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CIDER Staff: First, I’d like to introduce our presenter today, Dr. Anne Sales, research scientist at the VA Center for Clinical Management Research, located at the Ann Arbor Health Care System; professor in the University of Michigan’s Department of Learning Health Science; and co-editor-in-chief of the International Online Health Implementation Research Journal Implementation Science. Anne, can I turn it over to you?

Dr. Anne Sales: Sure. Thanks, Rob. 

CIDER Staff: Here you go.

Dr. Anne Sales: Okay. I wanted to start off by saying that we’ve actually had a number of presentations about the ORCA in various venues and settings, and I believe we’ve had at least one cyberseminar about the ORCA before. But the reason for presenting this today is to actually show you some data from a site in one of, sites in some of the work that we’re doing in the long-term care QUERI and talk a little bit about how to use these data because I think that’s a piece that has been not so well described and hasn’t necessarily been readily available to people. So what I’m going to do today is start with a brief review of the ORCA, which is a survey instrument. I’ll talk about actually using it and how we’ve applied it and suggestions for how it can be done. Fairly quickly and parsimoniously I’ll talk a bit about the scales and subscales, the stem, which is a very important part of the ORCA, and some process issues for using the ORCA. And then we’ll talk about analyzing the results and then thinking about how to use these results in implementation work. And we have some questions throughout this. So the first one is actually, or first poll question, which is to ask you to tell us about your primary role. 

CIDER Staff: I have launched the poll that Anne just referenced. Please tell us your primary role. Selections are clinician, analyst or program manager, implementer, implementation researcher, or other. And feel free to type a job title into the questions pane if you’d like. The answers are streaming in. We’ve just about reached 80%. We’re a little over 80% and things have slowed down, so I’m going to go ahead and close the poll. And Anne, the answers are 9% chose clinician, 28% chose analyst or program manager, 9% implementer, 50% implementation researcher, and 16% chose other. And I did not get any, oh, one person said knowledge translation. So I’ll turn it back over to you. Thank you.

Dr. Anne Sales: Great. Thanks, Rob. Okay, so a brief history of the ORCA. ORCA stands for the Organizational Readiness of Change Assessment.  And when we came up with that acronym, this was developed in Seattle and it seemed like one of the more clever acronyms we could come up with being in the Pacific Northwest. It was developed fairly early in the history of the Ischemic Heart Disease (IHD) QUERI program, which was one of the original QUERI programs that was funded beginning in 1999 or early 2000. And I’ve given the link in this slide, which you can download and have, to the primary article that was published in implementation science in 2009 that describes some of the history of the ORCA and also discusses the scales, validation, and other information. 

The reason that we developed the ORCA was that we needed to understand whether or not organizations were, in the perception of the people involved in those organizations, so people in the organizations who were actually doing work, ready to make changes to conform to new evidence-based practices. This is actually an important issue. Readiness of change has been highlighted as an important concept, and it’s one of the constructs that’s used frequently in implementation research and in implementation practice. So the other link I’ve given here is to a paper by Bryan Weiner that describes the theory of Readiness of Change and some of its history as well as some of the key issues around measuring it and understanding it. And I’ll just say the ORCA is only one of several instruments that are designed to measure organizational readiness to change. So there are others and there are several papers that have been published, both in implementation science and elsewhere that describe and summarize some of the instruments that are out there. 

So the ORCA was initially based on the PARiHS framework. PARiHS stands for Promoting Action Research in Health Services. And this is a framework that was used by a number of the early QUERI programs. There are 3 elements to the PARiHS framework: Evidence, context, and facilitation. And so these 3 primary scales form the basis of the ORCA. So the focus is on understanding the way that people perceive the evidence for the specific practice that is being implemented, how they perceive their context and particularly focusing on the readiness of that context, the readiness of their organization to make change, and then facilitation, which is a very multi-faceted construct and one that I’m not going to spend very much time on in this particular discussion.  But we’ll talk a little bit more about how it’s measured within the ORCA. 

So there is no overall score that sums across all three of these scales, so there’s no single ORCA score. And that’s in part because these are really quite different broad scale constructs that, there really, I think, would not be a lot of point in summing across evidence context and facilitation. Within these three major scales, there are a total of 19 subscales and a total of 77 items. And I’ll be going through more of that in just a minute. 

So actually administering the ORCA can be done by pen and paper.  And the original use of the survey was pretty much done through sending people or giving people copies of the instrument on paper and asking them to fill it out. But increasingly we’re using web-based surveys.  And right now we’re using Qualtrics as our primary modality for doing the surveys that we’re doing for the long-term care QUERI work, which is a QI project. And we will be using, and other web-based platforms can be used like REDCap. 

The ORCA starts off with questions about setting and role, and these are quite minimal.  They’re just really designed to be able to keep track of who is in what setting and also to understand a little bit about the roles that people play. So the kinds of roles I’m talking about are physician, nurse, nurse practitioner, healthcare aides, technician, and depending on the kind of work you’re doing and what the setting is, there can be many other roles. So they depend a lot on the topic, but there can a fair amount of re-use of some of these fairly standard roles across different studies. And the reason I mention that is because the opportunity to pool data across multiple studies using the ORCA is one of the main reasons to consider using a standard instrument like the ORCA. And in general, depending on how many of the three primary scales are used. Response time can take between 10 and 20 minutes. It takes longer when the facilitation scale is used because there are a number of subscales to that. But as I’ll say in just a minute, for baseline assessment in particular, using the facilitation scale probably doesn’t make a lot of sense. 

So very briefly looking at the scales, as I said, the paper that describes the ORCA in the most detail was published in 2009. Christian Helfrich was the first author on it.  And it describes the scales and the subscales. They’re quite simple and they’re additive. All of them are like or type scales, and they do provide an opportunity to say ‘doesn’t apply’ or ‘don’t know the answer.’ And I’ve just given the screenshot of the TBF of the paper. 

The subscales include, so I’ll go through the subscales for each of the three primary scales. The evidence scale has four subscales, and the first one is really looking at the amount of concordance or disagreement between team members about strength of evidence. And so this is the perceptions of the person who is responding to the ORCA questionnaire about whether or not the people in their team agree about the strength of the evidence. 

And then it goes into specific questions about strength, perception of strength of research evidence, perception of strength of clinical evidence, and then perceived strength of patient preferences. And all of these are following the PARiHS model of understanding what evidence means to people and how they perceive it. 

The context scale has six subscales, and the first two of these focus on organizational culture, particularly culture focused first on senior leadership in management, and then culture related to other staff. So more peers if the persons responding to the ORCA is a frontline staff person. Then there are two subscales about leadership practice, and these focus both on formal leadership, so these are people in positions of formal authority in the organization, and also on opinion leaders, which are defined as informal people who are recognized by their peers as providing useful and helpful information about particular topics. Then there’s an evaluation subscale on whether or not evaluation is being conducted that focus on setting goals, and tracking and communicating performance, and then finally there’s a subscale on resources. 

Facilitation, which is the last of the three major scales in the ORCA has nine subscales. And these focus on senior leadership management characteristics, characteristics of the clinical champion, and again, these all relate to a specific topic, a specific evidence-based practice that is being implemented. Roles of senior leadership or opinion leaders, roles for implementation team members, the implementation plan, communication, implementation progress, implementation resources, and implementation evaluation. 

I think I’ll just say right now that the labels on these subscales give you some indication of why you wouldn’t use the facilitation questions and facilitation scale as you begin an implementation project because, for the most part, many of these things don’t exist yet. So you may not yet have an implementation team. You may not yet have had any communication with people about the progress of implementation, the resources available, or any evaluation of the implementation. So it makes sense to use the facilitation scale once implementation is underway. And this is one of the things I think is important because not using the facilitation scale makes the whole instrument quite a bit shorter, as you can imagine, with nine subscales and facilitation. But it also means that you aren’t asking people questions if they don’t have any information about it yet. So I’ll say this again later, but my recommendation would be that it probably makes little sense to ask the facilitation questions until you’re well into the implementation of the evidence that you’re working with. 

So I want to focus a little bit on what we call the stem, which is the first part of the ORCA and basically says this is what we’re focusing on, so all other questions refer back to this particular piece, which is in essence the statements of the evidence-based practice or evidence-based change that the implementation effort is about. So the first couple of questions, as I said, are sort of demographic. They’re where you are and what you do. And then all of the remaining questions refer to a common stem. 

And for our work in the long-term care QUERI, the stem is this statement. And usually it’s presented as a finding statement. So in this case it is conducting and documenting goals of care conversations with Veterans or their surrogate decision makers in CLC and HBPC. For those of you who are not in the VA, those two acronyms stand for Community Living Centers and Home-Based Primary Care. Community Living Centers being nursing homes that VA owns and operates. So conducting and documenting goals of care conversations with Veterans or their surrogate decision makers in CLC and HBPC will contribute to improved care planning, greater congruence between Veteran preferences and care, and improve quality of life for seriously ill Veterans in CLC and HBPC. So this is the statement that people are being asked to reflect on as they think about the evidence part for the first part of the ORCA, as they think about the context of their setting. It’s about putting this piece around conducting and documenting goals of care conversations into practice in Community Living Centers and Home-Based Primary Care. 

So this slide is probably not as readable on this screen as I would like, but again the slides are available. And I’m just giving a couple of exemplar questions in the evidence and the context scales, all of which again refer back to the stem that we just talked about. So the first question in the evidence scale is: Based on your assessments of the evidence basis for this statement, and again, the statement at the bottom is the one that we’re talking about, please rate the strength of evidence, in your opinion, on a scale of one to five where one is very weak evidence and five is very strong evidence. And then another question in the evidence scale is: The proposed practice changes or guideline implementation, again, back to the question that we talked about, first is supported by RCTs or other scientific evidence from the VA; is supported by RCTs or other scientific evidence from other healthcare systems; and the, finally, should be effective based on current scientific knowledge. So this is getting at the research subscale set I mentioned a few slides ago. 

Looking at one of the exemplar context questions, again, referring back to the stem, senior leadership or clinical management in your organization: A) provides effective management for continuous improvement of patient care, B) clearly defines areas of responsibility and authority for clinical managers and staff, C) promotes team building to solve patient care clinical care problems, and D) promotes communication among clinical services and units. And all of these, the respondent is asked to respond on a scale of one to five, but they do have the opportunity also to say that they don’t know or that the particular question is not applicable. 

And then just briefly to show a couple of questions from the facilitation scale, the first one again refers to senior leadership and clinical management that they have proposed a project that is appropriate and feasible, provided clear goals for improvement in patient care, established a project schedule and deliverables, and designated a clinical champion for the project. As you can see from these, if the project is just starting, most respondents won’t be able to answer these questions yet. 

And then another example is referring to the project clinical champion. First that they accept responsibility for the success of this project, that they have the authority to carry out the implementation, that they are considered a clinical opinion leader, and that they work well with the invention team and providers. Again, if there is no designated clinical champion, people will not be able to respond to these questions. 

So a couple of additional things to think about: The fact that there are three major scales is, I think, important and one of the pieces about the way the ORCA is constructed that I think has some value. It relates to a well-understood framework for implementation success and understanding some of the major factors that contribute to that success or to the failure of implementation. But these are not all equal or equivalent. And the degree to which evidence context or facilitation might play roles in a particular setting is one of the things that’s really important to evaluate. I would argue, personally, that evidence and context are important throughout the life of an implementation project. And also, and this is kind of an unfortunate reality, they can and do change as the, the perceptions of these can and do change as the project rolls out. 

But even from the beginning people will have perceptions, and those early perceptions, their initial reactions to the particular evidence-based practice that is being implemented, will color the way that they see and respond to the attempts for implementation. And then, as I’ve already said, facilitation is only really meaningful once the project begins and is underway. And until people know that there is an implementation project and know something about it, they won’t be able to respond to the facilitation questions. 

So thinking about when to time administration of the ORCA, I think, is highly variable. It depends to some extent on resources. It will depend also on what you’re trying to do. But I would argue that it makes sense, at least at the beginning of the project, essentially at baseline, in the middle of the project so that you get a sense of what may be happening which is often a time for course correction if necessary, and then at the end of the project. And there are reasons for doing all three of these. At baseline, which is the timing that I’m going to talk about the rest of this presentation, what I think is particularly useful is understanding how people perceive their context even before you started doing work on the particular project that you’re working on. And that’s the primary use of the evidence and context scales at the outset. 

But what happens during the project can make quite a difference, and people’s perceptions will change. So one of the things to look for in a second administration is not only to introduce the facilitation scale and the nine subscales within it, which should give you information about if there are things that are starting to either not go so well, for example, a clinical champion who doesn’t have the time or the skills necessary to be able to enact that role very well, or particularly things around evaluation. Are people getting information about how things are going so that they can make their own course correction if necessary? Or are they basically blind as to, excuse me, what’s happening with the project? And then what that really argues for is that during the project, at that middle and end point, using the facilitation scale becomes important. And to understand how people are reacting to what they’re experiencing with facilitation and the work that’s being done and whether it’s actually helping them or perhaps it’s actually getting in the way of people implementing the evidence-based practice. 

So we’re to another poll question. And so I’m just curious, given what you’ve heard so far, are you interested in using the ORCA for either research or non-research purposes or not interested in using the ORCA at all? 

CIDER Staff: And I’ve launched the poll, Anne. 

Dr. Anne Sales: Great.

CIDER Staff: People are providing their answers. I’ll repeat the question, the answers. Interested in using the ORCA for research purposes, are you interested in using the ORCA for non-research purposes, not interested in using the ORCA at all, or unsure. The answers have slowed down quite a bit, so I’m going to go ahead and close the poll. Sharing it out, we see that 61% responded that they are interested in using the ORCA for research purposes, 23% answered that they’re interested in using it for non-research purposes, 1% not interested, and 15% unsure. Back to you.

Dr. Anne Sales: Okay. Thanks, Rob. Okay, so let’s assume at this point you’ve decided that you will use the ORCA and you’ve gone ahead and administered it. So now what? So the first thing you’re going to want to do is just descriptively analyze the information that you get back. And I’ll just note that the response rate actually provides information. It’s difficult to interpret without some additional data, so interviews with people, ongoing contact with site champions so that you have some idea, you know, that perhaps some major thing like a joint commission survey may be going on in the site and so nobody’s responding to anything, or that there are some concerns and issues that people have about confidentiality, that there are some administrative actions going on within the site that could make things difficult and make it unlikely that people will respond. 

One of the things I’m going to say, and this is particularly true in web-based survey administration, understanding who actually got the survey can be complex. We, like I think a lot of people, are distributing the surveys at this point through the site champions without asking for direct contact with individuals within the site. So we’re working with the site champions to describe who it is that we think would be good people to be respondents to the survey. But ultimately it becomes a question for the site champions as to who they would like to see involved in the survey responses. And to some extent this is where, you know, whether you’re doing work as non-research activities as quality improvement versus a research protocol can make quite a difference. And so one of the other things is that knowing how people understand the reasons for the survey and the degree to which it actually has meaning for them is a complex issue as well. And all of these are things that can reduce the number of responses that you get. And all of that, you know, again, can provide information and hopefully with other sources of information that you have provide some additional context. 

So the first thing you want to do is just do a univariate analysis of each item, and that’s really quite straightforward. And then, I think, you know, thinking about what kinds of bivariate analyses you might want to do. For example, do different roles, people in different roles have different perceptions, which is something that you can check fairly easily using the role information that is at the beginning of the survey. And there’s a serious question about what it means if different groups of respondents respond differently about the same facility. It doesn’t always mean that the survey is not working or that the instrument isn’t working. What it usually means is that people in different places and different positions within the organization see things differently. And it’s not uncommon for managers to have strong opinions about how things are going that vary quite a bit from the perceptions of frontline staff. And a lot of that just has to do with the different places that people sit and what they are doing and how they see things. 

So I’m now going to actually show you some data. This is all data from some sights where we’re working, but I’m not going to spend a lot of time talking about the sites but rather focusing on what we’re learning from those sites about their perceptions. So these data describe four different facilities. And because I’m not focusing on the results of any particular study, I’ve given you a little bit of the background of the work we’re doing and the fact that we’re focusing on implementation of goals of care conversations and more generally the implementation of the life-sustaining treatment decisions initiative, which is being managed and promoted by the National Center for Ethics and Healthcare in the VA. These sites are, give us a picture of four different places and some more information about how to think about using the ORCA and that’s the focus of what I’m talking about today.

So in these 4 sites a number of respondents varied by site, and I can tell you that the ORCA was administered to varying numbers by site as well. But as with many of the web-based approaches that we’re using, it’s a little bit difficult to know exactly how many people received it and actually have a chance to respond to it. So the sites vary by number and by types of roles. And what I’m going to talk about is the evidence and context scales. I’m not going to talk about the facilitation scale in this particular example. 

So here what you’re seeing is the four different sites: A, B, C, and D. And these just show you the overall scores for each of the three major scales in the ORCA. And what you can see immediately is that there is quite a lot of variation across these four sites in terms of the perception of their context; their perception of the evidence which is the same evidence for all 4 sites, the same evidence statement; and in this case we did use the facilitation scale, and you can see that there is some variation in facilitation across these sites. And so right there you get a little bit of a profile of each of these sites and facilities and a little bit of understanding about where some of the strengths might be. So one of the things I would say just looking at this, these four sites and this profile is that the evidence is not really in contention. For the most part, they agree with the evidence. They think that the evidence is reasonable for these goals of care conversations. But there is variation across the sites in terms of the evidence. And as we’ll see in a minute, that variation plays out in more detail when you look at some of the subscales. 

So they do show variation. Just looking at these three scales alone is not terribly informative, but it does show you that these sites are not the same. It does suggest that you might think about different approaches for each facility. And it also suggests that the fourth facility, facility D, may be in essence better off because across all three of these scales it has better responses, higher responses than at the other three sites. And so they may be more ready to change if you think about this as an overall picture for across the three major scales. 

So in this next slide, these are parts of the evidence scale, and I just wanted to talk through some of these a little bit more. So again, what we have here is in each of the panels, and there are 12 panels across this slide, there are the four facilities. The four sites are bars in each of these small panels. And so the first one is the research evidence scale, and what it shows is that in terms of the perception of the research evidence, there’s actually quite a lot of variation across the sites. So that sites, site A in particular, despite the fact that overall they thought the evidence was reasonably strong, their amount of agreement is not quite as strong as it is in sites B, C, and D. And in particular, there’s some question about the effectiveness of this particular piece of evidence, which is probably most clear in site A. But site D shows very little of this sense of uncertainty about the evidence for this particular change. 

In the middle panel of three sets of bars, you can see that there’s actually underlying some of this is even more disagreement. And so this is where the perception about patients’ understanding and patients’ perception of the evidence becomes, is being summed up in this scale. And what you can see is that there is actually a fair amount of disagreement here. And then in particular in site A, you can see that there are people who actually quite strongly disagree with the evidence statement when they think about the experience of patients or healthcare providers. So I think that there is, this gives you a sense that the pockets of resistance may be stronger in some facilities than another. 

And in the final evidence scale that we’re looking at in this particular slide has to do with whether or not the perception will, I’m sorry, I should have said the middle slide is actually the one that has to do with clinician perceptions. The final panel is the one that has to do with patient perceptions of evidence or perceptions that the respondents have about what patients think about the evidence. And here you see there’s not quite as much disagreement, and in general it seems as though people’s perception is that patients may not be, the way patients think about this may not be so much the issue. The issue may be, looking at the middle panel, this is where providers may actually have issues. And this is their perception of other providers. So you kind of get a sense of my own sense of things in the left-hand panel. You get a sense of my sense of other providers in my facility. That’s where there may be more disagreement. And then my sense of how patients in my facility perceive and respond to this. 

So the sum of, summary for this, and I would say is that evidence is really not perceived uniformly across all four facilities even though the sum of this scale appears to show that they’re all relatively okay with this evidence. But that there is quite a perception that clinical experience can vary significantly. And in facilities A and C, there was significant disagreement. This is actually important because clinicians are the ones who have to actually use goals of care conversations and conduct them with patients. And so this piece about clinician experience and their assessment of the evidence is actually important information for thinking about implementation and for moving forward. 

Then moving on into context, I’m only going to show a few of the context subscales here. This one has to do with perception of senior leadership culture. And what I want to say here is, again, you can see that facility D by and large is positive, and their responses reflect a fairly uniform acceptance. I should note that the grey bars, the grey part of each bar, is the ‘don’t know’ or ‘not applicable.’ And I would suggest that that’s actually also information. When people say ‘don’t know’ or ‘not applicable,’ especially around, something around senior leadership and clinical management, they may be expressing several different things. But one may be a concern that they don’t want to disagree with senior leadership or clinical management for any reason or that they don’t think that senior leadership or clinical management fully is what this statement says but they don’t want to say so. And so that’s actually, it’s useful to have this kind of information because it gives you a sense of kind of what the level and range of people being unwilling to make a clear statement is in a particular organization. It’s not as easy to interpret for implementation use as one of the one to five responses, but it’s still information of a sort. 

And what I would say here is just looking at these again as sort of profile pictures, you can see that facility B in particular, there are people who expressed strong disagreement with these statements about senior leadership rewarding clinical innovations, soliciting opinions of clinical staff, and seeking ways to improve patient education and increase patient participation in treatment. And, you know, so these are the views of probably one or two respondents, but it gives you a sense that the profile of this facility is really quite different from the profile of facility D in particular, but even also facility C. 

So the perceptions in the context scale about senior leadership culture differ widely, and I think it’s important to say that this kind of disagreement does matter. It matters because it suggests that within the facility there are different ways people think about how senior leadership and senior management treat innovation, treat their staff, and will respond to the kind of innovation that you’re talking about.

So now thinking more about the staff side of things, so these are more the peers of frontline people, or for somebody who is in the management position, these are the folks who report to them. You can see that here there’s less of that strong disagreement. The questions are a little bit different. They have more to do with personal responsibility, cooperation. But they also touch on the third panel from the left on willingness to innovate and experiment and receptivity to change. And again, you can see that as we progress from having a personal responsibility for improving care cooperation to willingness to innovate and receptivity to change, there’s more and more disagreement across most of the sites. Again, facility D stands out as not disagreeing with these statements. But across the other three facilities, there’s an increasing level of disagreement with each of these statements. And again, these are important because this suggests that from the perspective of people responding to the ORCA, the level of support among their peers and among frontline providers varies and is different. But overall there’s less variation than perceptions of senior leadership and management. Facility B registers some strong disagreement in the last question, and overall the picture is somewhat mixed across the four facilities. 

I’m going to just quickly show some of the results around opinion leaders, and some of the issues here are that opinion leaders can be both positive and negative opinion leaders. And so I would say in facility A part of what’s being reflected in that those strong disagreement statements, or responses to the statements that opinion leaders believe that current practice patterns can be improved, is that there probably are some very strong negative opinion leaders in that organization and in that facility. And as you can see, again, you get this profile of difference and different attitudes and beliefs about how people within the organization, key and important people within the organization, are functioning and how they are going to have an impact on the implementation of the evidence-based practice. 

And then one that I think is worth showing just because, in part, we know this. Every time we do implementation work, issues around resources come up. Time always comes up, and time is a resource. And so these questions are quite specific, though, about resources for, that relate to budget and financial resources, resources in terms of training, facility resources. And for this work, I’ll just say the facility resource is probably mostly space because having these conversations requires some private space, and in many facilities, a private space to do this kind of work is difficult to find. 

And then finally, staffing. And here’s where you can see that even in facility D, which overall is very positive, has, you know, strong positive responses to most of the subscales, in terms of resources there’s variation. People feel like some of the resources, particularly budget and financial resources, are not present. And to a lesser extent, staffing is not present. But you can see that facility D had, did not express issues in terms of training and facilities, although in the facilities question there were a lot of ‘unknowns’ or ‘don’t knows.’ And across the other three facilities, there was a lot of disagreement with statements here. So that you can imagine that this is, these issues around resources are posing significant problems for the people who are doing the VA implementation work. 

Okay, so what do you do with all of this information? So first of all, I’ve only shown snippets of all of the data. The kind of profile that I showed can be made available for across all of the subscales for the three major scales. And I would argue it’s in the subscales where you’re going to see the most useful information. And to some extent being able to drill down into specific items is helpful as well, particularly, for example, on the resources. It’s actually useful to drill into some budge training, facilities issues, and then staffing issues because you see a different pattern of response across the facilities. 

And so what you can do with this, to some extent, is to map it to frameworks like the Consolidated Framework for Implementation Research, or the CFIR, and here I’ve done a little bit of the mapping piece. And so there is some utility in just being able to understand and put into some of the standard frameworks that we use in implementation research and implementation practice some of the information that you get from the ORCA so that you can actually use it to map into these and to ascribe level of strength of some of the barriers and possibly facilitators. 

And then I think potentially more importantly, and this can be done to some extent mapping from the CFIR through to implementation strategies. And the reference that I’ve put the link to at the bottom is to one of the papers out of the ERIC project which focuses on cataloguing and understanding the way that implementation strategies are being used and how they can map to constructs within the CFIR and barriers that are assessed but using the CFIR and other frameworks. So for example, if lack of resources for training, which as you saw was one of the question on the ORCA, is clearly an area that a facility states they need help with, a possible implementation strategy to cope with that is to foster and support creating a learning collaborative because, in theory at least, learning collaboratives don’t necessarily require new resources for training and could be put together in a way that provides support and kind of a hands-on training for people in a particular area. 

Another concern that may have come up and that we showed was that in some facilities opinion leaders are not seen as supportive of change in clinical practice. And an issue there might be that you need to identify early adopters, so people who are positive champions and opinion leaders about the change rather than relying on the people who are the natural and kind of go-to opinion leaders in this particular area. 

And then another concern that came up again in the data that we saw was that there is disagreement about the patient perception of evidence for change. And so there you might think about, as an implementation strategy, intervening with patients or consumers to enhance their perception and to think about how they might take up and adhere to some of the changes. And in this particular instance, with goals of care conversations, this might be a very important one with how do you get the message to patients about the importance of having these conversations and the fact that this is a good use of their time and energy as they come in and receive care from the VA. 

So, I think this is our last poll question, and I’m just asking the same question again. So after you’ve seen some of the sort of findings and information, what do you think about using the ORCA?

CIDER Staff: As you can see, Anne, the poll is launched. Answers are coming in. Options are: Using the ORCA for research, using the ORCA for non-research operations purposes, not at all interested in using the ORCA, or unsure. We have quite a few votes already, just about 75%. And things have slowed down, so I’m going to go ahead and close the poll and share it out. And we see that, this is a little bit difficult for me to read, 63% answered using the ORCA for research, 39% answered using the ORCA for non-research or operations purposes, zero are not at all interested in using the ORCA, and 14% are unsure. Back to you, Dr. Sales. 

Dr. Anne Sales: Great. Thanks, Rob. Yeah, I suspect that the 1% who weren’t interested probably dropped off the call earlier. Okay, so to summarize this, and this is really not a discussion that I think is closed. I think there’s a lot of open space here and a lot of opportunity for people to do their own thinking and figuring out what makes sense to them in the work that they’re doing. There really isn’t an obvious mapping from findings on the ORCA to strategies and what to do about the areas that you identified as problems. So I think it’s important to just say that. 

However, I think that we can draw connections between some of the existing frameworks like the CFIR and findings from the ORCA, and we can go further and draw connections to implementation strategies that are being catalogued, that are being described in more detail and about which, some of which at least, we have a fair amount of evidence in terms of their effectiveness and how they work. And I would say that there is value for you as the person doing implementation work or for me as the person doing implementation work in understanding the barriers, and the ORCA is one of the methods of assessment. Again, I just want to reiterate that like many of the other standardized instruments for measuring organizational readiness to change, use of the standardized instrument across multiple studies can allow us to begin to pool data. 

It’s complicated because the data refer, as you’ve seen, to a particular stem, a particular evidence-based practice. And so you can’t just automatically assume that a site that’s struggling with implementation of goals of care conversations might also struggle with implementation of new medication for hypertension. Those things are really different. Different people are going to be involved. And so it’s not so much a matter of pooling the data to be able to say, you know, this works here, this won’t work here, but instead to start to get a picture, particularly in an integrated healthcare system like the VA of multiple kinds of views of all of the different sites that we have. And this is an area that I think we’ll continue to do some work on in terms of trying to support and enhance the opportunity to learn from each other and to use common data. And I think that’s it. 

CIDER Staff: We do have some questions, Dr. Sales, so if it’s okay with you, we can launch right into them. 

Dr. Anne Sales: Sure.

CIDER Staff: Okay. First question came up fairly early. Shouldn’t the entire site participate in the assessment? Wouldn’t selecting specific respondents introduce bias?

Dr. Anne Sales: Yeah, that’s actually a very good question. So first of all, when you say the entire site, I assume you mean the entire site that’s relevant for the particular evidence-based practice. So again, the work we’re doing is in Community Living Centers and Home-Based Primary Care, so there wouldn’t be much value in, you know, putting this in, launching the ORCA around this particular question in other parts of the organization. So that’s one piece. The second piece is, I think, that yes, I personally believe that there’s value in offering the opportunity to everybody to respond to the ORCA, but this is not necessarily something that’s completely agreed on. And there is some level of uncertainty and disagreement within the research community about whether it’s better to limit the view of the ORCA to kind of a standardized group of people responsible for the implementation, so only those on the implementation team. So I think that’s an unsettled question and one that I think it’d be interesting if we could figure out a way to test whether it’s more effective to ask the ORCA of everyone or to get information from a targeted group of people. 

CIDER Staff: Oops, I’m sorry. I didn’t realize I was muted. The next question: Do you see any usefulness in utilizing the ORCA to measure readiness to implement what is currently an ON-EBT [phonetic 49:43] in situations where ON, or O.N. may be working to develop an EBT? 

Dr. Anne Sales: Hmm. I’m not sure I totally understand that. I don’t know whether the issue is what is proposed for implementation may not have great evidence behind it, so it’s not evidence-based, or whether this is a specific evidence-based practice that somebody’s referring to. So let me just, I’ll just make the assumption that this is about weak or limited evidence-based practices, so situations where the evidence may still be being gathered or assembled for a particular practice or innovation. 

I would argue that there’s value in using the ORCA in that situation, in part because I think the evidence scale gives you some information about the perceptions of people within that organization around the evidence for whatever it is that’s being implemented. And one of the things that, and one of the reasons that the evidence piece is part of the PARiHS framework and many other frameworks in implementation research is that how people perceive the evidence actually makes a big difference as to whether or not they’re willing to even think about adopting it. Behavior change is hard. Changing practice is hard. And if there isn’t a good reason to change practice and if people think that a new practice being implemented doesn’t have a great deal of evidence to support it, then asking them to change from whatever they’re doing now to a new practice is not going to be well-supported by people either. So I think this is actually worth doing in that situation, and probably you might start with just fielding the evidence scale initially to try and get an understanding of people’s responses. 

CIDER Staff: Thank you. Next question: Did you find that using the ORCA and tailoring the implementation strategies that you used was associated with improved implementation outcome? From the presentation, it’s looks like the tool might help you identify differences among various sites, but does it provide any predictive ability about which sites are better for implementation based on the ORCA results? [Unintelligible 52:09] if you’d like to. 

Dr. Anne Sales: Yeah, so that’s actually kind of a multi-faceted question. So the first answer is that to date the amount of predictive validity available from the ORCA isn’t clear. The one study that my colleague, Christian Helfrich, led a few years ago suggested that the ORCA’s predictive validity isn’t great. And so I can’t say with any certainty that there is evidence that using the ORCA will make implementation more effective. 

But your question went on to ask the question should you target sites based on responses and findings from the ORCA so that you would decide to do implementation in a site, for example, like facility D in the examples I was showing, where things seem to more aligned and smoother and more likely to succeed in implementation. And I think that’s an interesting question. I think it depends on what you are trying to do and whether your goal is to get wide-scale change across an entire system or whether you’re trying to figure out whether a particular innovation or practice works. I think if it’s the latter and you’re trying essentially to figure out effectiveness, then I think the ORCA can be quite useful in trying to find sites where implementation would probably be easier and therefore you could focus more on the effectiveness. 

But that’s kind of a different question from the one that I usually focus on and that we’re focusing on this particular work, which is how can we foster and enhance implementation across all sites, including those that don’t necessarily demonstrate a great deal of readiness to change and in which we can clearly detect that there are going to be areas of barriers and resistance to certain elements of what it is that we’re trying to foster. I think in that case, the utility of the ORCA, although it’s unproven as yet, is to understand what we can do to try and overcome those barriers. And that was sort of what I was getting at in the last few slides. But I will say very honestly that work is still in early stages. We don’t have a lot of evidence for it, so I can’t say definitively this will be a good way to do that. I would just say I think it’s a promising way to do it. Personally, I think it’s worth at least trying and see where we get to.

CIDER Staff: Great, thank you. One person wanted to comment that the 1% did not drop off the call but changed to ‘not sure.’ 

Dr. Anne Sales: Okay, great. Thank you. 

CIDER Staff: Please advise how we access the ORCA for use in research and non-research projects?

Dr. Anne Sales: Yeah. Actually, accessing the ORCA is really quite straightforward. There are published versions of it, and one published version is actually an online supplement in that 2009 implementation science paper that I gave you the link to at the beginning. And I’ll just note all implementation science papers are open access so that anybody can use the link and get to them. And through the online version you can get to all of the additional files. So that version of it, which was actually for the, I think the version that’s published is for the Cardiac Care Initiative is up there and can simply be downloaded. And the only thing I would say is I know that Christian Helfrich, continues to be interested in people’s use of the ORCA, and so it’s always helpful to drop him or me a line if you plan to use it. And we would like to sort of stay in touch with you to see how things are going with it. But it’s an open, publicly available instrument. 

CIDER Staff: Great, thank you. We have a few questions left and about 3 minutes, so we’ll try to get through to them all. Is it sufficient to administer the tool at baseline or is it necessary to do so at middle and end of intervention period? 

Dr. Anne Sales: Yeah, I would say that the one time that would be most important would be at baseline. And if you’re doing it purely for operational purposes so that you can kind of gauge ideas for where you might need to launch implementation strategies to overcome barriers, then the baseline assessment is probably the most important. If you’re doing research, though, I would argue that you definitely want to administer the baseline, the ORCA more than once. And I would say at a minimum baseline at the end of the implementation effort. In part because things will change and they do change. And so to some extent, the ORCA can provide some information about the effectiveness of the strategies that you’re using because if perceptions change and you have a strategy that was designed to change those perceptions, that may be one indicator that that had some effect. And I would say the middle point is important because, particularly with the facilitation scale, that’s where you begin to understand how the facilitation is going and can make some course corrections, if necessary. 

CIDER Staff: Dr. Sales, it’s 12:58 now, and we have about three more questions. Is it okay with you if we go over by a few minutes?

Dr. Anne Sales: Sure.  Yeah. That’s fine.  

CIDER Staff: Okay, to the audience members who need to leave immediately or soon, please, when you leave the GoToWebinar session, stick around for a second and fill out the survey. We really do count on your answers to continue to bring high-quality cyberseminars. Next question: Can you talk more about the evidence of predictive validity? What indicates that the ORCA may not have predictive validity? 

Dr. Anne Sales: That actually is our findings from a study that Dr. Helfrich ran and that finished a couple of years ago. And I know that he and his team delivered at least a couple of poster presentations on the issues around predictive validity. So it might be simplest to get in touch with Christian. And if you want to get in touch with me, I can always forward these questions on to Christian. 

CIDER Staff: Thank you. To what extent is it necessary to use the ORCA with qualitative methods and a longitudinally approach to identify and understand differences within and between sites?

Dr. Anne Sales: Yeah, I would always argue for mixed methods approaches. And in particular, you know, a number of the things that you find on the ORCA I think could be followed up with interviews or observations if you’re able to do site visits or some other form of observation to understand more about what the problems that people are encountering are and to be able to talk to people and observe what’s going on. So I don’t think using the ORCA by itself without other forms of information gathering through interviews, potentially focus groups if they are appropriate, and certainly observation if it’s feasible are all useful things because it gives you a sense of what are these issues. So for example, just taking a simple one like the space issue, you know, if you go and visit a site, you realize quickly that in a busy Community Living Center, there may be no real space for private conversations. All the rooms may be double occupancy, and you know, there really isn’t a lot of space for somebody to sit down and have a one-on-one conversation with a patient or a family member without going outside of that particular space, which can be complicated for frail residents and people for whom mobility is a problem. So that’s the kind of thing that helps you understand and contextualize the information you get from the ORCA significantly. 

CIDER Staff: Thank you, Dr. Sales. The final question is fairly simple. This person wanted to know how many respondents were there for each site?

Dr. Ann Sales: That information was actually on one of the slides, so I’m going to have to remember it, but it ranged from six to 26, I believe. And again, different numbers of people, each site sent the ORCA to different numbers of people, so the actual response rate, which unfortunately I don’t have the information for right now but I can get it, varies by each site as well. So the site with a small number of respondents doesn’t necessarily mean that that was the lowest response rate. It actually may not have been because it would be that out of, in that site, maybe only 14 people were sent the ORCA because of the small number of people for whom it was relevant. 

Rob, are you there?

CIDER Staff: That’s the last question we have.  I am. I apologize. 

Dr. Anne Sales: Okay. That’s okay.

CIDER Staff: Would you like to make any final comments before I close?

Dr. Anne Sales: I don’t think so. Again, I think this is sort of work in progress more than, you know, sort of final results of anything. So I look forward to more discussion with people. And certainly I hope that people will consider using the ORCA and other instruments that measure similar issues. 

CIDER Staff: Great! Well, thank you very much, Dr. Anne Sales, and thanks also to Christine Kowalsky for helping out with the session. Thank you to the audience, and once again, when I close the meeting momentarily, you’ll be prompted with a feedback form. Please do take a few moments to fill that out. We really do appreciate and count on your feedback to continue to deliver high-quality cyberseminars. Thank you everyone for joining us today, and we look forward to seeing you again in a future Cyberseminar. Have a good day, everybody.

[ END OF AUDIO ]

