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Moderator:  Alright.  Hi, everyone, and welcome to Using Data and Information Systems in Partnered Research, a Cyberseminar series hosted by VIReC, the VA Information Resource Center.  Thank you to CIDER for providing technical and promotional support for this series.  This series focuses on VA data use in quality improvement and operations research partnerships.  This includes QUERI projects and partnered evaluation initiatives as they relate to data resources.  This next slide shows the series schedule for this fiscal year.  Sessions are typically held on the third Tuesday of every month at 12 p.m. Eastern.  You can find more information about this series and other VIReC Cyberseminars on VIReC’s website, and you can find archived sessions on HSR&D’s Cyberseminar archive.

Today’s presentation comes from the Bridging the Care Continuum QUERI.  Bridge QUERI implements and tests models of care to help Veterans navigate the continuum of care.  The QUERI’s goal is to improve vulnerable Veteran’s use of services across the care continuum, bridging the continuum by improving outreach and diagnosis, as well as linkage and engagement with specialty care.  Today’s session is titled Methodological Issues and Data Decisions in the Implementation of a Substance Use Disorders Intervention in VA’s Homeless Programs.  It will be presented by Drs. David Smelson and Megan McCullough.  David is a co-PI of the QUERI and he is an investigator at both CHOIR, the Center for Healthcare Organization and Implementation Research, and the National Center for Homelessness Among Veterans.  His research focuses on addressing mental health and substance abuse.

Our second presenter, Megan, is a co-investigator at the QUERI.  Like David, she is also an investigator at CHOIR.  Megan is a medical anthropologist and health services researcher with expertise in qualitative methodologies and implementation science.  And I am pleased to welcome Dr. David Smelson and Dr. Megan McCullough.

Dr. David Smelson:  Hi!  Can you see my screen?

Heidi:  Yes, we can.

Dr. David Smelson:  Great.  So it’s an honor to be here.  I know it’s an honor for Meg to be here, as well.  So we have no financial disclosures or other disclaimers to report.  And we thought we would just first quickly poll the audience to get a sense of who’s on the phone.  So we’re interested in knowing what’s your role in research and/or quality improvement, are you a principal investigator, research staff, clinical staff, operations staff, or others.  And I think that now I’m going to let the folks who are doing the poll show you some data.

Heidi:  Responses are coming in.  I’m going to give everyone just a few more moments to respond.  If you, we do definitely, I see people who are responding with that other tag.  Please use the question screen in GoToWebinar.  Let us know what your role is.  We’re always really interested to know who is in the audience.  So feel free to type that in there, and I will share that as we’re going through the results here.  Looks like we’re at about three-quarters of the audience responding, so I’m going to close this out and go through the results here.  And what we are seeing is 10% of the audience saying principal investigator or co-PI, 31% research staff, 34% clinical staff, 7% operations staff, and 17% other.  And in that category, we have one person who wrote in [PCMA? 4:07] and Informatics Coordinator.  Thank you, everyone, for participating.

Dr. David Smelson:  Awesome!  And thanks for doing that poll.  That helps us.  It looks like we have a broad audience, which will be terrific.  

So by way of overview, I’m going to give you a very brief overview of homelessness and the impact of co-occurring disorders.  I’m going to tell you about the model that we developed called MISSION, which is an evidence-based treatment solution for co-occurring disorders.  I’m going to give you a brief overview of our study, and then Dr. McCullough is going to tell you a little bit more about our formative evaluations, revisions we’ve made with regard to implementation strategies based on the data, and then also lessons learned.

So with regard to homelessness and co-occurring disorders, as probably most folks know on the call, there’s a high incidence of mental health and substance abuse among homeless individuals.  Depending on the study, rates range from 50% among the folks who are homeless have a mental illness and about 70% have a substance abuse disorder.  The truth of the matter is with the research, probably about half or more have both problems simultaneously, and again, that really depends on where the study is done and how good the diagnostic tools are.

Consequences of mental health and substance abuse include increased symptoms, increased risk of suicide, increased risk of incarceration, poor physical health, and revolving door service use.  In addition to that is poor treatment engagement and housing instability.  We’re particularly interested in addressing this issue of poor treatment engaging and increasing housing stability, believing that if we can address those two areas that we could reduce some of these other consequences.

So there’s a number of different psychosocial treatments for co-occurring disorders, and the gold standard is to treat both problems simultaneously.  When I started in the field about 20 years ago, believe it or not, people would either come through a mental health door or a substance abuse door, and depending on the door that they came in, that’s the problem that they would get addressed.  We know now that it’s important to address both problems simultaneously, and there’s a number of different psychosocial treatments that exist.  And they’re more similar than different, so those treatments often include motivational enhancement therapy to increase motivation, cognitive behavioral therapy, relapse prevention, teaching people new skills for recovery, as well as 12-step group support.  Recently people started adding assertive community treatment or case management like MHICM or HUD-VASH, recognizing that could also help with this whole issue of treatment engagement.

So for us, MISSION is one of those interventions that’s an evidence-based solution.  Essentially what it is, is case managers and peers that go out into the community and deliver services, and they deliver it according to sort of a structured and a standard curriculum.  So our core services within MISSION are Critical Time Intervention, which is a time-limited form of case management. So people get services for anywhere between two months and 12 months, and really there are stages and phases to link people to the community.  So treatment wouldn't go on forever; it would have a limit to its time.  In addition to Critical Time Intervention, we also integrate Dual Recovery Therapy, which is essentially 13 structured recovery-oriented co-occurring disorder sessions, with booster sessions offered as needed.  And as I mentioned before, we also have peer support.  And in our model, peers do assertive outreach using the Critical Time Intervention format, but they also deliver 11 structured recovery oriented sessions that peers developed for other peers to use.  

In addition to those core services, we added, over time, vocational and educational support, recognizing that clients had vocational and educational needs.  And in our model, it’s really more linking people to those supports and doing assessments about what their needs are.  And then most recently we added trauma-informed care, so our staff is trained to operate in a trauma-informed way.  We are not a PTSD and an addiction intervention like Seeking Safety, but we’ll serve people who have trauma and are able to address their needs while they might also be getting other trauma-informed care.  Our core philosophies in MISSION are Housing First, which has been a big push within the VA, and harm reduction.  

So we started developing MISSION about 19 years ago.  About eight months ago, it was registered in the National Registry of Evidence-Based Practices.  You know, it has quite good evidence behind it, as a programmatic intervention.  We did a number of those studies inside and outside of the VA.  But also the components of MISSION that I just mentioned also have a great deal of evidence underlying them, and that was what led to SAMHSA including it in the registry.  

With MISSION, we have implementation materials.  So on the left of your screen you will see a treatment manual, and that’s what clinicians or providers can use to deliver the services within MISSION.  On the right you see a consumer workbook, and that’s given to the Veteran participants, and that includes self-help materials, readings, other tools that they can use to help facilitate recovery and really is in addition to the services that are provided by the clinician.  We also have fidelity measures to track fidelity to the model.

And I just want to give you a quick overview of the study before I turn it over to Meg so she can talk a little bit more about our data to date.  So we were particularly interested in implementing MISSION within GLA, and the reason for that is GLA was one of the largest, L.A. has one of the largest homeless populations in the US.  As I mentioned before, homeless clients have high rates of co-occurring disorders, and in GLA there were multiple sites to test the uptake of the intervention, so that was important to us.

So in our study we’re comparing implementation as usual, which is essentially a standard two-hour webinar that I or somebody from my team would give, as well as an overview of the implementation materials that are all done within that webinar.  And then subjects are then compared to a group that receives implementation as usual, plus facilitation, so it’s in a stepped/wedge design.  So we turn on a site, we watch them for a while, who receive implementation as usual, and then we turn on facilitation.  We started in Sepulveda with our first site. Meg is going to be telling you a little about that data in a moment.  

With regard to facilitation, we’re using internal and external facilitators that are really providing technical assistance.  So we have, our external facilitator is Jeff Smith from Little Rock, and he’s an expert on facilitation, is familiar with MISSION-VET and helping coach the internal facilitator who is at GLA, who is very familiar with the structures, procedures, organizational culture on the ground, and then they together work to get MISSION into practice.

With our study, we have a note within CPRS.  This is a picture of that note where clinicians endorse what types of MISSION services they’re delivering.  And we give data-driven feedback, so that note template turns into a report where sites then get feedback on how much MISSION they’re delivering, and they’re able to talk about components of the model that aren’t working, or different parts that they’re struggling with.  And then that report and the meetings that Jeff and his team have then circle around for me or my team to give the site additional training or address any other knowledge deficits.

So why don’t I now turn it over to Meg, and she can tell you a little bit about some of our data to date.

Dr. Megan McCullough:  Okay, can everybody see my screen?

Heidi:  Yes, we can.

Dr. Megan McCullough:  So thank you very much, David.  I have a cold today, so if anybody can’t understand me, please let me know.  So anyway, thanks so much for this opportunity to discuss MISSION with you all.  I think I’m going to be starting with the data decisions in a formative evaluation, but before we get going on that we have our poll question #2.  We’d like sort of a snapshot of how many years of experience our audience has with working with qualitative and/or mixed methods data.  What do I need to do?

Heidi:  Well, I have the poll up and the audience is responding.  Meg, I just want to say I feel really bad.  Your audio is not really great.  I’m not sure if you’re using a speaker plug if you can pull it closer to you or something.

Dr. Megan McCullough:  Okay, I will.  Is this any better?

Heidi:  Not really.

Dr. Megan McCullough:  Oh, dear.  I am so sorry, everyone.  I don’t know what to do about that.

Heidi:  Let me read through the poll here so we can get, finish getting people responding there.  The question here, how many years of experience do you have working with qualitative and/or mixed method data?  Responses are one year or less; more than one, less than three years; at least three, less than seven years; at least seven, less than 10 years; or 10 years or more.  Somebody said- Meg are you on a speaker phone or are you using a headset or a handset?

Dr. Megan McCullough:  I’m just using my computer.  I don’t have a headset.  Should I be calling you…

Heidi:  Oh, you’re using your computer audio.

Dr. Megan McCullough:  I’m so sorry about that.  I was on that for the test; it seemed to work.

Heidi:  Yeah, we just had somebody, I’m getting comments of some that we can hear you better after you moved closer to your computer.  Other people can hear you just fine, so…

Dr. Megan McCullough:  So I [inaudible 16:31].

Heidi:  Try and speak as slowly as, really, as you can and we’re just going to work our way through.

Dr. Megan McCullough:  Okay, sorry [inaudible 16:37].

Heidi:  This is what happens on VA computers sometimes.  They’re not always the greatest quality, so sometimes it happens.  So for the poll, I’m looking at numbers, years of experience.  We have 14% of the audience saying one year or less; 28% more than one, less than three years; 28% at least three, less than seven years; 11% saying at least seven, less than 10 years; and 19% of the audience with 10 years or more experience.  Thank you, everyone.

Dr. Megan McCullough:  Okay, thank you.  So that’s great.  That’s really useful information, and I’m going to move over to poll question #3 then, which is have you ever conducted mixed method, rapid, iterative data collection and analysis for implementation work?  So A would be frequently, B is sometimes, C rarely, D never.

Heidi:  And again, I’ll give everyone a few moments to respond and we’ll go through the results here.  Looks like that has slowed down, so I’m going to close that out.  And what we’re seeing is 7% of the audience saying frequently, 24% saying sometimes, 28% rarely, and 41% never.  Thank you, everyone.

Dr. Megan McCullough:  Okay, thank you.  So it seems like we have a real mix but also a lot of very experienced researchers in mixed methods.  

So quickly here, well not that quickly, so the learning objectives for this section is we’re going to describe our rapid mixed methods approach to identifying perceived barriers to the implementation of MISSION; provide some, an overview and insight into methodological issues, the VA data sources we use, and the data-driven decision making that we used in this formative evaluation; and share some of our lessons learned about adapting implementation strategies to address barriers in the implementation of complex interventions.  

I hope, is the volume any better?  Can anybody, is it okay?

Heidi:  Yeah, I’ve got people writing in saying that they can hear you just fine, so…

Dr. Megan McCullough:  Okay.

Heidi:  [Inaudible 19:14] you through, so…

Dr. Megan McCullough:  Alright.  Sorry everyone!  Anyway, so factors that influence research methods and data decisions.  For us, it’s looking very carefully at the research questions, tying that to the study design, which of course is tied back to the aims and objectives, and then really considering carefully resources, which is time, but it’s also staff and the kinds of skills that staff has, and available data.

So these are the objectives of the formative evaluation, and just wanted to take a second maybe to kind of remind everybody, maybe, what a formative evaluation is.  I think it’s something that we say often, but it doesn’t hurt to sort of re-define it and remember it is something, a common term we use.  But, so I understand it to be Cheryl Stetler, et al, article from 2006, “A rigorous assessment process designed to identify potential and actual influences on the progress and effectiveness of implementation efforts”.  So formative evaluation enables researchers to explicitly study the complexity of implementation projects and suggests ways to answer questions about context, adaptations, and responses to change.

So our goal here is to provide a mixed methods, rapid evaluation to examine the context in which MISSION-VET is going to be implemented.  Right?  A classic look at identification of barriers and facilitators, and then, looking at all of that together to identify and then execute an adaptation for implementing facilitation as a strategy to get MISSION-VET into practice at the Greater Los Angeles VA.  

So here's a quick snapshot of our process.  Let's start with the formative evaluation research question, which is really about, again, barriers and facilitators to getting MISSION implemented, going back to our study design of mixed methods, our research plan.  How are we going to execute this?  How are we going to design the survey?  How are we going to design our interview guide?  Then gathering data, analyzing data, synthesizing the information.  In this case it would mean synthesizing qualitative and quantitative data, evaluating it, and then making any adjustments or tailoring to our implementation strategy.  It's kind of in a circle because given the stepped/wedge design we'll be doing this more than once.  

So again, back to context.  So, as an anthropologist, context is sort of our bread and butter, and we think about it all the time.  And I think it really needs definition.  It can be just a social, political, economic, everyday millieu in which people live and work.  And so it's really crucial to understand context because we understand now, particularly due to implementation science, that the success of evidence-based quality improvement intervention depends as much as the context in which they are being implemented as often the interventions themselves.  Right?  An extensive empirical literature exists assessing how different aspects of context can impact the success of quality improvement efforts.  And so, however, these findings have been limited sometimes by inadequate definitions of context, or a variability in how context is assessed across that settings, and some concern about how anchored these assessments of context are in a coherent conceptual model.  We'll be looking at the ways in which we have done this.  Right?  Constantly analyzing why context is so crucial, and how you should gather data about context.

So here's a quick snapshot of our overview.  Right?  We did quantitative.  We did a part of the Organizational Readiness to Change survey.  I'll talk about that in a minute.  Implementation Climate surveys.  A small N of 42, but this is in a sense an overview of, our formative evaluation is modest in size, but that’s sort of an important thing to A) learn about, and B) discuss.  So qualitative, semistructured interviews with purposive examples.  Right?  This is done on people who are trained in MISSION, and then we use the consolidated framework for implementation research paper to guide the interview guides.  We used NVivo11.  And we mostly used a deductive content analysis for the qualitative data, and I'll talk about that more in detail later.  So I'm going to move on.

Here's a quick snapshot of study participants of the survey and for the qualitative data.  I think David has pretty much talked about VASH and HPACT and peer support.  So I'm hoping that’s clear to everyone, but if not, there’s a little guide down at the bottom.  

So, research plan.  So we use CFIR, the Consolidated Framework for Implementation Research.  Now this is the framework that the Bridge QUERI has decided to use, so all projects are using it in some capacity, and I'm going to address quickly here that its application to MISSION.  So we used CFIR in constructing the interview guide and the organizational survey, the guiding of coding, data analysis, and data synthesis.  And we sort of, we referred back to it and we looked at how we adapted implementation strategies.

So here's a quick snapshot of CFIR, which is very big, five main domains, and lots of constructs and sub-constructs.  For the MISSION evaluation, inner setting was quite important.  That's really the context that, the organizational context we were interested in.  The intervention characteristics.  Right?  What did people understand about MISSION, about the evidence, about how to do it, and a little bit about individuals involved.  We were kind of interested in people's knowledge and beliefs about the interventions, things like that.  But it was mostly inner setting and the intervention.  

So how do we use CFIR in the interview guide development?  Well, you know, back again to review the formative evaluation goals, about really identifying very clearly barriers of facilitators to the implementation of MISSION.  We reviewed CFIR suggested questions.  I’m sure many of you already know that the CFIR guide is online, has a great list of questions.  It’s a great place to start any project that’s using CFIR.  So we drafted the interview guide, and then the larger Bridge QUERI implementation science core reviewed the interview guide.  David and our site PI reviewed the interview guide.  At this point, we have a huge interview guide because everybody can think of really great questions to ask, and here comes the real work of referring back to your formative evaluation goals.  And part of them, the trick of an interview guide is to hone it down.  So we re-write the interview guide, knowing that staff has told us they have very little time to talk to us.  So we hone it down to about eight or nine essential questions that cover those areas of CFIR I talked about.  We’ll revisit that in a second.  And there are probes beneath that to make sure we really get at that.  And then we have questions that we would like to ask if a staff member tells us they have more time.  And then everybody reviews and finalizes the interview guide.  

So this always is the challenge of research for many researchers on, it’s really hard to recruit.  We’re based in Bedford, Boston; everybody’s in L.A.  There are challenges of phone interviewing.  There are challenges of getting, convincing staff that they should talk to you when they have very little time.  But even though this is a rapid analysis, I wanted to point out how important the interview guide prep is in dealing with these challenges.  Right?  In terms of making a very manageable-sized interview guide, for example.  

So let’s step back to talk about the organizational survey.  So the Bridge QUERI developed an organizational survey using context items from the ORCA.  Christian Helfrich consulted on this and said that many other QUERIs and other groups have been just using the context section of the ORCA.  And then we used a section of the Implementation Climate Survey.  Bridge QUERI has plans to use this survey across all projects.  For MISSION, we’re using it at baseline and at the completion.  And then at the completion, we’re going to add the facilitation component of ORCA.  But, you know, that’s sort of what’s happening now because we’re at the end of our first phase, our first step in the wedge.

So the survey is designed to be fielded among clinicians and staff.  This is not my data.  This is from Christian Helfrich, so it’s clearly cited.  Just giving some little background on the Organizational Readiness Survey, so these 77 items organized into three scales, so this is going to be a very big survey, and the evidence section asks you to weigh in on the evidence, every piece of evidence, to be psychometrically accurate.  And so we just used the context section, and I asked oral questions about the MISSION evidence because MISSION is based on several evidence-based practices.  And so it was just way too long to give an evidence survey on that.

So here’s the quick snapshot then of the ORCA and the Implementation Survey.  We tailored it for MISSION.  We tailored the Climate Survey for MISSION as well, just so that people would be able to answer very accurately.  Christian Helfrich and others have really made it clear that the ORCA is to be tailored, and that is allowed in that survey.

So Vera Yakovchenko, who I believe is on the phone, is a member of the Bridge QUERI, did the data analysis of the survey, so a very standard analysis.  Mean and median scores were calculated.  Non-parametric analyses were performed.  Sixty staff received MISSION-VET training and 42 responded to the survey.  If there are any questions further on, I’m sure Vera can answer them.

So data analysis, then.  There was rapid coding and analysis of qualitative data with a priori codes from CFIR, and emergent thematic analysis.  I would say we used sort of top down and bottom up approaches.  A lot of top down because this is a rapid analysis, a lot of big bucket coding, using domains and constructs from CFIR, but still trying to be open to the fact that if something arises that’s really important, that is not exactly covered by CFIR, that we’re not missing it.  And then we’re synthesizing this data along organizational strengths and weaknesses, again going back to our goal.  Identify key targets for MISSION-VET facilitation of CFIR.  Right?  With the qualitative data and the survey data the entire goal here.  

So as many of you may know, getting transcription in the VA is quite challenging, and at that point, collectability is really key.  So Elisa Sobo is an anthropologist who developed this idea of tri-level transcription, where you transcribe an interview.  You transcribe key parts verbatim; the other parts you paraphrase and you make room for notes, which we did using italics, that were the beginnings of sort of analysis or at least pointing out, ‘hey, this is a really important quote’ or ‘this is really something we should pay attention to’.  So I had a team of two.  We all did this tri-level transcript together.  I checked everybody’s work.  We drafted a code book.  We coded independently.  After agreement, we reached the code book, and I completed all the coding then, with some help from the qualitative team.

And then sort of bridging the qualitative and quantitative, we assessed the context subscale of the ORCA and the Climate Survey piece using concurrent qualitative data.  And we used, again, CFIR’s thematic analysis.  And the quantitative data had a high degree of concordance with the qualitative data.  Again, just quickly highlighting, it was these key areas of CFIR that we used.  

So the cross-cutting themes that we get from CFIR are the strengths and the intervention characteristics.  Right?  Staff really accepted the evidence basis for MISSION, which is the key question we asked, and they really felt that MISSION was a good match for their patients.  Weaknesses of the intervention characteristics, right?  Staff felt MISSION was complex and hard to implement, and they also felt overwhelmed by a busy, complex, context.  Right?  With GLA being sort of ground zero for the struggle against homelessness, you can see why that might be so.

So again, here are strengths of the inner setting.  So deep engagement in Veteran care.  We found real interest in MISSION and that people really understood that there were high level leadership supports for MISSION.  Weaknesses, so this was, MISSION was supposed to be implemented for HPACT, and there aren’t, HPACT doesn’t access the peers.  VASH has peers.  Outreach has peers, but HPACT does not.  And as David explained, MISSION really needs the pairing between the case manager and a peer to deliver it.  So HPACT social workers also noted that they had little capacity for individual therapy.  All staff feel a little change fatigue, and staff feel that efforts are under-recognized so that if they work really hard sometimes, where they’re dealing with implementation, they don’t necessarily feel that they get recognition.

So what did we learn?  We learned evidence, that people believe in the evidence.  They thought MISSION was appropriate for this population.  Right?  That was really key, that they really thought that MISSION was right for their Veterans and that they felt peer support was invaluable.  

We also really looked at staff culture and teams, which was looked at in the ORCA as well.  So staff culture indicated that people felt very strongly supported with the exception of, by their team members, with the exception of HPACT staff who felt less supported by their teams.  In comparison with Outreach and HUD-VASH staff, HPACT teams were less likely to report a sense of personal responsibility for improving patient care, cooperation to maintain care, or perceptions of a culture of leadership.  HPACT teams were also less likely to report organizational use of MISSION-VET than Outreach and VASH staff.  Right?  So, and that’s really dovetailed nicely with the qualitative data that was saying very similar things.

In terms of leadership, staff believed there was leadership support for MISSION.  However, they were not confident they were going to get recognition for their work in MISSION.  And this was more pronounced at Greater Los Angeles than the CBOC in Sepulveda.  GLA staff scored lowest on the items related, the feeling that they would receive recognition for participating in MISSION-VET.  

And so what we really learned here is that there are these complex organizational silos.  Right?  There are limited access to peer specialist staff.  People wanted the MISSION-VET, but they feel like they have a lot of limited capacity.  So there’s this really challenging population.  Then there’s this really challenging organizational setting.  And then there’s this challenging implementation.  So what can we do about that?  Right?  So we look at all of that.  We bring all our data together.  We go back to our objectives.  Right?  We’re really looking up here about the barriers of facilitators, bringing our data together, and then finding out what we can do to make the implementation more effective, which turns us back to our implementation strategy.

Again, we are going to do blended facilitation, which is bringing in external and then internal facilitators to work together on MISSION.  This is often done in a one-to-one relationship, and that’s how we had envisioned it being delivered with Jeff Smith, and then one internal facilitator from a staff person on HPACT.  But we just really learned that that was not going to work here, and really to get MISSION, and to get that great pairing between a case manager and a peer, we were going to need to do something interesting, in part because there was no official relationship.  Right?  And you know, this is complex for VA and organizational culture when there’s no direct way for people to connect with each other.  Right?  It’s hard to get them to work on something.

So we decided that we would do, we would make internal facilitators into a team, and this would be the way we would bridge this problem.  So we would move from our original plan, which is shown on the left, to sort of our newer version of forming an internal facilitation team.

So lessons learned is that it’s really important to integrate formative evaluation, objectives, and research questions within a framework and that the use of CFIR is crucial for us, and to integrate your framework into your research plan and the deployment of it, and to be flexible.  You know, and be ready to do things like the tri-level transcription because that’s what needs to be done.  And that mixed methods formative evaluations, you know, if done rapidly, and this was a quick turn-around, although I would like to point out that it took tons of groundwork to get ready to do that.  But because we put the time and energy into doing that, we were able to do it quite quickly, but it takes serious planning.  And it was really worth the investment for us, that we, by spotting those problems, organizational challenges, we were able to find a bridge for them.

So lessons learned is that pre-implementation work suggested modifications were necessary in the roll-out of facilitation.  It helped us re-conceptualize facilitation because we really needed to accommodate the complex needs of homeless Veterans, complex organizational structure of VA Greater Los Angeles, and the complex delivery structure of MISSION.  So the obvious modifications then included having more than one internal facilitator. And this actually helped reinforce the MISSION model itself, which asks for this pairing of a caseworker and a peer specialist.

So, conclusions.  Facilitation is a flexible, strong strategy that can be used to overcome, or can be interesting to continue to test to see how it helps overcome, you know, these kinds of organizational challenges.  And, let’s see, the formative evaluation phase of this study, you know, highlights the importance of implementation considerations.  And that, you know, formative evaluation as an up-front investment in time and resources can really pay off.  And that I think I really want to emphasize here that methods and data decisions, decisions, sorry, need to be flexible, rigorous in certain projects.  And when I say flexible, I want people to also understand that when you make a decision or you change directions, that something needs to be recorded.  Right?  We talked, we really, you know, made sure that was in the meeting notes. The qualitative team really kept track of decisions that were made and why they were made.

So this is a quick snapshot of the MISSION study team.  And at this point I think I’ll wrap up for questions.

Moderator:  Thank you, Megan and David, for your presentation.  To the audience, we still have about 20 minutes left in our time, and if you have any questions for the presenters to send those in now.  I have a couple questions here, so maybe we can get started with those.  Can you explain more about tri-level analysis?  How and why do you use it?

Dr. Megan McCullough:  I’m sorry.  Can you repeat that last part?

Dr. David Smelson:  Yeah, I couldn’t hear it either.

Moderator:  Oh, I apologize.  Is this better?

Dr. Megan McCullough:  Yes.

Dr. David Smelson:  Much better.

Moderator:  Alright.  Can you explain more about tri-level analysis?  How and why did you use it?

Dr. Megan McCullough:  Well, so when I really heard about the time lag of possibly getting transcription done and really feeling this rapid analysis, we needed to get the data back to Jeff Smith who was an external facilitator so that he could be as effective as possible.  You know, I started looking around and trying to refresh my memory about ways in which we could do this more rapidly, rather than a straight-up transcription, which of course, I’m perfectly capable of.  I did it for ages for all my own field notes.  Right?  It’s very time consuming.  And then we had done some work at Bedford, actually in our qualitative group, talking about rapid techniques.  And so I went back and looked at Elisa Sobo’s work, and it just seemed like the perfect match for this project where you could really get exact quotes that you needed, but you could also fill in with some paraphrasing.  And because it was the beginnings of rapid analysis, I could flag things with my team to let people know that there was a quote coming up that was really important.  Now sometimes we were wrong.  Sometimes things, well- not wrong, but sometimes things we thought were really great quotes turned out to be less compelling in comparison to other quotes, or something like that.  But it really helped us begin to sort of break something down.  And so I mean I find, it was time, labor intensive.  There’s no doubt about that, but I think we all found it very effective.  And those transcripts, those tri-level transcripts, were, you know, uploaded to NVivo and we used them as if they had been, you know, any other transcripts.

Moderator:  Okay, thank you!  I have a question here from an audience member.  This was definitely a lot of work.  If you could have more resources, what would you add?

Dr. Megan McCullough:  It would be really great to have rapid transcription.  That’s really just always useful.  But other than that, I’m not sure there was much.  I can’t say that it wasn’t intense or labor intensive, but it was also just really kind of exciting, interesting work.

Moderator:  Alright, thank you.

Dr. David Smelson:  Meg, the only thing that I would add to that is, you know, we’re primarily based out of the East Coast and Little Rock, and travel was a little complicated, and so, you know, if we had, if we were in a perfect world, we probably would have spent a little bit more time with our L.A. site, and we’ve had to do a lot through conference calls.

Moderator:  Okay, thank you.  To the audience, I just wanted to remind you that we still have about 15 minutes left in our time, and if you have any questions to ask the presenters, please send those in.  I think we just got something in.  How does this information apply to homeless/Housing First model that will not allow for addressing addiction issues unless the Veteran asks voluntarily?  In other words, will the parameters of the model change in the near future?

Dr. David Smelson:  Yeah, that’s a good question.  So I think what the audience member is asking about is with Housing First, people might not be quite ready yet for recovery, but they’ll have their house, and how is that?  I mean with MISSION, we certainly want to go out and check on folks and try to address their needs, but, and we’ll keep trying.  I don’t see it inconsistent with the Housing First model.  And in fact, Sam Tsemberis, who developed Housing First, and us just have a paper out now that talks a little bit about how there’s more consistencies than inconsistencies between us and Housing First.  But I think that for us the major difference really is if people are not yet committed to their recovery, we’ll still continue to check on them, recognizing that they have the choice with regard to their recovery.

Moderator:  Alright.  Thank you, David.

Dr. David Smelson:  Sure.

Moderator:  Are there any drawbacks to doing a rapid mixed methods analysis?  In like transcription or anything, is there anything that might have been overlooked since you were doing this rapid analysis of it?

Dr. Megan McCullough:  Well, so, of course, when you, when things move rapidly, you wonder.  But let me just take a second here to address something.  I mean I think some previous projects I worked on, they’ve been going on, just ended now, but it was a four-year quality improvement project in anticoagulation care across VISN1.  We used the ORCA every year that year.  And we’re working now on an article with Christian Helfrich about how, using the qualitative interviews as the gold standard, but how well the ORCA context sections took a really good sort of, say, snapshot of context at a certain place and time.  And so based on sort of that experience, I really do find that this approach of using a survey, with qualitative data, which has some overlapping questions and some not, but still very guided by a framework, really generally helps you get enough of what you’re looking for, and sometimes quite more than enough.  I mean, there could be very interesting side bits to, you know, the complicated organizational picture in LA, and it was certainly moments where I felt that I could have gone down that, you know, rabbit hole, and as an anthropologist I would have been fascinated by that.  But as an implementation scientist, when you’re really focused on the barriers and the facilitators for something, I do feel like this approach is pretty comprehensive.  It can be really labor intensive.  That is always, I suppose, something that PIs have to consider, but I do find that it has really been quite comprehensive and productive.

Moderator:  Alright, thank you, Megan.  We have another question from the audience.  Where can we find more information on Dual-Recovery Therapy?

Dr. David Smelson:  So if, you can find our materials on the National Center for Homelessness Among Veterans website. Also if you just simply go to MissionModel.org.  Again, MissionModel.org, you can find our manuals and download them, and within them there’s materials on Dual-Recovery Therapy.

Moderator:  Thank you.  How can you train staff to do this kind of rapid work?  How long does it take?

Dr. Megan McCullough:  Well, I think…

Dr. David Smelson:  You want me to go first, Meg?  You go first, Meg, and then I’ll go after you.

Dr. Megan McCullough:  Go ahead, David.  You go first and I’ll go next.

Dr. David Smelson:  Sure.  So I think that’s the tricky part.  When we originally started doing this, we thought that a brief two-hour training and handing out manuals would result in people having good uptake of our evidence-based practice.  I just finished a project with Matt Chinman where we had, in fact, no uptake in a different study when people got the two-hour training and exposed to the manuals.  I think through this project what we certainly realized is facilitation is important.  Again, not only exposing people to the implementation materials but really helping them work out their barriers. And it’s hard for me to give you a timeline, but I think addressing these organizational barriers, you know, the fact that in GLA there were not readily available peers, making sure peers have access to the medical records, you know, making sure people are comfortable with the components of MISSION, because it is a complex model, is all important.  And that’s why I think implementation platforms are so important above and beyond just disseminating implementation materials like MISSION.

Dr. Megan McCullough:  Yeah, and I think…

Moderator:  Megan, did you want to add anything?

Dr. David Smelson:  I don’t know if you want to add anything.  I didn’t really give a timeline, but I think it’s more of the process that’s important.

Dr. Megan McCullough:  Yeah, I just would reinforce that, that the qualitative data found that people really like MISSION and people are very interested in MISSION, but then I think it’s just challenging for very busy frontline staff to sort of, you know, be able to check the manual.  I think sometimes they, I think this is why it’s a great addition to have facilitation work with it, because it helps people bring up some of the nuts and bolts of issues.  You know, when you are faced with, you know, a patient right in front of you, there’s just always a little bit more complex sometimes or have much more going on than if, perhaps, always, you know, the way the example in the manual may show it, or at least this is, you know, almost a direct, this is my paraphrasing of a quote that was given to me.  So I do feel like the facilitation, is in a sense, part of the answer to that is that the internal facilitators are there to sort of help field some of these issues and bring them back to Jeff.  And then that also allows us to sort of pull in David again to follow up on things as the content expert.

Dr. David Smelson:  Yeah, I agree, Meg.  I think it’s really about making those adaptations to the model, and that’s really what takes a long time.  So, for example, folks in VASH are very comfortable doing community-based outreach but might not necessarily be as comfortable delivering the co-occurring disorders part.  And folks in addictions treatment might be comfortable with the co-occurring disorders part and don’t necessarily do community outreach.  And with MISSION, it’s sort of a blended approach and really trying to figure out how to create that team in GLA that would address the multiple aspects of MISSION, and that’s what really took us some time.

Moderator:  Alright, thank you.  We’ve got a few more questions here from the audience.  There’s a question about CFIR.  Would you say that is a gold standard model for this type of work or did you consider other models?

Dr. Megan McCullough:  Well, again, I think that sort of is driven by your research question, and you know, in our case, right, we’re part of a QUERI.  So CFIR was the sort of chosen model for the entire QUERI, and each project in, you know, our QUERI application sort of used CFIR to develop their research questions.  And so for us, of course, CFIR worked, because it was integrated from the very beginning.  But I would say, again, it really depends on your topic and your research questions.  You know, it helps you sort of choose a framework and then, you know, it’s kind of a circular thing as well.  Once you get your framework, the framework should also help you refine your research question.  I hope that makes sense.  I guess it’s recursive.  That’s the word I was looking for.  They sort of feed into each other.

Moderator:  Okay.  Let’s move on to the next question.  Can you provide some statistics on the efficacy of the MISSION model versus programs who are using a variety of interventions?

Dr. David Smelson:  Sure.  So again, the evidence for MISSION is both the underlying components as well as the intervention itself.  So one of my randomized controlled matched attention studies that we did in the VA where we randomized people to treatment as usual plus MISSION or treatment as usual plus matched attention, we found statistically significant improvements in access and engagement in care and mental health and substance abuse and community tenure, just as an example.  But we’ve done a number of different studies.  On several of the slides, there were some references for additional evidence for MISSION.

Moderator:  Alright, next question.  In terms of implementation of MISSION-VET at sites of a varied size, rural versus urban, are there certain elements that benefit or suffer for it?  Specifically, CTI seems to be difficult to implement in a smaller setting.

Dr. David Smelson:  You want me to go, Meg?

Dr. Megan McCullough:  Yeah, you should go.

Dr. David Smelson:  Yeah, that’s a good…

Dr. Megan McCullough:  That’s a good question.

Dr. David Smelson:  I mean we’ve done our work in both rural and urban settings, and one of the big pressure points for us with rural settings is that there’s a lot more geography to cover, and even if we keep caseloads small.  I didn’t talk much about caseloads, but our caseloads are very small in MISSION.  We like caseloads of about 15-20 per team because we really focus on chronically homeless folks.  In rural areas, it is more geography to cover, although ironically we have a couple studies going on in rural areas now.  Because there are so few resources we find that there are, they have very good uptake of the model.  And again, I think that’s partially because in rural areas they, it might be an over-generalization, but find that they work very well together as a team.  There’s less resource [inaudible 54:38 to 54:42].  They have less to make things work and do a really nice job implementing MISSION.

Moderator:  Megan, did you want to add anything?

Dr. David Smelson:  I don’t know if I have anything else.

Dr. Megan McCullough:  I don’t have anything to add to that.  Are there more questions from participants?

Moderator:  That was the last of them, I think.  Thank you, both of you, for taking the time to present today’s session.  To the audience, if you have any other questions for the presenters, you can contact them directly.  Their contact information is on the screen.  

So the next session in VIReC’s Partnered Research Cyberseminar series is scheduled for Tuesday, April 18th.  This session will be presented by Dr. Nasia Safdar, and she will present on a partnered evaluation initiative to build implementation science for VA Healthcare Associated Infection Prevention.  We hope you can join us.
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