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Rob: We still have a couple minutes to go before we get things started, but I’d like to take the opportunity to introduce our presenters today. Dr. Elizabeth Yano, PhD, MSPH, is the director for the Center for the Study of Healthcare Innovation, Implementation, and Policy, acronym CSHIIP, excuse me, Deputy Associate Chief of Staff for Health Services Research at the VA Greater Los Angeles Healthcare System, and also director of both the Women’s Health Research Network and the Women’s Health CREATE initiative. Steve Asch, MD, MPH, is the Director of Center of Innovation to Implementation, acronym Ci2i, and Chief of Health Services Research at the VA Palo Alto Healthcare System. And Dr. Alison Hamilton, PhD, MPH, is the director of the Qualitative Methods Group and associate director for Implementation Sciences at CSHIIP at Greater Los Angles Healthcare.

Dr. Elizabeth Yano: Thank you so much. And welcome those of you who are on the phone with us today. This is an opportunity for several of us, and there could have been many more folks we could have invited to today’s session, to talk to you about career development pathways in implementation science. So there would in reality be, finally I’d say by now, two or three dozen folks that have created discrete pathways in this field. So these are just some examples as we go through. The key here from our perspective is that implementation of research evidence into routine practice and policy requires diverse skills, training, and experience. And the dilemma is that most academic programs do not cover the requisite didactic or experiential needs for implementation science. The training opportunities, in reality, are quite limited still and there is a need for theoretical frameworks, measurement, trial designs, and multi-level stakeholder engagement among other methodologic and practical experiences in training that are necessary, we think, to be successful in this field. 

So the purpose of this session today is to explore the career development pathways of implementation experts, and so we represent examples from epidemiology, general internal medicine, and anthropology. And then to elucidate commonalities across our different approaches to developing careers in the field. And we’ve explicitly tried to save time at the end for questions and answers. So we’re going to start with a polling question, so I’m going to hand it back off to you, Rob.

Rob: The poll is open and the question is what is your primary role in VA? The choices are student, trainee, or fellow; clinician; researcher; administrator, manager or policymaker; and other. And the answers are streaming in. We have about 65%. We’ll give people a few more moments. And things have slowed down, so I’m going to go ahead and close the poll and share it out. And Becky, what we see, one moment please, is that 21% answered student, trainee, or fellow; 12% answered clinician; 44% answered researcher; 14% administrator, manager, or policymaker; and 9% other. 

Dr. Elizabeth Yano: Great. Thank you so much. So we have a second polling question for you as well.

Rob: And that’s launched. Whoops, it’s not. Now it’s launched. The question is what best describes your implementation science experience to date? As the answers are streaming in, I’ll read off the options. Have not done implementation research, have collaborated on implementation research, have conducted implementation research myself, have applied for implementation research funding, and have led a funded implementation research grant. And things have levelled off. I’ll go ahead and close the poll. Here are the results: 30% answered have not done implementation research, 39% have collaborated on implementation research, 18% have conducted implementation research themselves, only 2% have applied for implementation research funding, and 11% have led funded implementation research grant. Back to you.

Dr. Elizabeth Yano: Thank you so much. Of course, as I look at these categories they’re not exactly mutually exclusive. So thanks, folks, for doing the best you can with that one. So let’s go ahead and get started. As you’ve heard, Rob referred to me. I’m Becky Yano, also. My background is in epidemiology, health services research, program evaluation, and organizational research. Steve Asch is a general internal medicine physician and a former Robert Wood Johnson Foundation clinical scholar with also master’s level training in epidemiology, I think board certification in palliative care, and strong anchoring also in quality improvement. And Alison Hamilton has her PhD in medical anthropology, a masters in community health sciences, with a long-time focus on vulnerable populations including substance use disorders, trauma, and women Veterans. 

So I’m going to lead off. And you’ll notice that these pathways are generally eclectic because there were not a lot of other options. So hopefully they’ll be helpful. I actually started off in program evaluation, and it’s been interesting to me to realize how many folks who are trained in health services research can’t always make the change over to program evaluation because the, it’s really a subset, if you will, of the health services research field. It does definitely require anchoring in the client, which is either the funder and/or the program being evaluated. A lot of evaluations that I worked on were outside the VA working with foundations, community-based organizations, county staff, and the like to determine whether or not new initiatives and programs they were launching, in fact, met their objectives from a process perspective and hopefully achieve the outcomes of interest. My VA entree was really through the evaluation of the early VA pilot Ambulatory Care and Education, or PACE Program, which was actually launched in the early ‘90s. It was a regional demonstration project, at that time the western region, to test academic global care teams, ambulatory care education, and early pre-CPRS version of the electronic medical record as well as integration of residents, cost assessment, cost controls, and was really in many ways quite ahead of its time. And I had been offered the opportunity to help with its evaluation before I was even done with my dissertation work. It also reflected exposure to a lot of stakeholders, including the academic affiliates. In fact, the initial conference that created the design for the PACE program included the deans of the school of medicine across the western region, some of the deans of the school of nursing as well. 

I then got my pre-doctoral fellowship in RAND in their health policy program, worked on the Medical Outcome Study and the six hospital study of variations in process and outcomes of care. That included Brigham Women’s Hospital, Tufts New England Medical Center, UCSF, Stanford, ULCA, and the like and was a wonderful opportunity to understand geographic variations in care as well as variations in measurement across these academic hospital systems. 

I then proceeded, though, to get my PhD in epidemiology but I was working full time in evaluation and health services research during that time. And I’ll have to say the epidemiologists kind of held me with a certain degree of contempt because I spoke a different language. I warned them that the language of epidemiology could be just as overwhelming, that we had just as many acronyms, but it was definitely working on an edge between disciplines. And I worked to integrate health services research and health policy into epidemiology to get to how systems influenced population health. 

And then really it was my experiential work that created the breadth and depth in the absence of having didactic and fellowship opportunities. I was not in a position to take the pay cut that a fellowship would offer during this time. And so for me, what was key is I had a particularly strong mentor, Lisa Rubenstein, who was our founding center director here in Los Angeles. And she really, before there was a QUERI program, had a very strong implementation vision with a quality improvement anchor. And she began a series of what later became to be called the water based projects: TIDES, WAVEs, COVEs, ReTIDES. I think there was a ‘seadogs’ in there somewhere. A variety of studies around implementing depression collaborative care in VA that relied on evidence-based quality improvement and was then adapted to a QUITS trial that I had the pleasure of co-PI’ing with Scott Sherman who is now at the New York Harbor VA. And the same kind of approaches to supporting and accelerating implementation of evidence into practice was used in QUITS and then later by Dr. Alex Young and Amy Cohen and Dr. Hamilton in the EQUIP trial, which focused on evidence-based QI and its collaborative care approach to helping Veterans with schizophrenia. 

So throughout these hands-on experiences, clearly the development of evidence-based QI as a set of implementation strategies were being developed and evolved from each study to increase our understanding of what works to implement evidence. All of these processes in hands-on and experiential work really benefited from supportive mentorship, the hands-on engagement in these wonderful teams of researchers, the experiential immersion in these methods, development of methods that now some folks take for granted during these early studies, the leadership opportunities across them in the context of these studies as well. Because the team was all very focused on generating the next group of researchers in this area, there were opportunities to do spin-off projects that you could lead and really the expansion of teams, searching out throughout the VA to identify colleagues who could expand what we could learn and what we could accomplish. And in this case for depression collaborative care, it was really folks like Fen Liu in Seattle, Joann Kirchner and Mona Ritchie in Little Rock, and John Williams in Durham.

And just to give you an idea, these are not one offs. This is a diagram we developed to kind of help folks realize the research to practice implementation and its trajectory toward national rollout. So if you look on the far left side, you can see the series of studies that created the foundations for the evidence for the depression collaborative care model. In reality, by now that’s over 40 randomized trials worth of evidence. And yet this is not a model you’ll see everywhere still despite that level of evidence. That evidence was adapted to VA and three participating VISNs through first TIDES, which was a process evaluation in a handful of sties. The first generation sites we called them. And at the same time, and that was funded by QUERI, and at the same time we submitted a grant for a group randomized trial for the outcomes evaluation, and that was WAVES. And you can see looking at depression symptoms, depression severity, anti-depressant meds, utilization, satisfaction, hospitalization rates, and the like. And that was funded by HSR&D. And then that translated into work that Joann Kirchner at Little Rock led on COVES, Cost and Value Effectiveness Study, which also had a component of a cost-effectiveness from the Seattle team to really begin to better understand barriers to collaboration cost and implementation fidelity. 

There was then subsequent larger impact evaluation that was, included costs, impact, leadership planning, and process tools, which was ReTIDES, which created a new funding mechanism because there hadn’t been one like this before in VA. And that was to also evaluate long-term outcomes and sustainability in those first generation sites. And then to go to a whole series of second generation sites on the path to rollout, which required a whole different set of research and evaluation activities to improve performance monitoring, to look at the determinant performance of variations, to even have to in some cases based on this whole trajectory of studies go back and improve VA performance measures because they didn’t even accommodate the evidence, which required a new systematic review which is what involved Durham. 

So just to give you an idea that this really does require a village in many, many ways. So one of the key issues in having a career  in implementation science is, in my view, the requirement to embrace team science, uncertainty, and a recognition in acknowledgment, on some level at least, in acceptance of varying to no control. Team aspect science are very important. Implementation science group requires an unusual degree of collaboration, partnership, and trust building, especially with partners in operations and policy who don’t speak the same language as scientists. Data sharing is a basic requirement. Multilevel stakeholder engagement is a fundamental component to this. Working across disciplines and the ability to translate data and findings into language that’s useable by non-scientists including patients. And it’s not something we’re typically trained in. Frankly, we are working on that to communicate science more effectively and providing our researchers with training, both leadership training and training in op-eds and other kinds of outlooks. 

It also demonstrated along the way the importance of understanding contextual factors and also trying to walk in other’s shoes and being prepared to adapt what it is you think you’re walking into these initiatives and implementation opportunities in hand. So this comfort with uncertainty was not something that was trained, that’s for sure. Anyone trained in clinical trials and big data even, you like to think you’ve got some kind of reliability and validity and you’ve got control over the homogeneity of your trial components. And that’s simply not the case as you move into implementation. You have to have nimbleness to adapt to changing circumstances. I can tell you one of our trials, the access crisis hit in the middle, and that required substantial changes to what was going on with the sites in terms of implementation. And then recognize you don’t have authority in this space. And actually when I worked with the different stakeholders at the VISN and the VA Medical Center levels, I would often come in and say I know that I live in Los Angeles and I have nothing to do with what’s going on in Boston or Minneapolis, but these are the kinds of resources we can bring to help you implement evidence and help you improve quality. 

Just to give you an idea that this all required building and leveraging with an early investment and partner-oriented work. So the green boxes are operations funded projects and the blue ones are HSR&D or funded QUERI projects. And a lot of the early work we did was partnered and then translated that into HSR&D funded work where the partnered work was often the pilot data. And some of this work predated some of our initial implementation studies as we just tried to understand what the organizational variations and determinants of different outcome measures really were. And that took its own time along the way. And then we kept up with this over time, and you can see we’ve done this work in women’s health and in primary care and in primary care mental health integration, leading also to our PACT Demonstration Lab, which is operations funded and heavily partnered throughout everything we do and yet is also, at least its first five years was one big stepped wedge trial of evidence-based QI as an approach to accelerating innovations in PACT. Our second wave of the demo lab is now run by Susan Stockdale and is continuing to look at medical home neighborhood and opportunities to partner and make an impact. 

By this time in my own career we had the CREATE opportunity, which combined all these threads to accelerate implementation of comprehensive women’s health care in the VA. And so there are two of these studies, one of which is looking at impacts of comprehensive women’s health care on patient experience and quality, and another is implementation of Women’s Health PACT, again using evidence-based QI strategies to tailor PACT to the needs of women Veterans, both of which got additional operations funding to leverage the HSR&D core. 

So how to fill the gaps? Well, I found that developing new collaborations and mentors throughout my career continues to be a key to working in this field. I think it’s important to reach out for study design expertise as needed to engage expert consultants where possible. I would say look beyond the usual suspects, many of whom are now oversubscribed. To consider the AcademyHealth dissemination and implementation attendees, opportunities to meet with folks there, attend their workshops, and create professional networks in that context. There’s the VA Implementation Research Group and their work groups that are open to anyone. They were started through the QUERI program but you can join those. And I would say in this field virtual collaboration is the norm rather than the exception. So I’m going to stop there and hand the baton off to Dr. Asch. 

Dr. Steven Asch: Well, thank you, Becky. And Becky, as I understand it, you’ll be advancing the slides so I’ll say next slide when I want you to turn them if that’s okay.

Dr. Elizabeth Yano: Definitely.

Dr. Steven Asch: So I am very grateful for the opportunity to tell my origin story in implementation science, as they say in superhero movies. I’m going to sound a lot of the same things that Becky just did, but I’m going to stay high and away from the project details and talk more about motivations and kind of strategic opportunities. So I started my career in access to care. Access care, of course, the big policy focus in the VA, but it’s always been a passion of mine. The picture that you see is actually taken by my father at Harbor-UCLA where’s he’s a surgeon, and I would often go there during the early years of my career and think how horrible it was that people were waiting so long for care and what could we do about it. And so I did a lot of work in access to care in the beginning, but in the end I was really frustrated. I was frustrated because even though I think the work was good and even though I think I showed things that policymakers should have paid attention to, mostly they didn’t. And I began to think that it’s because the kind of the field of inquiry was too large, was too big. There was no way to directly connect my work to the things that the people I knew and worked with every day actually cared about. 

So I switched, next slide, to the idea that I should be measuring quality of care and that if I could show deficits in quality of care that that would be more likely to result in policy change both at the national level and even perhaps at the institutional level. Next slide.

So I did a big project, some of you may have heard of it, called QA Tools. And I was, we did cold calling for people to actually give us copies of their medical record. I don’t think it would actually work today. And we have a national estimate of quality of care. We found that half the people weren’t getting the care that they should have, that was recommended for them. And I wanted to kind of link it to the same idea, fixing deficits, the access deficit. So I was pretty happy when I found out that, indeed, poor people were getting worse care. I mean I was happy as a researcher, not happy as a human being. But when I looked more closely at these data I began to realize that the real message was something different, that the differences between these groups were actually, though they were statistically significant, they were, they were pretty small. Next slide.

Here’s a slide where I make these same differences look bigger to make myself feel better. I just changed the Y-axis here as you can see. But of course, the real story there was that there was some broad systemic problem in quality of care and that the work that I was doing wasn’t really pointing to a direction that would solve it. Next slide. 

Worse yet, the world’s response to what I consider to be a pretty, pretty damning critique was interesting but not much changed. In fact, some people even used it to, for the opposite of what I hoped. They thought that this information that showed that there was very small differences between poor and rich, white and black, etc., so that disparities were just a myth or something like that. And they used the data to justify restricting policy, the policies to restrict public insurance subsidies to the poor and other disadvantaged, of course just the opposite of what I thought our studies showed. And even though there was a lot of hue and cry about quality problems, subsequent longitudinal studies have really not shown a lot of trends towards better quality nationally. So I began to think maybe the focus was wrong. Rather than trying to influence policy, policy to promote quality, maybe I should stay closer to home and focus instead on the delivery system itself. So next slide please. 

Becky made me put this slide in again. Some of you probably heard it already. Becky I’m blaming you for this slide.

Dr. Elizabeth Yano: Okay.

Dr. Steven Asch: Because around this time I had a bit of an epiphany. And this is a real story and this is actually really my cat that you’re seeing a picture of. And what the slide is there to do is to remind me that one night I was having dinner with a VISN director after I had spent a long time presenting the results of health services research like I was talking about. And he asked me whether I had a cat. And I said yes. And he said does your cat ever bring you dead mice as presents and leave them at the door? I was a little weirded out by this question, but I said yes. And he said, you know, that cat probably seems really proud, right? And I’m like you should really love that dead mouse. And I said I guess so. And he said here’s the thing, Steve. And he was a little tipsy when he said this. You’re the cat and your research is the mouse. You seem really proud of it, but I had no idea how to use it. So needless to say, this was a bit of a transformative moment for me. I resolved that I would not make any more dead mice as part of my research. Next slide.

Or to be a little less poignant, the latest research shows that we really should do something with all this research and that I should engage in what Glasgow defined as the very thing we’re talking about today, dissemination and implementation science, which the ultimate goal is to ensure advances in health science become standards of care for all populations. And so this, I mean I would emphasize all populations, even the vulnerable, in all healthcare settings. Next slide.

So at the time there really wasn’t, or at least I didn’t understand there to be a pathway for somebody like me to do this. And I thought I would just take advantage of the things that I knew about, the people in my own institution who were engaging in quality improvement and engage with them. So my path forward really didn’t involve a lot of formal training. Instead, it was more of a dance as this is meant to symbolize, a dance that balances service and objectivity, that balances timeliness of the research, which of course they valued, and rigor which I valued. A dance that balanced relevance on one hand, which of course they valued, my quality improvement partners, and generalized ability, which of course I valued. And then these things, they seem like dichotomies but they’re not. They’re really contained within each other, as again, this scroll is trying to demonstrate. But how? How do you do that? Like what do you have to do? Next slide. 

So rather than tell you about the long, long series of projects of various, that I engaged in at various times, what I thought I would do instead is try and point out some of the lessons that I learned about how to do it and how to advance your career. And the first thing is if it’s going to be a dance, you have to know who you’re dancing partners are, and it’s rarely going to be one. So the projects that I was involved in, in the early stages of my implementation science career were mostly around the idea of improving HIV care. And there was an office in the VA that was responsible for that. And you can see here that office was called the Public Health Strategic Healthcare Group on the upper left part of the slide. Our QUERI, our research center, certainly made a lot of outreach to the Public Health Strategic Healthcare Group. But you’ll see that also that that group is just one of a half dozen or so blue boxes on the side. And each one of those required a separate dance and you had to learn who they were and what they needed and adjust to their moves. And that is actually a theme that Becky founded, the one that I could not emphasize more. The more you figure out who the various people are that you’re going to have to work on with an implementation, the more you’ll learn how to do it. Next slide.

And you’ll also, like in any dance, have to adjust to their moves. So here are a few studies and actually the names of the mentees who were most involved in them. And in each one of them, there was a sudden shift that we had to adjust to. So although not on the slide, one of the things that we had to do in the QUERI HIV project was adjust to the idea that there as a massive policy change right in the middle of one of our implementation science trials. Written consent was no longer required for HIV testing. Not only that, the number of people who were eligible for HIV testing went from a small subset, those with risk factors, to absolutely everybody and we had to change the project. The same thing happened when Donna Zulman and I were working on a project for complex patients, multi-morbid patients. In the middle of the trial, the participants, the people who were doing the quality improvement, decided that they really wanted the ability to refer patients and that our randomized structure was not going to be sufficient and we had to build an outlet for that.

Similarly, Anita Vashi and I were working on the lean program leadership and the national rollout of the Lean Enterprise Transformation project. And during that time, the leadership completely changed. And in fact, the priority of the program changed and even the content of the program changed. So what do you as a researcher in that situation? We did find ways of adjusting, mostly using qualitative methods to figure it out. I’ll skip the next example, but just try and emphasize that good dancers, it says dangers, that’s a typo. Good dancers have to adjust to our partner’s moves and we have to learn. And that’s what implementation science absolutely requires. That’s what a career in implementation science absolutely requires. Next slide.

So the lessons that I think I could tell you about how to build a successful career in implementation science are: First, make sure that you’re not committed to a particular research topic so entirely that you’re not able to shift to where you can make the most difference. Second, the building, the research enterprise for partnership is very much eased if you can find some center or other infrastructural program like the QUERIs to make sure that you can build the relationship. Like Becky has done women’s health, like we did in public health, and I’m sure Alison will talk about how she did it as well. And that this partnership is what actually makes dead mouse research less likely. Finally, I guess I would end up with something that probably all of us are thinking, but it’s best to just say it out loud, that we want to uncover truth as researchers but we also want to be relevant. Next slide.

Or as Louis Pasteur said many, many years ago, “to that person who devotes his life to science, nothing can give more happiness than increasing the number of discoveries. But his cup of joy is full when the results of his studies immediately find practical applications.” And that’s what a career in implementation science can really achieve. Thanks. I’ll turn it back over to you, Becky.

Dr. Elizabeth Yano: Thank you so much, Steve. So Alison, I’m going to shift to you. 

Dr. Alison Hamilton: Okay, thank you so much, Becky and Steve. That was really wonderful presentations and I actually learned more about both of you, so I hope everyone in our audience is experiencing the same. So you know, as Becky started off with, each of us has different training, different pathways, and we hope that those are helpful to all of you to hear about. Mine is going to be fairly different from Becky’s and Steve’s but yet complementary in several ways. 

So as Becky mentioned, my background is in medical and psychological anthropology. And I would say that when I was first starting to do this work I was doing it more as a quote, unquote, “qualitative person,” not necessarily the anthropologist. Although fortunately and very exciting evolution in terms of the value of anthropology, in particular in implementation science has been really exciting to see over the past 17 years or so. What I mean by being the qualitative person is that I had a particular tool kit that seemed to be of value to several of the projects that I was having the opportunity to work on. And my toolkit really at the time focused on being able to do interviews, being able to analyze data, and having a background in theory and the application of theory to research. Next slide.

So many of my colleagues and I look back and say, you know, we were really doing implementation science before it was a distinct field. This is in the late ‘90s, early 2000s. I was working at UCLA Integrated Substance Abuse programs, and we were doing several studies that looked at using evidence-based treatments for substance abuse disorders and figuring out how to use them in community-based settings. The first big project that I worked on, or one of the first big projects was the center for substance abuse treatment, methamphetamine treatment project where we were implementing an evidence-based intervention called the Matrix Model in several community-based treatment organizations that were struggling with how to address the needs of their clients with methamphetamine dependence. So really we were asking a lot of implementation questions, but it was before the field was really in existence, so it was really interesting to see how the field evolved from several studies that were occurring at the time that were kind of asking the core questions that hadn’t quite coalesced around a specific field of inquiry. 

And I got into the VA in the early 2000s, really going back to my identity of the qualitative person and being able to offer some specific skills to work that Alex Young and Amy Cohen were doing in implementation in specialty mental health for patients with schizophrenia as Becky mentioned a little while ago. It was really that tool kit that I brought with me that really launched my career in VA and kind of solidified this trajectory in implementation science. I was able and really fortunate to be able to enhance my tool kit through getting a master’s in public health at UCLA during the course of a Career Development Award that was not really implementation focused but there was sort of a nice convergence in the process of getting the MPH and realizing, oh, there are additional skills I can strengthen through an MPH background that really kind of heighten what I might have to offer to implementation research. So I really am grateful to have had that particular training opportunity to strengthen what I had learned as an anthro grad student. Next slide.

So my growth in implementation science personally and professionally really kind of paralleled the growth of this particular field of science in the mid-2000s. You know, having entered the VA around 2002, many things were happening in terms of QUERI, the Center for Implementation Practice and Research Support that Brian Mittman originally led and then Lisa Rubenstein subsequently led, CIPRS. There were several of us involved in CIPRS who were doing advances in implementation science training, so really kind of the first batch of trainings in the field, which were in some ways kind of defining the field itself by what we were training people in and how we were thinking about what these types of studies would look like. I had the good fortune to continue on with Alex Young and Amy Cohen in the EQUIP series and our EQUIP-2 study was really considered to be one of the first hybrid type two studies in the whole hybrid design paper that Geoff Curran and colleagues wrote that’s had such a big impact on the field. You know, I remember when it started as a poster and a set of ideas at a mental health field meeting in Little Rock. So these things were just evolving and expanding, and concurrently the opportunities and the ways that people were thinking about doing this type of work were really expanding at the same time. Next slide.

So I also have the extremely good fortune of being trained in the first cohort of the Implementation Research Institute led by Enola Proctor and many other colleagues throughout the country. I think anyone who’s been part of the IRI would attest to how outstanding this training is because of the faculty that they brought together to train us and to really think with us and figure out how are we going to be implementation scientists? What types of work are we going to do? By being part of this training, I was able to really expand my network of mentors and colleagues and collaborations that continue to this very day. And the IRI has maintained an amazing network and feeling of community across meetings at multiple conferences and emails and conference calls, and so many thanks to the IRI faculty and leaders for everything that they achieved with that particular training opportunity. And for me, I think my growth in this field has been not only fostered by being trained but also training others. And by training others, I learn a lot myself from the people I’m working with and teaching, doing implementation science workshops, presentations, courses. 

My focus in implementation research has mostly, from a training perspective, is still focused on qualitative and mixed methods and how to kind of put the different pieces of implementation research together. But each time I teach a new workshop or a course and hear what the folks in the class or the session are doing, I learn more and have to add more to my tool kit and keep expanding what I know and what I don’t know and trying to move on from there. So I find it really useful to both be the student and teacher and kind of keep a strong dynamic between those two. Next slide.

So there, in implementation sciences, I think both Becky and Steve have already attested to, there’s really nothing like hands-on training. This is the real type of field where once you do it, you know what it’s like to do it, you know what it means to do it. And I thought Steve’s point about being able to really shift your research topic is so important. I’m not going to go through each of these studies. What I wanted to do here instead was just illustrate how many different topics I’ve been able to learn about and to work on because I had a skill set that could cut cross a number of different types of studies, topics, funding sources, VA, NIH, etc. And so there’s that nimbleness and that flexibility that Becky mentioned as well that allows you to pursue the ideas of implementation science but yet apply them to a number of different topics and really try to stay relevant and up to date with key topics in the field. And topics, as Steve mentioned, that are going to maintain a high level of relevance and impact for the partners that we’re doing this work for. 

These opportunities collectively and others that are not listed here, I think, enabled me to be in a position to apply for a QUERI a few years back and have the amazing opportunity to lead the EMPOWER QUERI, which is focused on using implementation science in improving women Veteran’s health services with an incredible team, many of whom are involved in the collaborations that I’ve already spoken about and in many of the trainings that I’ve talked about. Next slide.

So just in terms of a little bit of advice, I guess, putting yourself out there in the field is just critical. Letting people know what do you have to offer? What is your skill set? What do you know how to do? What are you thinking about? And this could be in writing, of course, in publications, at conferences, national calls. Becky mentioned the VA IRG, lots of opportunities to talk with people and think with people, betting involved in planning meetings for grant proposals, attending a variety of trainings. There’s a growing number of trainings, and we’ll share some resources with you toward the end, but this is still a relatively new field and there’s room for people. There’s room for different types of expertise. It is a team sport and many, many different disciplines can find a great home in the field. So don’t be shy. Let people know what you’re doing, what you’re thinking about, and what you have to offer. Next slide. It’s my last slide. 

I think it may be true in other fields as well, but certainly in implementation science, collaboration leads to opportunities, which lead to more collaboration. If you have a very productive co-investigator role it can really launch a career pathway, which was certainly the case for me. Before I became a PI of implementation research projects, I had great opportunities to Co-I on a number of projects, and that can really give you the products and the opportunities to build your own trajectory. 

And I would also suggest just branching out, identifying people who study things that you’re interested in or maybe use a method or a design that you’re interested in. As Becky suggested, you might go beyond the usual suspects or the people who we know are really the core, core folks who’ve developed this field. Just a quick example, I recently got interested in guideline implementation, which I had basically very little background, just read a few articles, and I had read some articles by a colleague, someone how is now a college in Canada. And I just wrote to her and said your papers were so helpful. We’re working on understanding more about guideline implementation. Thank you for writing them. And that’s all I wanted to say. And then she wrote back and said I’m so excited they were useful. Let’s talk about other opportunities. And so that was just one example of how, when you branch out and let people know that their work is valuable and interesting to you it can foster more opportunities. 

I would also suggest getting involved in reviewing manuscripts if you’re not doing that already. What’s nice about several of the implementation science journals is that they’re open access, so you can read the reviewer’s comments as well as, of course, the papers themselves. And you can learn a lot from reading how reviewers are reviewing papers. But overall I would say this is an incredibly friendly field. People are very interested in new ideas. If any of you went to the recent SIRC conference in September in Seattle, I think that we all experienced just an amazing level of sharing and collaboration and genuine curiosity and commitment to just doing the best work we can possible do in implementation science. 

So we want to wrap up. We want to make sure we have enough time for questions. We have a couple more poll questions, and then I’m just going to quickly run through some resources so we have time to hear your questions. So we have polling question three. Rob, we’ll turn it over to you.

Rob: Sure. The poll is up. We do have two questions queued up. So I think there’s going to be some more coming in. The question: What would be most valuable for your career development in implementation science? Hands-on experience, training or coursework, grant writing support, funding opportunities, or mentorship? While we’re waiting for the answers to come in, if you do have a question, you can go ahead and enter it in the question pane in the GoToWebinar dashboard on the right-hand side of your screen.  And we have about 70, 75% voted and it’s settled down, so I’m going to close the poll and share the results out. And let me make this a little bit bigger on my screen. People answered 32% saying hands-on experience doing implementation research, 19% would like training/coursework, 11% would like grant writing support, 14% funding opportunities, and 24% mentorship. And would you like to launch right into the fourth poll question?

Dr. Elizabeth Yano: Yeah. I just want to say how helpful this feedback is for us. Really, really interesting. Yes, please. Thanks Rob.

Rob: That’s launched. The question being what kinds of implementation science methods do you need training or experience in? And answers: How to apply theoretical frameworks; implementation strategies; implementation study designs, e.g., stepped wedge; mixed methods implementation evaluation; or measures of spread and/or sustainability. And I’m going to give people a few more moments to go ahead and give us their answers. Yeah, things have leveled off. And what we have is that 12% answered how to apply theoretical frameworks; 15% implementation strategies; 45% implementation study designs, e.g., stepped wedge; 14% mixed methods implementation evaluation; and 14%, again, measures of spread and/or sustainability. And I’ll turn it back over to you. Go ahead. 

Dr. Alison Hamilton: Great. Thank you so much, Rob. And that’s, I actually think the answers to that fourth question are super interesting, and I think they would have been quite different even five years ago. So I do want to put a plug in for a recent paper by C. Hendricks Brown in the Annual Review of Public Health on implementation research study design. It’s a really excellent paper. I see that many of you are interested in that so I’d recommend checking out that paper. 

Our last few slides are just a number of different resources for you. This first one here is about training opportunities and what we just want to make sure to note is that this is not an exhaustive list. And the next couple of lists that you see are not exhaustive, so apologies to anything that we may have missed. This is such a rapidly exploding field with post-doc opportunities coming out on a daily basis. SIRC does keep a really nice active list of training opportunities. That’s your first link there, and several other coursework opportunities that you see here. Next slide, Becky. 

We just have a few key conferences, but again, there are many conferences kind of developing and emerging in the field. The DNI conference coming up in D.C. in December, and then there’s conferences around the world that are really, really exciting but these are just a handful, and then finally just some additional resources on the next slide. 

Again, apologies for any that I may have missed here. These are ones that are very, very active, have a lot of resources to offer. Many of them are hands-on, really helpful resources that can help you think about how to do implementation research. So if you have any others that you say, hey, why wasn’t this on the list? Please feel free to send it my way. 

And next slide just has our contact information and we’re really open to your questions. And Becky’s going to field questions for us. Thank you so much.

Dr. Elizabeth Yano: Thank you, Alison and Steve, so much. 

Rob: Okay, should we launch right into questions then?

Dr. Steven Asch: Sure.

Dr. Elizabeth Yano: Sure. 

Rob: Okay, this first question came in pretty early and the person explains that they are from the NIMH, coming from the NIMH intervention world where mechanisms of change are central. So they ask can the presenters speak to implementation mechanisms that they might test for an NIH implementation grant?

Dr. Elizabeth Yano: That’s a good question. When you’re thinking implementation mechanisms of action, many of us have worked through traditional logic models to try and deconstruct how each aspect of what is often a multi-faceted tool kit, tool box of strategies, may in fact influence selected organizational, provider, and staff behavior changes. So we will sometimes use that kind of approach for implementation. There are obviously other frameworks available. I’m wondering if Steve or Alison have additions to suggest.

Dr. Steven Asch: No. I think you covered the approach that we usually take. And I think, I guess I was going to add one thing. I would say most people, when they say mechanisms, are usually thinking about kind of [unintelligible 51:39] physiologic mechanisms or mechanisms within the individual. And sometimes even anthropologic or sociologically based models about how organizations change. But in dissemination and implementation, the mechanisms are actually one level of abstraction up. They’re how all of the above take established practices and change what they do. So all three levels of theoretical frameworks are useful in implementation science, but what makes implementation science unique is the third one.

Dr. Alison Hamilton: The only thing I would add just as another resource is that implementation mechanisms for the theme for the SIRC meeting in Seattle in September, and I would check out the proceedings of the conference for really outstanding presentations and information about implementation mechanisms. Definitely a hot topic right now. 

Rob: Thank you. Next question: Outside of teamwork, what are the top three tools in your implementation scientist tool kit?

Dr. Alison Hamilton: Oh, good question! For me it’s probably, well, I mean teamwork can be within. It’s the engagement strategies in working with operations and policy partners. So it’s translating what I’m trying to do with the science into terms that are meaningful to the different levels I’m working with. I can tell you that working with front line providers, they want to know whether or not your implementation strategy and the new evidence is going to create more work, especially if you’re in primary care where burnout is so high. But then when I would talk to people at the higher level, they’d want to know whether or not it’s going to impose and create protected time for investigators because they have the access crisis to handle and why should they invest, let you, give you an entree to their clinics. It was completely different strategies on each level. And being able to change the thinking and what the business case is on different levels becomes very important. So some of it is just not only teamwork, it’s communication and adaptation. Alison and Steve?

Dr. Steven Asch: Nothing to add, really.

Dr. Alison Hamilton: I mean I, there’s so much embodied in the idea of teamwork, thinking about all the different skills that people bring from a variety of backgrounds that you absolutely need, in terms of multidisciplinary capacity within the team. So there’s a lot in the teamwork bucket. I guess the other things I would definitely echo, Becky pointed out partnerships which really highlight Steve’s point about relevance of the work that we do and making sure that we’re not just kind of in a bubble doing implementation research, that it’s work that our partners, providers, organizations, policy makers, etc., actually need and want and can find value in. I would say the other things that come to mind for me would just be knowledge, particularly knowledge of context, the importance of context, knowing where you’re trying to do this, learning as much as you can about the settings and the context where you’re trying to effect change. A lot of that is going to come through the teamwork and the work that everyone does to prepare for this type of work and to actually execute it. But there’s a lot on your own part, on one’s own part that you need to keep in mind in terms of your own skills and knowledge base. That of course then makes the teamwork, hopefully, that much stronger.

Dr. Elizabeth Yano: I was also going to add, I don’t think it’s any surprise that all three of us having training in public health. And I think that there’s something in the public health framing where you’re not necessarily embedded just in a specific clinical setting, where you are working in multi-levels, that you’re dealing with naturalistic settings where control is elusive at best has probably primed us some for some of the methodologic issues that come forward as well as some of the design issues. I mean even stepped wedge and the like, many of these designs have been around, they’re not really new. They may have different names in different disciplines, but you can look at school-based work in community health and population health work and find that these things have just been retooled, reused, and are coming forward again. There are some things in pragmatic trials that are advances and then there’s realistic evaluation, realist evaluation as well. But even some of those principles have been around for a long time and are getting kind of re-tooled, renamed, repackaged. So I think a public health kind of framing and training is often a good thing. 

Dr. Alison Hamilton: Yeah, I agree.

Rob: Thank you. There’s a question here for Alison asking if you would recommend any specific anthropology or doctoral programs. Would you like me to suggest that person email you directly?

Dr. Alison Hamilton: Yeah, I can give a global answer and then that person can definitely contact me directly. I would look for applied anthropology programs like in, several of our colleagues have studied at Florida, University of Southern Florida, the applied anthro program. I think I have that right. But the applied programs are really a great setup. My own department at UCLA is not particularly applied. I think that what I got from that department was a strong foundation in theory, and then the applied part kind of, I kind of added that part on for myself as many of my anthropology colleagues have done. But there are other programs. I don’t mean to just only provide one, but I can do a better job if I can do some homework and connect with that person directly.

Rob: Great. I just sent her your email address. 

Dr. Alison Hamilton: Thank you.

Rob: How can you help grant reviewers become comfortable with some of the messiness of implementation science?

Dr. Elizabeth Yano: That’s a very good question. I chair one of NCI’s special emphasis panels on multilevel interventions in cancer care. And it reminds me very much of where HSR&D and QUERI even were in the early days before so many folks worked so hard to create a stronger language for implementation. It’s true that most review groups are very uncomfortable with uncertainty. It’s also true, though, that HSR&D is working very diligently to kind of do a makeover. And I don’t know what they’ve done in terms of orienting details of them, orienting HSR&D scientific merit review board members to the uncertainty that is true in implementation science.  I think that they’ve done a great job to explain that implementation science is a great priority and interest area and something they want to see more work in, but I don’t know that there is enough implementation scientists on all of the individual review boards to make sure that there’s more than even one implementation scientist on there. And I don’t know whether or not that thing, those one and only, if they have a bigger voice or if they get drowned out in a larger group of people who don’t know implementation science. So I think it’s a really good question from that perspective.

I think, by and large, true for, I think, any methodologic area, as a grant writer you have to make your grant stand on its own without expecting that the reviewer has a clue about your topical area or your methods. And so in some senses, even though our space is limited, you have to make the, you have to at least address their disconcerting issues around the methods. So if you’re going to measure fidelity, you have to be very clear how. If you’re going to measure implementation effectiveness, you have to be very clear on the methods how and demonstrate that these, in fact, these methods have been used effectively previously because you’re really bringing the reviewers along with you. I think that will be less of a concern over time, but we don’t want to lose our trialists, our clinical trialists or our other kind of bread and butter health services research either. So we need evidence that we can implement later. So all those perspectives become very important. So in terms of helping grant reviewers, there’s what HSR&D is trying to do to bring on more implementation scientists to the review committee. There’s your own ability to make it very clear how you’re using terms. I think the worst thing you can do is mix and match intervention and implementation language because then the reviewers aren’t sure what you’re signaling and which bucket you’re actually in. And when folks don’t have a lot of implementation science experience or experts helping them review and edit their proposals, people sometimes get, it’s not really sloppiness, it’s more that they’re a little anxious about which bucket they really fit in. And so they try and write for both kind of reviewers, and my sense is that usually does not work well, that you really have to commit to whether or not this is an implementation study or a traditional health services research trial and what it is you’re capable of doing and using the language of implementation science clearly. 

I was on the phone with a group the other day where they were like, okay, we think that this is a hybrid type three and we kind of worked through all of the issues of what was known and not known, and by the time we were done with the call, it was like, no, this a traditional health services research trial and that’s okay. So don’t try and use implementation science language because it’s not going to actually help you. It’s going to confuse the reviewers.

Rob: I’m sorry, I have to jump in. I’m sorry to be so rude, but it is 2:01 now. I just want to make it sure that it’s okay for you guys to stay a few minutes later.

Dr. Elizabeth Yano: Sorry about that.

Rob: No, no. My fault, my fault. Is it okay to stay a few minutes late for everybody?

Dr. Alison Hamilton: It is for me.

Dr. Elizabeth Yano: It is for me.

Dr. Steven Asch: I have one or two minutes, sure.

Rob: Great. All that’s left, really, is somebody is asking Alison to repeat the author of the journal, of the article, of the journal article, but we could continue answering that question.

Dr. Alison Hamilton: Sure. It’s C. Hendricks Brown. And it just came out about implementation research study designs in the Annual Review of Public Health.

Rob: Okay. If people have to leave early, please stick around and fill out the survey at the end. And just as a reminder of the question that Becky was answering was about messiness of implementation science. If you want to go ahead, we have a few more minutes left.

Dr. Elizabeth Yano: Alison or Steve, do you tackle how to help grant reviewers and accept messiness?

Dr. Alison Hamilton: I think…

Dr. Steven Asch: Yeah. So first Alison, I apologize. Go ahead.

Dr. Alison Hamilton: Oh, it’s okay. I will be very brief. I mean I think review committees are getting more and more capacity, which is a great development in more capacity and experienced implementation science reviewers. But still it remains on us as the applicant to have as organized and systematic approach to explaining how you’re going to deal with messiness and unpredictability in context and complexity. So you have to be very organized and systematic about something that’s very unorganized and non-systematic. And really be clear about why you’ve chosen particular methods, acknowledging that you’re going into a field, as Becky said, a field of study, an area of inquiry that is inherently unpredictable and complex. And so we have to be, in my opinion, we have to be really clear about our methods and what our methods are going to get us in terms of getting a handle on how do we know that something works in those settings and how might we sustain and spread what we find out works in the most systematic way possible, and there’s such a wonderful growing literature to help us back that up. 

Dr. Steven Asch: I’ll just say something very quick to end up. Look on the review panels to make sure there is an implementation scientist on the panel. You can often look to see who is on the membership of the panel. And secondly, refer to the standard series and also the standard criteria like SQUIRE, etc., when you’re applying. And that actually enables the unfamiliar reviewer to understand that there are standards for such research.

Dr. Alison Hamilton: Oh, and look at Enola Proctor’s paper about writing implementation research grant proposals.  That’s a great one.

Dr. Steven Asch: It is a good one. Well, it’s my privilege to be on the call.

Rob: So there are no more questions. Unless anyone wants to make closing statements, I’ll just go ahead and close the session. Becky?

Dr. Steven Asch: Thanks, everybody.

Dr. Elizabeth Yano: No. Just thank you, everyone. And we hope that this has been helpful as you think through what might be necessary in pursuing this kind of career. Obviously we all love this work, so we highly commend it to you.

Dr. Alison Hamilton: Thank you so much, Becky and Steve and Rob and our audience.

[ END OF AUDIO ]
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