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Hara:	Welcome to VIREC, using data information systems in partnered research Cyber Seminar series. Thank you to HSR&D for providing technical and promotional support. Today is the third session in the series for FY 2017. These presentations focus on VA data use in quality improvement and operations research partnerships. So, this includes QUERI projects and partner evaluation initiatives as they relate to data research. 

This is our schedule for the fiscal year. Sessions are typically held on the third Tuesday of every month at 12:00 p.m. Eastern. You can find more information about this series and other VIREC cyber seminars on our education page. 

Today’s presentation comes from the QUERI for Team-based Behavioral Health. This QUERI aims to improve coordination, quality, _____ [00:00:52] equity, and outcomes of team-based care for veterans with behavioral health conditions. This session is titled Partnering with Health Systems Leadership to Develop a Randomized, Controlled Implementation Trial. Our speakers are Drs. Mark Bauer and Kendra Weaver. 

Dr. Bauer is a professor of psychiatry at Harvard Medical School and is on staff at the VA Boston Healthcare System, where he serves as Associate Director of CHOIR, the Center for Healthcare Organization and Implementation Research. He is also co-principal investigator for the QUERI for Team-based Behavioral Health.

Dr. Weaver currently serves as a Senior Consultant in the Office of Mental Health Operations at the VA central office. An active member of the executive leadership team, she provides oversight, guidance, and consultation which aid national mental health initiatives such as therapeutic and supportive employment services and BHIP, the Behavioral Health Interdisciplinary Program.

One last, quick reminder to the audience: please _____ [00:01:56] questions you have for the presenters in the questions box. I will share them with the speakers at the end of the session. And now I am pleased to welcome Dr. Bauer and Dr. Weaver.

Dr. Mark Bauer:	Thank you very much for inviting us and making this possible. We’re very excited to be here and we will do a tag-team presentation with Kendra presenting some of the slides and I’ll be presenting others and some of them we’ll jointly present. So you know a little bit about us, but we’d like to do a little poll to begin and ask who are you? The question is; what is your primary healthcare role? The options are researcher, operations, mental health clinician, primary care clinician, or other. 

Dr. Kendra Weaver:	If you fall under that other category feel free to use that questions box to let us know what your role is, and we can read through those as we’re going through the poll results here. The responses are coming in. I’ll give everyone just a few more moments to respond before we close out the poll and go through the results. It looks like we’re slowing down here, so I’m going to close this out. What we are seeing is 63 percent researcher, 5 percent operations medical based, 8 percent clinician/mental health, zero clinician/primary care, 24 percent other, and under other we’re seeing non-PCP clinician, administrator, and VIREC support. Thank you everyone.

Dr. Mark Bauer:	Great – thank you. We’ll have a couple of other polls, I think three others, later in the session where we’ll take a temperature read as to your own experiences with partner-based research.
The objectives today are to understand the rationale for partnering between operations and economic researchers; to recognize that partnering research projects lays along a continuum, a spectrum of uni-dimensional task orders to partnered protocol development. We’ll be talking about it and an intense process of collaboration across the operational research partnership. The third is to identify complexities and solutions in reconciling the differences that naturally come up in terms of priorities, methods, and perspectives. What we’ll do is I’ll turn it over to Kendra in a moment to give background on what the BHIP operational initiative is. Then we’ll wade through that acronym list on the second line: QUERI, the Quality Enhancement Research Initiative partnering with OMHO to launch a project that enhances the work of the BHIP initiative by introducing the collaborative care model.

Then the bulk of the time – or at least a good third of the time – probably will be stepping through the design designs we made, as we say where the rubber meets the road and to give you some illustration of some of the issues that come up and how we balance the priorities. Sometimes we actually have gotten synergies from working together, and then finally Kendra will describe the scale-up and spread of the project which is currently ongoing. So Kendra, why don’t I turn it over to you?

Dr. Kendra Weaver:	Super. Thanks, Mark and I echo your sentiments earlier about being privileged to be on this call. I’m really happy to talk with all of you today. Just to give you a little bit of background on the operational initiative first to let you know what we were doing with BHIP and how we came to find our research partners on Mark Bauer’s team, so next slide please?

What is BHIP? Well, BHIP is a team-based care model that’s based on interdisciplinary teams of mental health providers and administrative support staff. There’s similar impact in that respect that it’s interdisciplinary but it’s in the mental health setting and it’s meant to provide care for a panel of assigned veterans – approximately 1,000 veterans – in the general mental health outpatient arena. Similar to PACT [PH] we focus on three overarching pillars. These are mainly collaborative care, veteran-centered care, and coordinated care. The purpose of these teams were to build collaborative teams that would work together and support each other and leverage the expertise of each member while providing recovery-oriented, evidence-based veteran-centric care and then making sure that veterans’ care was coordinated overall and that veterans did not fall through the mental health cracks.

Next slide, please? It began as numbers and it began as a staffing model. If we go to Slide Seven, this staffing model was really based on a model of, at the time, in fiscal year 2012 the VA committed to an overall outpatient mental health staffing model. BHIP was a pilot of sorts that would look first at the general outpatient mental health staffing arena. There were concerns at the time about wait times and about staffing overall. Historically, facilities had been able to determine their own staffing mix based on their own needs. There had been a lot of growth in mental treatment from roughly FY 2005 to FY 2010; there was a lot of specialty hiring going on, but between FY 2010 and FY 2012 the staffing ratio really started to decrease and it varied wildly across facilities. BHIP was meant to be a pilot mental health staffing guidance for general outpatient mental health. Next slide?

This slide shows us where BHIP fits within the mental health continuum of care. If we look at mental health treatment interventions as being primary, secondary, or tertiary, BHIP fits in the secondary level of care where general mental health fits. This level of care is right smack dab in the middle between the other levels of care and it really serves as a fulcrum to help move care between the other levels of care in mental health and VA. If we look at primary levels of intervention, those are basically when we get self-referrals from veterans themselves or from the communities or from primary care, primary care mental health integration staff; BHIP is situated in general mental health and then we have tertiary level where we have specialty mental health care, which would include specialty intensive outpatient treatment as well as residential inpatient urgent care and that sort of thing.

BHIP’s goal really here is to help move patients in a streamlined way through this continuum of care, so helping the veteran get the care that they need at the right time and the right place. So, whether that’s on a BHIP team getting the services that you see listed: intake assessment, therapy, group therapy, case management, medication management or whether it’s referral to a higher, more intensive level of care in specialty mental health or whether that’s a referral back down to a lower level of care in the PACT arena or primary care mental health integration. 

BHIP is situated in the middle and serves basically like a mental health home for the veteran to help with patient flow, moving care to the left and helping streamline processes across the board. Slide Nine? BHIP team-based care is really about relationships. It’s about listening to veterans. It’s about finding out what’s important to them and helping them meet their own personal, individualized goals and getting them, like I said earlier, the right care at the right time. It’s about working together. It’s about building the collaborative teams that utilize unique strengths of individual team members and it’s about staying connected both among the providers on the team as well as with the veterans we work with. So, ensuring that there’s good communication across the board on the team and between the team and other services as well as with the veteran.

This can be seen also as a parallel process with what we hope to do with Mark’s team. In our operations research partnership we really try to listen to each other. We really try to work together toward a common goal, and we try to stay connected really with the ultimate goal of improving veteran mental healthcare. Slide Ten? This helps give us an idea of where we’ve come with BHIP implementation efforts over the last several years. In FY 2013 we began with VISN Pilots. There was a memo released to the field that required one BHIP team per facility. In FY 2014 we did a learning collaborative and that involved one team from every VISN. We focused on the three pillars that were shown earlier, the pillars of collaborative teams, veteran-centered care, and providing coordination to care.

Building upon this in FY 2015 we gave guidance to the field to maintain that one team per facility and we also gave further clarification toward the end of that year and adopted a clinical practice model for BHIP teams. In FY 2016 we began the BHIP _____ [00:12:09] enhancement project with Mark’s team at the nine percent upon that [PH] to include a national BHIP CCM project incorporating the evidence-based CCM elements into our BHIP teams via transformational coaching. On the bottom you can see the progression of our resource development over team. As we’ve built upon our implementation efforts our resource efforts have increased as well. 

We started with SharePoints and national calls that we did monthly; we still continue those now and basically everything that we began at the beginning it’s been built upon. We’ve kept the SharePoint. We’ve added things to it. We’ve update the SharePoint along the way. We’ve continued our national calls. We’ve added different topics to them. We began a panel management tool. This is a tool whereby facilities can help track their veterans’ panel, both the veterans and staff that are on the BHIP teams. We’ve also added BHIP simulation, which is a set of educational tools to help facilities focus on role clarity, communication, and team-building. And then lastly as we move in FY 2016 and 2017 we started really thinking harder about developing a national community of practice using VS Pulse and then this national rollout that we’ll be describing later.

Slide Eleven? To date there has been a lot of voluntary expansion in BHIP implementation. We’ve seen across the board a real increased focus on teamwork, access, and patient care transitions. We think as a result to that we’ve seen improved veteran access and treatment engagement. So, even though only one team per facility is required the number of teams and veterans that are assigned to those teams has increased over time. Those teams are meeting on a regular basis and they’re including the members of the different disciplines that they have.

BHIP providers are consistently reporting higher levels of quality of care when they’re surveyed than non-BHIP providers. They’re also perceiving BHIP team continuity of care, and even before this we’re seeing an increased number of standard operating procedures for same-day access. That continues to rise, of course and we saw an increased number of SOPs between BHIP and other levels of care as well, so between BHIP and PACT or primary care level of care and SOPs between BHIP and specialty mental health care.

With our learning collaborative – this was in FY 2014 again – we saw signs of improved access through the missed opportunity rates, a decrease in the missed opportunity rates as well as better patient access with the 14-day at the time new patient access measure. We also saw signs of improved team function, role clarity, and communication on those teams. Most recently we’ve seen improved treatment engagement for patients that are diagnosed with depression, PTSD, and SMI, so if they’re on a BHIP team they’re more likely to engage in three treatments in six weeks than comparable, non-BHIP patients. 

We’re seeing a lot of good impacts from BHIP to date and we’re really proud of those. We’re really proud of the fact that this is a field-based movement in that folks are really getting on board even though there has not been a really huge mandate to do so. Slide Twelve? We’ve thought about this a little and tried to think about what can be the potential mechanisms for this. We really think that fostering the collaboration among the team members on a BHIP team is really what leads to improved care.

We know that our BHIP teams are meeting regularly. We know that they’re meeting with different disciplines from their team. _____ [00:16:45] we think what is going on here is that there is more increased teamwork. They feel a sense of support, so this results in improved treatment planning as well as more-enforced supporting our local and national mental health initiatives because of the emphasis on the team-based collaboration. Slide Thirteen? 

We’ve had a lot going on in BHIP over the last few years. The field has been asking for things from us in return and so they’ve really said “You know this is a great model. It’s flexible; it’s got enough structure to get us going, but we’d really like some additional national-level resources for implementation.” One of the things they told us is that they would like clear expectations about what should happen on a BHIP team. What should these BHIP teams be doing, and then clearer role expectations for the members themselves, so who should do these things, whatever these things are? What should the nurse do on the team? What should the social worker do on the team? So, role clarity and task expectations have been some of the things that they’ve been asking for.
They’ve also been asking for how to garner greater facility leadership support. So, how do we get our leaders to support our BHIP implementation at our sites? And so therein steps Mark Bauer and his team and we’ve really grateful for that, so Mark? I hope Mark is still there.

Heidi:	Mark, are you muted?

Dr. Kendra Weaver:	Hi, Mark. We can’t hear you.

Heidi:	Okay. He says he is not muted, but we are not hearing him. I didn’t expect any issues so I didn’t – the easiest thing is for Mark to disconnect and rejoin, but that would take a second and we are viewing his screen right now. Mark, do you have the ability to call in quick? If you go on that dashboard click the plus sign next to audio and the radio button next to telephone. That will prompt you with the phone number. It sounds like he’s calling in. Sorry for the delay everyone. We’ll have this cleared up as quickly as we can. 

I can watch what he’s doing at my end here. He just switched to telephone so he should be dialing right now so we should have him here in just a moment. Again, I apologize because we really try to minimize any technology delays at all that happen, but they do unfortunately. Technology is one of those multi-headed beasts where things happen that are just a little bit out of our control. We try to keep as much taken care of as possible, but sometimes things do come up. Mark, are you back?

Dr. Mark Bauer:	Can you hear me?

Heidi:	We can hear you, yes.

Dr. Mark Bauer:	Sorry about that – I just gave the best disposition of my life and no one heard it. Sorry for the delay; I know we shouldn’t have talked, Heidi and I, about how nothing ever goes wrong during these presentations, but here we are.

So, in the midst of the development of BHIP there came a body of evidence published that the collaborative model or what’s traditionally been called the chronic care model is quite applicable to the BHIP initiative. What I’ll do is give you in one slide an entire history of the chronic care model. We call it collaborative care model because as we were presenting this to patients they said “Would you stop calling us chronic? We want to be collaborated with.” So, sometimes we talk in terms of the chronic care model and other times the collaborative care model, but it is the Wagner Von Korff model.

Here’s the history in one slide. Back in the ‘80s and ‘90s, Ed Wagner, Michael Von Korff and others through their own experience and through a review of the literature determined that the single component models like auto feedback that were working on a particular, single laboratory or a clinical problem don’t really improve outcomes in chronic illness. The response was to develop a coherent, multi-component model which they call the chronic care model, which consists of six core elements that are flexibly implemented. We’ll go over what those are on the next slide.

The evidence began to accrue that initially this worked for chronic medical illnesses treated in primary care. The evidence-based expanded to include depression treated in primary care, so the TIDES [PH] initiative, the impact initiative and a number of other VA and non-VA efforts. And then most recently evidence has accumulated that the collaborative care model improved outcomes and satisfaction in a broad spectrum of mental health conditions treated in specialty mental health settings in addition to primary care. So it seems to be a robust and flexible model.

The six core elements are summarized on this slide. The goal is anticipatory, continuous, evidence-based and collaborative care deployed via implementing these six elements. The foundation is organizational leadership support, also work role redesign for anticipatory care, enhanced veteran self-management support in order to take advantage of this hidden wealth of support for one’s own health. So it’s not a paternalistic or maternalistic model, but more of a collaborative model. Provide a decision support, information management at the population level and at the provider level and linkage to community resources outside of the healthcare systems. 

In the columns beneath each of these elements are some examples of how these elements can be implemented. The specifics here are not as important as understanding that the elements are themes or principles that need to be adapted locally and adapted to local conditions. People may do work role redesign differently in certain large medical centers than smaller medical centers or in CBOCs versus main medical centers. This is the evidence-based model that was adopted by the BHIP initiative as the evidence came out in 2012, 2013, and 2014. Kendra?

Dr. Kendra Weaver:	So, as you see with the three pillars that build our foundations and building upon those foundations of those three pillars we began to integrate the CCM elements into our models according to how we saw our BHIP team practice model evolving. We think we’re at a really good place right now because we basically want to build these collaborative, interdisciplinary teams and we want to do it in a way that’s thoughtful and that’s evidence-based and that makes sense to facilities. And so, we’re incorporating and integrating those CCM elements into our team since we move forward. Slide Seventeen?

Now, with the integration of CCM we think that BHIP can really help meet the VA’s highest priorities. On the left-hand side of the slide you see five main VA goals from the under secretary for health. On the right side you see the BHIP focus areas. This chart basically shows how the areas that we focus on in the BHIP teams and with the pillars and the CCM elements how that that maps upon on the overall VA priorities. So any key initiatives going on in VA, for example the same-day accident and suicide prevention or measurement-based, we really feel that BHIP has a seat at the table because we’re really trying to hit all of these major goals in VA by the focus areas of our teams.

I will put a plug in also for measurement-based care specifically. We have 22 of our 59 Champion sites in measurement-based care that are choosing that are choosing to do measurement-based care on their BHIP teams, so you can see how things like that are important. That would fall under for example the business practices goal of the VA in the CCM five elements of exchanging information about veterans, so that’s a specific example. Slide Eighteen?

In this slide let’s just see what we think what was going on for BHIP teams and what he hope happens after application of the CCM elements on the BHIP teams. In general mental health clinic areas people were often practicing very individually and in silos and after BHIP we really wanted to start disciplinary, team-based care. We want to see providers sitting around a table talking with each other, talking with veterans and we also want to see them practicing closer to the top of their license. So, having different skill sets on the team, being able to draw from the unique strengths on the team to really maximize each person’s potential, and following on that idea more consistent administrative support for teams: really getting support for individual BHIP teams in ensuring that people work to the top of their license, having dedicated time for indirect patient care activities, so time for team meetings, time for team huddles; and then ensuring that the care transition is collaborative, so making sure that we don’t have a lot of duplicative or redundant consults from here and there and yonder, but that people are really working together collaboratively. Slide Nineteen – and back to you, Mark.

Dr. Mark Bauer:	So, now we’ll talk about specifically the BHIP enhancement project, which is funded as part of the team-based behavioral health QUERI under the direction of JoAnn Kirchner and myself. I should also mention that with measurement-based care under Dave Osman and Laura Reyes that leadership was another one of our projects. So, we have implementing measurement-based care as another important focus for us.

I’ll describe the project and this is kind of giving you the end of the story of where we got, but the most interesting part I think and the most focused part will be how we got there, which will be the next section of the talk, but to understand a little bit about the project itself is important. So, as Kendra has described the mental health operational initiative of BHIP’s was to establish the team-based care in all general mental health clinics. In 2015 they adopted the collaborative care model as their working model. 

The QUERI project is a randomized control trial of blended facilitation adapting the method that JoAnn Kirchner developed to help support the implementation of the collaborative care model, the CCM, in nine sites. The hypotheses were that facilitation would increase fidelity to the CCM model which would then improve outcomes judged several ways: veterans’ health status and perceptions of care, provider perceptions of the collaborative care model being implemented, and administrative measures of fidelity to BHIP and the CCM. 

The study design was a stepped-wedge design and we’ll talk more about how we got into that as we get into unpacking the discussions that developed the protocol. The basic intervention was to add blended facilitation to enhanced technical assistance. Blended facilitation consisted of an external facilitator who was a study staff member partnering with an internal facilitator who was part of the facility staff. Their work together consisted of a pre-site visit assessment that was done over the telephone primarily, followed by a 1.5 day site visit, and then regular phone and video meetings for 12 months for team building and process redesign. So this was predominantly a virtual facilitation intervention with a front-end site visit.

In the spirit of evidence-based, manual-guided treatment for patients we also guide ourselves with a workbook called The BHIP/CCM Enhancement Guide. We’ll unpack that in another slide. The stepped wedge design looks like this: we have nine sites and three external facilitators – each of the facilitators, both Kim, Chris Miller, and myself taking a triad of sites. The steps are intense facilitation for six months followed by a step-down period of tapering facilitation support with data collection at baseline, at midpoint, and at the end. The steps are staggered such that most of the time there is someone at the facilities that are waiting, others that are in facilitation, and others that are in step-down mode.

So, the entire grid for the study looks like this table times three. Currently, of the nine sites we are just about to begin our ninth site and just about to finish our first site, so we’re on a good time trajectory. An overview snapshot of this is in the current slide where the external facilitation team at the top partners with the medical center that provides an internal facilitator. The external facilitator conducts a baseline assessment and then down the right side of this flow diagram are the operational project parts. So, a site visit, regular conference calls; we produce a baseline psych report to the BHIP team into leadership and track progress with program evaluation with the monitors. 

On the left side of the flow chart in dotted lines are the Optional Research components. This is not just blended facilitation, but blended research and QI. There are Optional Research qualitative interviews with the BHIP providers at baseline and at 12 months and then also Optional Research telephone interviews with veterans for health status, but we can talk more about that if you’d like later. 

The enhancement guide is about a 150-page workbook that’s organized in a series of steps that link to the collaborative care model components and also give us a sense of what works with our facilitation. There are eight modules: the first is engaging leadership, the second in establishing BHIP clinician membership on the team, the third is identifying the veterans on the BHIP panel, the fourth is developing Within-Team procedures, the fifth developing liaison procedures along the continuum care that Kendra described, the sixth is developing veteran engagement procedures, the seventh is looking at data, and the eighth is an ongoing review and update of the processes for sustainability. 

So, two themes to think about to understand this is that one; these are logically ordered, but not always chronologically followed, so there is some jumping around that happens. That is due to the overall approach, which is to customize the process to the needs and priorities of the individual site. So it’s less of a recipe book than it is a tour guide if you will. Each of these modules, each of the processes is facilitated by articulating CCM principles, asking some questions for self-assessment, and then working with the team to see whether they are doing these things sufficiently already or do they need to make changes. So it’s very site-driven, but element and principle guided. The CCM principles are in variance; how you implement them is very much a matter of local conditions and priorities.

That’s what we ended up with or are ending up with and now we’re going to turn to some slides that Kendra and I will share talking about, about a series of design decisions that we made by considering both operational priorities and advantages and also the priorities and the things that the researcher’s guide of the table could bring to the effort. We met; we had I think one half-day meeting in person and did a whole lot of work over the telephone and email over the course of six to nine months of developing the protocol. 

So the first design element or area is choosing the sites and populations. The way the next slides are going to organized are that there’s a design element or decision on the left, so Operational Considerations that Kendra will describe and then some Research or Considerations that I will describe. The most obvious is that the BHIP Operational Initiative was already in progress when we came onto the scene and decided to jointly partner for the research operation partnership in the BHIP enhancement project itself. So Kendra, this had some operational impacts and –

Dr. Kendra Weaver:	Yeah. I mean we were building the plane while it was in the air and so it has already begun and I think one of the things that influenced how we did this project was we needed timely results to form things as we went along. We really couldn’t wait until the end of a research project and we also had sites who were really trying to continue increasing their BHIP team so we could capitalize on the momentum of that as we went forward, so I think that helped the project as it was developed.

Dr. Mark Bauer:	And on the researcher side it really took a jump outside of the standard, clinical trials mindset to be comfortable with coming in at the middle of a story. It had tremendous value. We knew that with the stepped-wedge design we could deal with the secular trends, but to sell the project to facilities not as something extra but as something you’re already doing was a big, big bonus. We knew that it would increase the sustainability compared to a standard clinical trial where you come in, set up shop, do the study, and then close up shop and leave again. So this was really embedded with an ongoing initiative. 

The other design element in picking was actually identifying the population of facilities to target, like whom were we looking for? For that we turned to the operations folks and said “Who do you want us to work with?”

Dr. Kendra Weaver:	When Mark asked that question my answer was; how about the folks who might be slower to adopt? They really need some help and they want to be helped and so you could really do some good work here.

Dr. Mark Bauer:	We really focused on that. I thought that that was a great group, sort of in the middle of the Rogers’ Diffusion Curve and that allowed us to avoid ceiling effects and also those sites that had had insufficient commitment to change. One of the ways that we guarded against that ladder was to actually have the medical centers have some skin in the game because they had to be motivated enough at least to take some clinician time offline and also to supply internal facilitation time. 

So, with that population we then had to face the question of how to do site recruiting. It depended on our operational partners to give us the structure to do that. 

Dr. Kendra Weaver:	We already had a BHIP national communications structure in place and so we could use that to really help us identify facilities. We could also use our communications system with the facilities to endorse the project from the operational perspective.

Dr. Mark Bauer:	This also was a leap outside of the traditional clinical trials mindset where, to be honest we often deal with our friends of friends and the usual suspects to enroll patients. This is sometimes where clinicians will enroll anybody. You depend on the people that have come through for you in the past. The sites that we have were really all new to me, so it was very exciting and also kind of risky but it was great to get out beyond the usual suspects. Kendra, I think we have another sort of a self-reflective poll next to see what peoples’ experience has been to date.

Dr. Kendra Weaver:	Yeah. We’ve been talking about sites and populations. We’ve discussed identifying sites and populations with our Operations Research partners and resolved them easily or it took longer and was harder than expected or we’re still working on it, or we’ve not had the occasion to have such conversations yet. So, if you could pick which one of those applies to you and your site – we’ve discussed identifying sites and populations with our Operations Research partners and resolved them how? 

Heidi:	We have responses that are coming in. This may take just a few moments longer as people are thinking about the question and they’re putting their response in. We’ll give everyone just a few more moments to respond before we close the poll out and go through the results. It looks like we have stopped here so I’m going to close that out. What we are seeing is four percent saying easily; 26 percent said it took longer and was harder than expected; 33 percent are still working on it; and 37 percent have not had the occasion to have such conversations yet. Thank you everyone.

Dr. Mark Bauer:	So it’s really a very active issue and area of discussion so this is great. You’ve got your population; you’ve got your sites. Now, how about developing the intervention and the actual design of the study? Well, one of the things that we arrived at was that all sites needed to receive the implementation support.

Dr. Kendra Weaver:	It’s really allowed us to approve of the project on a policy level because we knew that sites would eventually get the implementation support. It could be a site recruiting tool because this gave them incentive to want to engage in this project.

Dr. Mark Bauer:	We knew on the research side that the stepped-wedged design could accommodate this and actually rather than randomizing to get the intervention or don’t get the intervention we could have actually twice as many sites to do formal evaluations, so we like this idea of all sites receiving the implementation support.

Now, we all know the old saw is you’ve seen one VA and you’ve seen one VA and when you have patient clinical trials you’ve got dozens, hundreds, thousands of patients to randomize and everything comes out even usually. Here we had a small number sites and didn’t have the history of an accumulated set of knowledge components that said “Well, this is what you should mesh or balance your sites on,” so we turned to our operational partners.

Dr. Kendra Weaver:	And here we have some knowledge of what was going on at the sites and we could look, based on that experience to help identify the characteristics of success, and so looking at things like variables whether they were rural or urban or academic setting or facility size and complexity; whether they leaderships, or lots of different variables.

Dr. Mark Bauer:	We had a handful of about nine or ten variables and nine or ten sites and we turned to our statistician, Bob Lu [PH], who is an experienced clinical trials design guy working for Maverick, who developed a balancing algorithm so that each of the waves – early, middle, and late – look pretty much alike with a small number of sites.

So, early, middle, and late means you have some people in the control condition that aren’t getting the active ingredient – what we hypothesized as the active ingredient – and as we put our operations hats on this posed some challenges. 

Dr. Kendra Weaver:	Operationally we still had our national work that we were doing, so sites could get support and seek that support as much as they wanted in terms of our SharePoint and our national calls. And so they were still able to get help when they needed it.

Dr. Mark Bauer:	We thought long and hard about how to do this in a realistic, operational way. We had to hurry up the site recruitment process November of 2015 and supposing the stepped-wedge design, you don’t get going right away but you hear from your implementer “Hold on and we’ll get it to you in about a year. We’ll come back and visit you.” Well, we needed to have a credible contrast condition, but one that kept the later sites engaged. We’ve kept engaged all of the sites that we randomized by setting up a learning community call, a monthly telephone call where all the internal facilitators get together with the external facilitators and talk. They make presentations, talk about experiences, or troubleshoot. 

The length of implementation support: we also had to make a decision about faster is better, but things don’t necessarily change quickly. So we said “What do you think it’s going to take?”

Dr. Kendra Weaver:	Yeah – and just based on what we knew with other implementation projects where we really looked at a year period of time there was more intensive support at the beginning. So really thinking about can we do in a realistic fashion where this overall national project keeps forward with decent momentum? 

Dr. Mark Bauer:	We thought it would be great to do year-long steps, but that would take many, many years to do, so Chris Miller, Kim, and I kind of tightened our belts and said “Can we do this in four-month steps so that we can get the project done in a three-year timeframe?” We decided that we couldn’t. So far it’s been vigorous but successful. The other intervention piece which is really both challenging and groundbreaking is using existing facility staff without any external support. With the exception of the external facilitator there’s nothing added from the outside.

Dr. Kendra Weaver:	These are the realities of operations in the field and so being able to take that into consideration, the finite budgets and the finite resources, was very important to us on the operations end.

Dr. Mark Bauer:	From a researcher side we liked this because it made it more likely that things would be sustainable after the research support was withdrawn and also it provides a distinct contribution beyond the standard randomized control trial of CCMs where it says “Can you build it and fly it yourself and keep it going when the research is over?”

I alluded earlier to the diagram slide that we added both quality improvement and research components to this design.

Dr. Kendra Weaver:	Yes, and so there were two pieces to this from the operations perspective. To refuse to participate in this project; that would be optional, but the staff participation in the facility’s BHIP team was not optional.

Dr. Mark Bauer:	Yes. We weren’t randomizing social workers who did or didn’t want to participate on the team. They were participating, but in terms of the research components providers could choose to participate or not participate in the qualitative interviews and similarly for the veterans, the health status assessments. As I mentioned, we’re doing virtual facilitation almost entirely for this study. 

Dr. Kendra Weaver:	A lot of things that we’re doing in VA now are done virtually in our office. In particular we’re doing a lot of our site visits virtually and so again, having to go to Mark’s team and say “How can we do this more creatively? Our budget is not going to support a lot of site visits, but how can we do this in a way that’s well thought-out and still gets the job done?”

Dr. Mark Bauer:	So, poll number three; regarding intervention development and designing the study with our operations partners or our research partners – we’ve done this and we’ve resolved them easily; it took longer than expected and was harder than expected; we’re still working on it; or we’ve not had the occasion to have these kinds of conversations yet. 

Heidi:	And again we’ll give everyone a few moments to respond. This is another one that I know will take just a minute to think through and put your response, so we’ll give you a few more moments before we close it out. It looks like things are slowing down so I’m going to close the poll question out. What we are seeing is that 11 percent are saying easily; 25 percent it took longer and was harder than expected; 36 percent are still working on it; and 29 percent haven’t had the occasion to have such a conversation yet. Thank you everyone.

Dr. Mark Bauer:	Thank you. It’s a dynamic area. So, finally the final component or group of components is Outcome Assessment and Analysis. We arrived at the idea that we wanted the commitment to look at both quality measures and health status impacts.

Dr. Kendra Weaver:	Operationally it was important for us to see the extent to which there would be uptake of CCM and would CCM help veterans actually get better? 

Dr. Mark Bauer: 	And so the Hybrid Type III design with both implementation outcomes and health status outcomes was appropriate and reflected in the hypotheses that I showed above. Also challenging was to identify the outcome domains and the appropriate instruments.

Dr. Kendra Weaver:	We have a lot of mental health measures in VA and so we have to speak operationally to the organizational climate in which we live and work. And so the measures that we would need to align with those overall VA mental health measures and priorities and so we streamlined and benchmarked _____ [00:49:03]

Dr. Mark Bauer:	Yes, and on the patient side and actually also on the provider side I should say we needed to have psychometrically valid and feasible; particularly feasible for very brief telephone calls and relatively brief provider interviews for qualitative data. And then there’s the issue of a timeframe. We all know that research moves on a much slower timeframe traditionally than operations.

Dr. Kendra Weaver:	And so when Mark said that it’s probably a three-year project I was like; wow – this is a really cool project, Mark but I need something before three years. How can we work on this together and get information more real-time?

Dr. Mark Bauer:	We looked to our non operations-oriented statisticians and said “Can you figure a way in our design plan to accommodate early looks at the data?” So, for the quantitative data he did that for us and set the sample size so that we wouldn’t give away too much of our power by early-looking at the data at six months and at 12 months of the study.

Dr. Kendra Weaver:	So no we go on to poll number four; Outcomes and Analyses. We’ve discussed outcome methods and analyses with our operations research partners and resolved them easily; or it took longer and was harder than expected; we’re still working on it; or we’ve not had the occasion to have such conversations yet.

Heidi:	Again, we’ll give everyone a few more moments to respond before we close the poll out. It looks like we have slowed down there, so what we are seeing is 19 percent saying easily; 5 percent it took longer and was harder than expected; 43 percent are still working on it; and 33 percent haven’t had the occasion to have such conversations yet. Thank you everyone.

Dr. Mark Bauer:	Thank you. So it’s a little easier to resolve some of the outcome and analytic issues. It’s very interesting. So, scale-up and spread of this project is still under way.

Dr. Kendra Weaver:	In Slide Forty-four one of the beauties about such a great partnership with Mark’s team is that it’s really helped us attract other wonderful partnerships as well. And so we are seeing good things happen from the BHIP enhancement project and at this point in time we are establishing a national, scalable support structure for BHIP/CCM and we’re trying to roll this out basically over the course of the next few years to all of our sites. We’ve partnered with the National Transformational Coaching Team and we’re trying to basically replicate the BHIP enhancement project by using the external/internal facilitation model and implementing CCM-based teams. 

We are just in the infancy of that. We’re getting ready to get a memo packet deal maybe this week if we’re lucky, but I think it speaks volumes that we can start out with an operational initiative, have a really fruitful collaboration with our research partnership like this and then attract other partnerships to keep the movement going. So, this has been a really fabulous experience from my perspective to partner with such great partner and Mark’s team here in Boston.

Dr. Mark Bauer:	And we’re obviously in the midst of a mutual admiration society because we have had such a positive relationship. I’ve been the leader of a number of clinical trials that have shown good results and then sat on the shelf, so it’s very exciting to be working seamlessly with the operations side. So seamlessly that our protocol paper has been published with both operations leaders in blue and research team members in black among the authors here; this is our protocol paper that came out in Implementation Science in the fall. The contact information which we’ll have; we’re not hard to find in Outlook and here’s our question guy, so we have Heidi here. I think we have a couple of minutes for questions.

Heidi:	Yes – which is perfect because we have only a couple of questions to get through – we’ve gotten one question a few times. Is the BHIP guide available? Can you share that?

Dr. Mark Bauer:	Sure.

Heidi:	What’s the best way to share it?

Dr. Mark Bauer: 	I would say just write me an email and I’ll send you a Word copy of it. We’d just like to know where it’s going to and what we’d ask in return is appropriate citation if you use it or adapt it, but public domain – done on the government dollar – it’s yours as well as mine.
Heidi:	All right – awesome. Thank you. One more question; how do you handle the sites that want information and support right away but are further down the stepped-wedge timeline?

Dr. Kendra Weaver:	In our case we have other national resources that those sites can get, so that’s been helpful. That’s not always the case, but we’ve had other resources that they can take part in.

Dr. Mark Bauer:	And I think in terms of our nine sites, one of them did want to go early and was randomized the first wave. One of them actually wanted to go later because the internal facilitator had a full plate had a full plate until the middle of the year and we were able to accommodate that by chance.

Hara:	All right – thank you. Those are all the questions we have right now. For the audience if you have any additional questions you can contact the presenters directly. Their contact information is in the slides. Mark and Kendra, thank you so much for taking the time to present at today’s session. The next session in VIREC's partner research cyber seminar series is scheduled for Tuesday, January 24 at 12:00 p.m. Eastern. It will be presented by researchers at the Probe QUERI. That is Personalizing Options through Better Engagement. Their session is entitled User-Centric Reporting for Front-line Move Providers purely for analytics and ending up in Excel. It will be presented by Laura Den Schroeder [PH], Kaitlyn Kelly, and Jennifer Davis-Burns. 

Thank you once again for attending the session. Heidi, can I turn it over to you? 

Heidi:	You certainly can. Thank you, Hara. As Hara said when I close the meeting on this session here you will be prompted with a feedback form. Please take a few moments and fill that out. We really do read through and try to react or respond to as much of your feedback as we can. Thank you everyone for joining us for today’s HSR and E-cyber seminar and we look forward to seeing you at a future session. Thank you. 
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