be influential? It’s different at each site. You start with your key contact and then build your stakeholder group based on information that they provide you or information that you have obtained through an organizational chart or through other resources. Realize those internal facilitators, they knew who the key players were at each site so that was another real plus. They knew the sites, they knew the power players, they knew the provider that if you didn’t have that provider on board then you are shot out of the water. I would just say, my style is senior leadership, going through a point person to identify…going to them and saying these are the people that we have seen be effective in the past and then just asking who else, who else, who else?

Molly:		Thank you. Thank you for a really interesting seminar. It’s nice to see we are doing similar implementation facilitation work. Do you have any resources available online? Templates, instruments, etc. and greetings from Norway. 

Dr. JoAnne Kirchner:		Well greetings back to Norway. Yes, we do have…we have the manual and just realize that the manual, as I said, is just a little bit old and mothy. That is available and all of these tools that we have listed under implementation facilitation are going to be available and they will be available on the QUERI website. We are just, like I said, months away and I actually asked my team, I said can I put up some coming attractions and just kind of…because I do want you to understand that these things are coming they’re just not…just kind of look for them and we will be posting them on the QUERI website when they go up.

Molly:		Thank you. Somebody wrote in, I have found the manual it’s on the QUERI website, queri.research.va.gov under the toolkits section under implementation so feel free to go check it out there. Are the 73 strategies, particularly those in the “Go Zone”, on the QUERI website as well?

Dr. JoAnne Kirchner:		You can look…actually those strategies are listed. Tom Waltz, I believe it was in 2015 in implementation science, has a brief report that shows that “Go Zone” picture as well as a list of the…Byron Powell has a list of the strategies and then Tom Waltz, both of these were in 2015 in implementation science, has a manuscript that lists the “Go Zone” information and the concept map.

Molly:		Thank you. 

Dr. JoAnne Kirchner:		So, look under Byron Powell and Tom Waltz, two very, very bright guys. A pleasure to work with them. 

Molly:		Excellent. Somebody writes in, is the QUERI site you’re referring to the mental health QUERI?

Dr. JoAnne Kirchner:		It was the mental health QUERI. It is now the QUERI for team based behavioral health, but yes, that’s the…that was the QUERI program that sponsored this work.

Molly:		Thank you. 

Dr. JoAnne Kirchner:		We had Laura Damschroder was involved as well and at that time she was with the diabetes QUERI so…

Molly:		Excellent. Speaking of…Dr. Damschroder just chimed in and she has an entire list of the citations related to ERIC. They are all open access and on implementation science so if anybody is interested in that, you can go ahead and email me at cyberseminar@va.gov and I can pass those along to you because it’s quite an extensive list and I cannot read them on the call. 

Dr. JoAnne Kirchner:		Thank you, dear Laura Damschroder. 

Molly:		Yes, that was very generous. Okay, this person writes, I am managing the dissemination of a non-VA IF project in skilled nursing facilities and would love to swap stories. We also have many similar resources, would you like this person to contact you offline, JoAnne?

Dr. JoAnne Kirchner:		Of course, and I was supposed to put a slide in and then it got taken out so it’s JoAnn.Kirchner@va.gov. 

Molly:		Great. We do have just a couple more questions and a couple more minutes, are you able to stay on to the top of the hour?

Dr. JoAnne Kirchner:		Yes, I am.

Molly:		Okay, so what roles acted as the internal facilitators? 

Dr. JoAnne Kirchner:		It was interesting, we had at one network…okay so I have worked with three regional internal facilitators and in the project which I didn’t report on where we piloted implementation facilitation, kind of developed it, this person was a social worker that had actually worked in primary care. In the program itself, the…and I’ll go back to the slide that lists them…we had a psychologist at one site and then at the other site we had a social worker as well. Let me see if I can get back to the team that actually did that work. We had Patricia Gundlach who is a social worker, at one network and Kathy Dollar, who is a psychologist, at another. 

Molly:		Thank you. Let’s see, I think that might be the final…nope, a whole bunch more questions just came in. Can you refer me to a resource or a model for policy implementation strategies if different from the ones you already presented? 

Dr. JoAnne Kirchner:		Wow, policy implementation… It’s interesting, I was just talking to a group of surgeons last night about implementing a policy and my answer to them with a similar question was that really it depends on what the policy is, at what level it’s being implemented and with whom. All of those factors, if you think about it, if you go back to this picture right here…all of those factors might impact what model one would use. So, in their case, facilitation would not have worked. I said I suggest that you look at CFIR to…because for what they were doing, CFIR was a very good model for them to apply. There’s actually, I believe and I think it is on the QUERI website, there are tools on how to select a framework. I believe Allison Hamilton [PH] worked on that, Laura probably worked on it as well. I would refer you to that website. 

Molly:		Thank you. That was the final question. Would you like to give any concluding comments or final statements?

Dr. JoAnne Kirchner:		No, I hope you guys enjoyed this. It was kind of fun to pull together because I pulled from a lot of different resources and so I enjoyed getting to present and I apologize for the cold.

Molly:		No, thank you so much for presenting despite the cold. We really appreciate you coming on and lending your expertise to the field and thank you, of course to our attendees for joining us. We did have a lot of people write in saying thank you for the excellent presentation so for those people, I will recommend filling out the feedback survey that I’m going to put up just now. So, thank you once again everybody for joining us. Thank you, JoAnne, and thank you to Christine Kowalski and Anne Sales who helped organize this monthly QUERI cyber seminar series that takes place the first Thursday of every month. So, keep an eye on your emails and they’ll be another one advertised for next month. Thank you once again, everybody. I’m going to put up the feedback survey now and take just a moment to fill that out. 

Dr. JoAnne Kirchner:		Alright, take care, guys. 

Molly:		Thank you. 
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