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Rob:	…to our host, Christine Kowalski, Christine?

Christine Kowalski:	Great, thank you so much. Rob as Rob said, my name is Christine Kowalski and I direct the Implementation Research Collaborative. Thank you all so much for joining today. Really happy to see all of you here and excited about this seminar. I always just mention in case people joined this particular session, just for the speaker or the content, this is an implementation collaborative, and we have seminars that take place every month. So, in just a few minutes, when I'm done with the introduction, I'll put a link that would enable you to join the collaborative to receive our monthly newsletters. If you'd like to do that.

So now I'd like to give a warm welcome to our presenter today. Dr. Shari Rogal and provide an introduction for her. She has presented for us before and she's an amazing speaker. So, I'm thrilled that she's back. Dr. Rogal is a CHERP core investigator and a VA physician at the VA Pittsburgh healthcare system. And she is also an assistant professor of transplant surgery at the University of Pittsburgh, where she serves as the co-director of CHERP’s Implementation and Dissemination Core. Dr. Rogal brings her extensive collaborative experience with transplant surgery to the VA healthcare system, and she studies liver transplant outcomes with interests in addiction and pain with chronic liver disease patients. And she's also interested in the implementation of science to combat health disparities. 

Just to frame up the session today briefly in the field of implementation science, as most of us know we really need to move forward and have a little bit more directionality and guidance in terms of how we select our implementation strategies in a way that gives us a higher chance of success given one, the type of evidence based intervention we're implementing, and two, the type of context that we're working with. 

So, in the presentation today, Dr. Rogal will advocate for why we need to refine barriers and improve strategy, matching methods, and tools. And she will describe their application of the CFIR ERIC matching tool and how the recommended strategies based on barriers collected qualitatively from local stakeholders are associated with engaging in evidence based practice in national efforts. So, I'm very thrilled about this content. So happy that you're all here and thank you so much. Dr. Rogal. And now I will turn things over to you.

Dr. Shari Rogal:	Hi, everyone, thank you so much for having me and for the very nice introduction, Christine. This is my favorite group to come to and to talk to. So, thank you for having me. I just want to start by acknowledging that this paper was first authored by Vera Yakovchenko, who couldn't do the presentation today, but I just want to give her a shout out as well as Carolyn and the rest of the team who did a lot of work to make this happen. As well as just to thank the CFIR and ERIC teams for all of the formative work that really made any of this possible.

Today I'm going to be talking a little bit about implementation strategies in general. I know most people know about it, but just a little background about that. I'm going to talk a little bit about the CFIR ERIC matching tool that we used in the project and then just how we assessed how it compared to real life in the VA, and then a little bit more about future directions. I really want to save some time for conversation and thoughts and to talk with all of you.

So I appreciate any and all feedback. As Christine said, I'm used to dealing with transplant surgeons. I don't have many feelings, so you please feel free to criticize. I always learn from constructive feedback. Byron Powell and others in 2015 used a Delphi process to come up with this taxonomy of implementation strategies. 

Implementation strategies are methods or techniques used to enhance the adoption, implementation and sustainment of any evidence based practice. And people were really not talking about them in a standard way prior to having these taxonomies that have  emerged in the last few years. I guess now it's been almost ten years. And then Tom Waltz and others clustered those strategies into these nine groupings.

These strategies range broadly. There's this huge rainbow of 73 different strategies that have been named and defined by this group. How do you know which one to use which one to pick for your particular implementation effort?

What we've learned from doing a lot of surveys across VA asking people about which strategies they're using in different implementation efforts is that we can't track how people are selecting strategies. Starting back in 2015, actually, we started asking key informants in VA hospitals the strategies that they were using to first, implement a hep C elimination.

Since then, we've been using this survey across a number of evidence based practices and a number of implementation efforts and a number of years. And so we know that people are actually pretty good at reporting the strategies that they're using when we give them a list to check off of things that they're doing. 

We also have been able to evaluate which strategies improve outcomes. This is just an example from our have C work showing that in year one of the hep C elimination efforts, which was really a national effort in VA that certain strategies worked really well. The yellow ones, and in year two, the dark blue ones worked really well. And so you can see that potentially the effective strategies change over time and we also know that they synergize, they work in combinations and we can identify those combinations using CCMs and other methods. 

The other thing that we've focused on is whether we could prescribe strategies. So, can we use these data to prescribe strategies and help lower performing sites? So we developed getting to implementation, which is a modification of getting to outcomes, which match him and others developed to be a step wise approach for sites to use to select combinations of strategies that may work to address their barriers. 

And the way that we pick the strategies for inside this toolkit is that we pick them based on those surveys and what seems to be working in the real world. But there's limitations of this and I think a lot of people have really tried to figure out how do we do this process of precision implementation where we look at a site, we diagnose key barriers and and facilitators, and then we provide recommendations about which strategies they should use to address those barriers 

We found that doing that method of doing these surveys and taking a look at surveys and interviews and figuring out what high performers are doing and then offering combinations that are successful to the lower performing sites. We did test that approach in a step wedge trial, and it was successful at improving performance in lower performing sites or sites with improvement, room for improvement, as we say. But the thing is that that can take a little bit of time, you know, and a lot of expertise.

So how do we select strategy combinations and strategies in general in a more efficient way? And so the first thing that's somewhat needed is to be able to have a framework for the diagnosis part, or the, the collecting the barriers information and oh, excuse me. If people have eyeball stuff, my contacts like a skew and I can't see anything. Oh, gross, I know.

The CFIR, or the Consolidated Framework for Implementation Research, which was developed by Laura Damschroder, Julie Lowry, and more recently Caitlin Riordan and Andrea Navidal and others, was developed as a system for  diagnosing barriers and facilitators that a site may have. And so a lot of work, it's one of the most used frameworks. I'm fortunate to be able to work with the team and be able to try to think about how do we collect this information in novel ways. 

But essentially, CFIR offers five domains in which there are constructs that can either act as barriers or facilitators to implementation. And it's generic across any  evidence based practice or program that you may be wanting to implement.

The CFIR team got together with the ERIC team and actually developed this matching tool, which is really cool. It is on the CFIR website and the paper that Tom Waltz and Byron and others put together, you can access it below. So, essentially, it's an Excel spreadsheet where you input the key barriers that you have and it's really just about matching barriers. And then it will give you output of ERIC defined implementation strategies that experts think would work for that barrier.

So, if you have, say, a barrier in that clinicians don't know about the intervention, say, then it would suggest something about educating providers. But it's a really nice thing. It leverages all of the collective knowledge of a lot of implementation scientists who contributed to this work by picking their favorite strategies to address each of the barriers. Tons of work went into this. Again, it is based on experts. 

And so the question we had was, how do expert recommendations pair up with what we're seeing in the real world? What we did was we used a convergent parallel mixed methods approach using our VA data to identify pre implementation CFIR barriers to specifically liver cancer surveillance. This work could be applied really across any evidence based practice, but we were fortunate that at the time that we were interested in this, what we found was that the national priority was pivoting from hep C elimination to focusing on cancer surveillance for people with advanced liver disease. It's a very common cause of morbidity and mortality. 

And then evidence based practice that was nationally, they were pushing out this implementation effort. So, we basically talked to people and I'll tell you about this, but we did focus groups prior to implementation and then we also looked at the strategies they were using in a two year period and we use the CFIR ERIC matching tool. We put in the barriers that they said they had a baseline to get the top 20 recommended strategies. We collected this implementation strategy data about what different sites were actually using over the two year period and we collected their cancer screening rates at the site. 

And then we compared actual versus recommended strategies. So, what what did people actually use compared to what was recommended by the tool? What what actually worked versus what would have been recommended by the tool. And then we reverse engineered. So, if people reported using strategy, X, Y, and Z, we went went backwards with the tool and asked which of the barriers those strategies would have addressed and compared those to the barriers they were actually reporting.

That's a bit of a mouthful, but basically it looks like this. We did these regional focus groups with each visit to identify barriers, pop those into the matching tool to get the strategies out. And then we surveyed the actual strategies, reverse identified barriers that those addressed and compared and then also looked at the FY19 strategies and looked at all of this in comparison to what actually worked, meaning what was correlated with better cancer screening over time and at baseline. And then we compared how this changed over time. 

So we did a CFIR-based semi-structured, 18 of these focus groups. Each one was by VISN because providers had been organized into VISN level teams. We had 197 participants representing 95 sites or VA medical centers across all the VISNs. The focus groups included gastroenterologists and hepatologists, as well as PAs and MPs with specialization in these areas.

We had ID specialists, pharmacy and operations leadership, as well as some primary care people and some people in the nursing service line. And the surveys were based on tailored ERIC surveys and they were sent out to every VA's contact across two years. So we, again, put in the barriers into the matching tool, outputted the 20 highest recommended strategies based on their cumulative percentage endorsement.

As you acquire more barriers, more strategies get recommended. So we picked the top 20 when we put in the top ten barriers that were described by these focus groups, which I'll explain in a minute. And then again, use the HCC or hepatocellular carcinoma surveillance data, which is cancer screening data for people with cirrhosis, aggregated to the VA site level and use point by serial tests to assess the correlations.

The focus groups, we found both barriers and facilitators. And just keep in mind the facilitators because one of the limitations of the current, we're going to talk a lot about how awesome actually the currency for ERIC matching tool is and a lot of the strengths, but there are of course weaknesses of any of these things. One of the limitations currently is that you can't really put in what the facilitators are. It doesn't account for those, which there's a lot of reasons for that, but pay attention to the facilitators because we're going to talk about those later too. Preview, I'm previewing. 

Barriers. Some of the barriers that were reported across many of the visions and providers included the characteristics of the intervention or in updated CFIR language, the characteristics of the innovation. People in the field did not perceive it to be very adaptable to the needs of their setting. Sites that did not have, for example, specialty care, felt that cancer screening was harder for their sites. It was harder to fit into their current processes, things like that. 

And also that it was more complex than other things they had tried to implement before because cancer screening should be happening every six months for these patients. So it's not just a one and done. It's really like you need a whole system for tracking your patients, et cetera, to really do well on it, as we'll see in a second. 

In terms of outer setting, it felt like, and again, we use the original CFIR because this was back before new CFIR came out or the updates came out, but patient needs and resources came up a lot that clinicians weren't perceiving that patients perceived a need for this, and that they had limited resources to be able to come in for these. I should say the screening is by imaging either by ultrasound or contrasted CT or MRI every six months. So that maybe there weren't the resources to come in for those screening tests and it couldn't be done virtually. 

And then of course, external policies. So it was felt that there wasn't  a priority on this from a policy level. And then from an inner, like there wasn't a mandate basically. And from an inner setting perspective, the barriers related to relative priority, readiness, leadership engagement on the local level, available resources to do this. So again, you need a fair amount of radiology resources, nursing resources, et cetera.

Structural characteristics were not set up to help with this and that it wasn't necessarily compatible with the way that clinical care was being delivered, which for the most part is done  in an opportunistic way for people with liver disease rather than a proactive  population management approach where you would incorporate dashboards, population management tools into your regular practice. 

In terms of facilitators, the implementation process. We were talking to people that had previously been working on these hep C efforts and they were reporting that they felt like they had a really good infrastructure and communication. They had really good data tools for reflecting and evaluating. And they felt really a strong sense of self-efficacy due to their prior success in hep C elimination that they would be able to personally do these change improvement efforts around cancer screening. 

So we popped all these things into the Excel-based CFIR ERIC matching tool. So the top ten, these ten barriers that are listed here, we put in and we got strategy recommendations. And these are the top 20 recommended strategies. And we're going to go through these in a bit of detail.

And then what we did was we looked at how much were these strategies actually used in FY18 and FY19. So again, pre-pandemic. Were these strategies in the top, in the list of most popular strategies in either year or both? And were these strategies significantly associated with cancer screening? So how much were they used? Like how much did they align with the reality of what people were actually using to address the barriers that they stated pre-implementation? And then how much were the strategies that were recommended correct in improving cancer screening? 

And so of the top 20 recommended strategies, seven were among the top used strategies in one or both of the years. And these were in FY18, building a coalition, conducting local consensus discussions and capturing and sharing local knowledge. In FY19, involving patients and family members. And in both the recommended strategies that were also used a lot were promoting adaptability, tailoring strategies and identifying and preparing champions. And so this speaks to use, alignment of use, not necessarily how well this worked.

There were other most used strategies that were not recommended by the tool. And so I just wanted to present those to you so that you could see where that discordance was. The challenge of creating this generic tool is that, you know, you don't have a lot of specific information about the implementation effort and resources and things like that that are available, like the facilitators in a sense.

But the other most used strategies were data warehousing, which for this was operationalized as this national dashboard that they had, changing physical structure and equipment, changing the record system. So a lot of people used a template and note. Using data experts, network weaving, facilitating the relay of data to clinicians. And again, this is aligned with having this dashboard that they were using, providing expert consultation.

A lot of sites started using a tumor board, started participating in consultations with national leaders that we had, and also educational materials and meetings. So the  education strategies, which generally I think maybe aren't recommended in that tool only because they're assumed, because they're so necessary, but not sufficient for any implementation effort. 

So now let's look at how these did. These were the strategies that were associated with cancer screening. And so the stars here are going to show that were also selected by the tool, and the stars show which of these were most used. So it's showing a lot of things, but essentially 11 of the top 20 most recommended strategies were significantly associated with better cancer screening. That's a 70% hit rate kind of. No, that's not 70%, but it's more than 50%. And then less than 50% of the total strategies that were used, were associated with improvement.

So there was a difference between the most recommended and the tops. Okay, so let's look at this. So in FY18, the things that were significantly associated with better cancer screening were capturing and sharing local knowledge, creating a learning collaborative, obtaining and using feedback from patients and families, informing local opinion leaders, and funding and contracting for the clinical innovation. If you think about it, it makes sense. These are  startup early implementation efforts. The only one that was used in the first year as one of the top use strategies was this capture and share local knowledge.

In FY19, those significantly associated were involving patients and family members in implementation efforts, identifying and preparing champions, conducting local consensus discussions, building a coalition and assessing for readiness and identifying barriers and facilitators. What's interesting about this is that some of these strategies that were significantly associated in year two of implementation with better screening were strategies that were very heavily used in year one. So those are the double-starred ones.

And interestingly also were like, you know, very well-designed to address those barriers in year one, which we can talk about in a second. The other thing, so there was this little bit of this time lag between the barriers described in year one and the strategies seeming to work best in year two. There were some strategies that worked well and were significantly associated with HCC screening in both years. Those were promoting adaptability, tailoring strategies. 

And then this strategy that was not highly used but was significant in both years was conducting cyclical tests of change or PDSAs, which a lot of the people had gone through lean training who were in the collaborative and part of this effort. So it wasn't unfeasible for them to do this. And it was associated with significant change in both years, or improvement in HCC screening. 

Among the other most used strategies that weren't recommended by the tool, those that were significantly associated with cancer screening rates in one or both years were data warehousing the dashboard, changing the record system, using data experts, network weaving and providing expert consultation. Many of those most used strategies were also significantly associated with cancer screening. There was  a mix. Some of the things that emerged from the tool and were significantly associated with cancer screening weren't actually used in the crowd, but the real life people actually picked strategies that worked that also weren't recommended by the tool. It's suggesting, at least to me, that the tool is a nice place to start. It does give you some ideas that maybe you wouldn't have thought of before.

And that of course, people in the context know what they can do and know what's going to help them as well, which I think is  intuitive. The timing issue was interesting. So six strategies were associated with HCC screening uniquely in FY19, the year after the barriers were assessed. And five of the six of those were the highest recommended strategies based on barriers. So there is this sense, again, all observational data, but that barriers reported in FY18 were successfully addressed by recommended strategies in FY19. So there is this like interesting timing temporality that we start to see.

So then we took the most used strategies and reverse mapped them to see what barriers would those have addressed according to the tool. We entered 25 strategies that were most used. Five were unique to FY18, six to FY19 and 14 in both years. So that was a total of 25. And then we reversed map these to find 15 barriers that these strategies would best address. Seven of the 15 had been previously reported by the focus groups.

We met with almost 200 providers and got all this information about potential barriers and half of the ones that were suggested by the tool by reverse mapping or whatever were reported. So that's an interesting alignment. And multiple of the strategies that were most used addressed the same expected barrier or were most likely to address the barrier that they were most highly associated with addressing was the one that was in duplicate.

And so we could look at this for a long time, but maybe we won't. But the A basically shows the barriers that were endorsed in the focus groups. Changing physical structure and equipment was, I'm just going to walk you through this a little bit, was a very common strategy. And it was used by more than half of sites in both years. And it addresses available resources or limitations in available resources, according to the tool, also addresses other things, of course. And this was a barrier that was cited by the focus groups, for example.

Data warehousing, or using this dashboard was a very commonly used strategy. And the matching tool says that this is best addressing, reflecting and evaluating, which is interesting because I think that this was more of a facility. It was considered to be a facilitator among people at baseline. So that raises some questions about the extent to which there's this objective measure of barriers versus the perceived measure of barriers and facilitators and all of those things. 

The other realm in which I think that's interesting is the self-efficacy, which again was considered a facilitator among most of the providers that we talked to, or something that they felt they had strongly, positively self-efficacy. And that was something that would be addressed by providing ongoing consultation with one or more of the cirrhosis treatment experts, which was both commonly used and associated with cancer screening in both years.

It's a little bit of a mixed bag and it's really fascinating. I would encourage people to try out the tool and see what they think, because I think that it's just really interesting. And I think the experts in the field have really put a lot of thought into how to match these things. And so I think it's a really rich source of information.

These are the barriers that were addressed by the most popular strategies, but not identified by the focus groups. These are access to knowledge and information, champions, cosmopolitanism, evidence, strength and quality, executing, so  in that process domain, networks and communication, patient engagement, reflecting and evaluating, and self-efficacy.

I think in reflecting some of these barriers, it's interesting because some of these things were perceived to be facilitators or perceived to be in place and strong by the people that we spoke with, but they were potentially strengthened even more by the strategies that were selected. And so it just creates a lot of interesting questions and I'm excited to talk about it with the group. 

The CFIR ERIC matching tool did identify more strategies that were more likely to be associated with cancer screening than your average strategy, which makes sense. This is the collective wisdom of many experts. Reverse application of the matching tool, based on actual strategies that were used, demonstrated that also that barriers  shifted over time. So some of this, as we talked about barriers at one time point and the strategies that were most used perhaps addressed barriers that emerged in the first year and so I think there is this need to do this  dynamic assessment of both the barriers and how they change over time as well as the strategies that are being used and how they change over time in relation to the outcome.

This strategy selection spanning multiple years has to attend to this progression of context and  the timing and sequencing. And it creates this really complex issue especially when we're trying to prescribe strategies which is a lot of what we do because if you're measuring stuff at baseline hoping to prescribe to the ongoing low performers, is it a moving target? And how do we collect this data in an efficient way that allows us to  do this real time and shift and  pivot real time as needed? 

I will say that one thing is that, I do think that the strategies that work for high performers in year one, if there are sites that haven't  done those early implementation strategies yet and they haven't gotten their implementation effort really going yet, that it does make sense to me to still use that data from year one for prescribing strategies to lower performers in year two or three because those sites most often haven't started doing those strategies. And they need to do those early implementation strategies before they move on to the stuff that worked for the high performers in year two, if that makes sense. So I think it's not all or one or another but it is important to just keep in mind that all of these things are very dynamic.

So in the future, I think that there's a need to think about and I know a lot of people probably on the call have been doing this, the combinations and sequencing of barriers and  thinking about CCMs in that context and those combinations as well as combinations of strategies. The other thing that's been challenging is  measuring the relative intensity or strength of both barriers as well as strategy dose, all of those other components of strategies that Proctor and others have recommended that we measure but that are so hard to really actually measure systematically in the real world. All of those things are limitations of this work.

What we're doing right now is actually we have, this is two years of strategy and data and one year of barrier data in one evidence-based practice. But we've been collecting data for the last ten years across more than five evidence-based practices over time as well as in multiple years across different efforts in VA. So we have this very rich, very wide data set.

We're fortunate to have an HSR grant Matt Chinman and I are co-leading to do use some machine learning to figure out what our data are showing us about matching strategies and barriers empirically. We've gotten some really cool preliminary data and we're working on this. We're also working to improve a CFIR survey.

So we have a survey that the CFIR team, the development team of the updated CFIR has helped us develop a pretty rigorous survey of each of the new constructs or the newly defined constructs. We've sent it out to lots of people and then we're interviewing them to see how those interviews compare to what we're seeing on their surveys and then doing that over time. So hopefully we'll get a better pared down, nice  psychometrically sound CFIR survey that everyone can start using if they want to hopefully. So we can start collecting data about barriers over time across projects to start to learn bigger lessons. 

We're also working with the ERIC team to really refine the ERIC survey in a way that makes sense based on the cognitive interviews that we've talked with you about before or this group too about before. Trying to figure out how do we collect really good data about CFIR barriers and facilitators, about ERIC defined strategies so that we can add some empirical recommendations to the matching tool.

We would love to have people help us develop this tool. We're proposing this user-centered design process. So if you have experience with the CFIR ERIC matching tool and you want to give us feedback, feel free to reach out to me or Carolyn who's hopefully here, I can't see the audience, but feel free to email me if you want to be part of that. We would love to have you help us with any or all of this. This is definitely building on the shoulders of giants that have been working on this stuff for 20 years. So we want to include people, we want to develop things that people want to use and figure out how to do that in a really team sciency way that benefits everyone.

The other thing that I think is a really cool concept that Tom Waltz put out in this paper is thinking about how do we leverage one strategy to address multiple barriers. And this is where it comes in, it's very complicated to think about this empirically, but we all know intuitively that it's not going to be just one strategy that solves all of the barriers, but there are certain strategies that can address multiple barriers. 

How do we put that together with the fact that we probably need this bundle of strategies that addresses different combinations and bundles of barriers, and how do we do that systematically in a way that's data-driven, expert-recommended and efficient for real life sites that are really trying to do this in real time.

And then we need to test, of course, all of this and all the little tweaks and things. So it's really going to take a village to figure all of this out. And it's exciting. We're well aware there's a lot of limitations, which I'm happy to discuss with anyone and hear about from everyone, but we're really interested in figuring out how to prescribe combinations and bundles. And we really appreciate everyone's time. I really appreciate everyone's time listening to me drone on about this, but I think it's really exciting. I hope you do too. And I hope that we can all work together to sort this out because I really do feel like implementation science is the future of how we improve public health and  equitable access to healthcare and in the US and elsewhere. 

So again, thanking my team. Thank you to the ERIC and CFIR teams for being incredibly generous and sharing your work and being willing to come on a journey of quantitative measurement that has been challenging and fun. And also thank you so much to all of our amazing partners and the providers in the VA. These are not necessarily fun surveys to fill out, but it's just a testament to the dedication of the clinicians that they're willing to give really their free time, not even necessarily their paid free time to do this and to help us figure out how to do this better and to help each other. It's really inspiring. This is my VA email. And please, again, feel free to reach out if you want to help with any of this, if you have ideas or thoughts. And I'm going to stop sharing so that we all can talk. Oh my gosh, there's so many people here, Christine. 

Christine Kowalski:	There are a lot of people. I'm so happy to see that. Yes. Thank you so much, Dr. Rogal. This was an amazing presentation and I'm so excited about this work that your whole team has done. And I think you can see through the questions that we've received that we have a very engaged audience who likewise finds this very interesting. So I'm appreciative to all of you out there for listening so intently and writing in these great questions. I've been trying to keep track of them and triage them a little bit. And I see there's even more coming in. So we will go through as many of these as we can.

Dr. Shari Rogal:	I'm so grateful to you for going through them and curating them for me. 

Christine Kowalski:	Oh, of course. It's my pleasure. It's nice because I do this a lot for our series, the two series. So it's actually really fun to do and kind of combine. So I actually, maybe this looks like I'm going a little bit in reverse order, but the question that I wanted to do first for you was, because I think this is a super interesting question. Would you recommend the same design, that is, these focus groups plus the strategy survey for different content areas? Or would you have any tweaks that you would recommend if you were to ever do something like this again? 

Dr. Shari Rogal:	Oh, that is a great question. So I definitely think I am all about doing this across different projects. We have done similar things for HIV prevention and care, substance use treatment, as well as we're doing a project right now with the Allergy Program Office for de-implementing penicillin labeling. So people are incorrectly labeled as having a penicillin allergy. And so they're doing a de-labeling project. And so that's really interesting. We're doing a project with syringes services programs as well. So yes, I think it can be used across a lot of different projects. I think there are a million creative ways that people could do this differently.

It's a balance of how much time do you have? How much qualitative versus quantitative expertise does your team have? And how much of a willing audience do you have? So I think the lightest touch way to collect data is just with these surveys that we're trying to develop. And I think it makes sense to measure things over time, baseline and in an ongoing way. And how you do that is there's this balance between breadth and depth. And I think we all struggle with it. 

I think the focus groups and the survey and track, or whatever method of tracking barriers and facilitators and strategies over time is a really interesting exercise regardless of the type of evidence-based practice. 

Christine Kowalski:	Great, and that's wonderful. I think you did say something to that effect at the beginning. And I think that's really wonderful when that happens. And I generally kind of espouse the same view that oftentimes, but not always, a lot of the implementation things that we undertake can be content agnostic to a certain extent. So it's nice that this is a methodology that can be used across different content areas. 

So now maybe just a couple of clarifying questions I'll ask about the methods and then step into a little bit more of the interpretation of the reverse mapping. So one of the questions asked was, is it true that the sites were not aware of which of the top strategies were recommended by the tool?

Dr. Shari Rogal:	The tool application to these data was done in retrospect. So we had measured, we had done focus groups and then measured strategies and then we did all the reverse engineering and stuff. So even we were blinded to what the recommendations were until after the fact. 

Christine Kowalski:	Great. Yeah. Okay, that's what I thought. I just wanted, since there was the clarifying question, just wanted to make sure that.

Dr. Shari Rogal:	Yes, absolutely.

Christine Kowalski:	Then someone wrote in, this is a good question too. I think this was Ava. So would it be correct essentially to say that one potential interpretation of the reverse mapping was that site level folks either underestimated barriers and thus had to use more strategies targeted to them or would you say, and I guess the third option would be neither of these, but the person puts, or that the barriers changed and thus the strategies changed.

Dr. Shari Rogal:	I have to look at that one. Wait, let me find that one. 

Christine Kowalski:	Yeah, it's towards the bottom.

Dr. Shari Rogal:	It's a good question. Oh, I see it. Okay, I'm trying to just, is it correct? The pre-implementation strategies. So the ones that work best in FY18 were not in the top strategies recommended. Not exactly. More of the strategies that were recommended, and I'm pulling up the actual full file right now, were significantly associated than just like your average use ones. So the ones that worked best by the sites were not in the top 20 recommended, no. So many of the strategies that were recommended of the top working strategies were recommended by the matching tool, but not all. 

So the dashboard, for example, wasn't recommended. Like the database tools that, or strategies were not recommended by the tool, but both were used a lot and worked a lot, worked very well. Some of the things that were recommended by the tool that were used and were significant. So like of the strategies, and I had a miss, it said 11 out of 20, it was actually of those 20, all but like five or six. So it was actually 15 of those strategies, I think. 15. Yeah. So it was significant. Like the tool did better than by chance alone, basically.

Christine Kowalski:	Okay. That's excellent. So I think Julia has put in some good questions and comments. If you see those towards the bottom, I don't know if you know Julia more, but so I'm going to go through, I like this question, her first question. Love what you've done. Did you find that some of the strategies in the tool are actually implementation process activities? I think this is a good question because sometimes this happens. I mean, things like assessing barriers or facilitators or tailoring strategies. 

And then she said, if this is updated in a new version, which is super exciting, do you think that would help to make the tool more useful? 

Dr. Shari Rogal:	Yes, I think so. And I think we need some help to make the tool more useful. So I think that, I'm just trying to find the question to make sure I answer it. Oh, sorry. I know there's a lot there. I know, it's great though. This is great. Oh, and I just wanted to say, I did pull out the data.  It's 14 out of 20 were significant that were recommended by the tool. The top 20, 14 of those were significantly associated with improved outcome. So that's almost all of those recommendations were good ones, and that was a much higher percent, like 70% versus we had 48% of all strategies. So the tool was better than the sites were doing just randomly picking or not randomly picking. But on the other hand, there were some things that the sites thought up that the tool didn't. So it's not one or the other. So people primarily share surface level barrier. Oh, is that the one, the surface level barriers? 

Christine Kowalski:	Yeah, I think you answered the first part. So yeah, you can look at that too. I think that's also very interesting. Yeah, the surface level barriers. And what you think. 

Dr. Shari Rogal:	Yeah, and there were some questions also about like, why a focus group and not individual and the interviews. So we kind of did our best. We had a huge group of people willing to talk to us. I mean, 200 people, it was not feasible on our operations time crunch. So like, our leadership wanted the answers quickly. And we had a lot of people to talk to, and we didn't have a lot of time or resources. The focus groups was really a convenience issue. 

And so, I do think that probably because the focus groups were across the whole VISN, I think that we did probably miss some of that really rich nuance between some of the lower performing and higher performing sites within that VISN. Like perhaps we were hearing more from the higher performing sites and those representatives and less from the lower performing sites. And what their barriers were. And I think also it's pretty reductive to go in and take like just the top barriers across all these focus groups and all these people and just put them in and then think of like, what are the solutions for everyone? So it's definitely not a perfect approach. It's just kind of like a sledgehammer kind of approach. 

Christine Kowalski:	And I think definitely emphasizing what you were saying just before we jumped to that last question, I think this is really, really exciting because really where we want the field to go is to have some semblance of an idea of that our prior literature is giving us an indication of what type of strategies we should use for which type of barriers. And so it's really exciting that with this tool you're trying to do that. And in large part, it did map correctly. I mean, that's one of the reasons why when I read this article I was just so thrilled to see that because this is really cutting edge work and where we want people to go. So I just want to give a reminder too that Dr. Rogal was asking, if this is something that you're interested in helping with that you can contact them and they would appreciate your help because I think this is really, really important work for the entire field and something we've been wanting for a really long time.

So I'm just trying to see if there’s, yes, so just for the audience who can't see the question, that last one that we were talking about, because I realized I didn't read it fully, was that it's amazing to see how you've mapped forward and backwards the barriers and facilitators to strategies and often find that people primarily share surface level barriers. They put for an example, time, resources, priority, not my job, and that the really important barriers sometimes can be the root causes underneath that people may not share. So I just realized that I hadn't actually read the question out loud. So I wanted the audience to be able to have that. 

Dr. Shari Rogal:	Oh, thank you. 

Christine Kowalski:	Sure, no, that's my oversight. And so now the very first question, I'll jump back to that because it's a very big question and I know I personally feel that we don't have an answer to this yet in the field, but I just want to pose it so we can have a brief discussion about this and why this is difficult.  And so that very first question is, is there any indication that some implementation strategies are better for implementing certain types of healthcare interventions than others? And I think clearly we're not there yet, but I'd love to hear your thoughts and brief comments on that question. 

Dr. Shari Rogal:	Oh my gosh, I have so many thoughts about this question. It is really a great question. And what are the key differences? So we are really working on that. We have some idea because we looked, if you think about these different kinds of evidence-based practices that we've looked at, some of them are like managing HIV, that's a pretty complex set of clinical care things versus giving one time hep C treatment to everyone in your group. 

On the other hand, there's also this access of complexity that has to do with the number of people involved in an effort. So we have an effort that we looked at the storm dashboard implementation effort where it was one person who had to do stuff versus some of these big national like hep C elimination efforts that require a whole coordinated system. 

And so interestingly, this is just a tidbit or an example. One of the things that we found with the storm dashboard is actually, so they had to, of course, use the dashboard and get education and have some, and actually academic detailing that that person experienced was really helpful. But the other thing that mattered in that effort were the characteristics of the person. Being younger and newer to the VA, which is not good for me because I'm older and older to the VA at this point, we're associated with better performance in that. And we've never, in some of these bigger coordinated multi-person efforts, we haven't found that, that like the characteristics of the person necessarily are important with the exception that with hep C, the person that was working on that dashboard, if it was an APP, so either a nurse practitioner or a physician associate, they were the best people to kind of work the dashboard, that combo was important. But generally it's not the demographic characteristics of the implementer that have mattered. But when it's one person doing one specific task, it does matter.

So that's an example. Also, I think it is going to depend on, is it like a national one-time push versus an ongoing cancer screening that needs to happen every six months? We should be getting more of these answers as we're using these ML models. So stay tuned, because that's a hard question, but we're really, we are trying to answer it.

Christine Kowalski:	Yeah, great answer. I love that so much. And it's true. So this whole implementation conundrum, which is fun, but challenging, so we're looking at the characteristics, like you were just saying of the individual themselves and when does that impact what you're doing? And then we have the characteristics of the evidence-based practice itself. And then we have the characteristics of the contacts and how they all interplay. So it is very challenging, but as Dr. Rogal is saying something that she and others across the field are working to getting closer to do.

So maybe I will, we have time. So ask this question too. I know it's a little more about the qualitative methods, but if you have thoughts, so it's the second question. And they're just asking about essentially if you could just tell a little bit about why you decided to do focus groups instead of individual qualitative interviews to identify barriers. And it's not to say, there's times obviously that both methods would be correct. Just maybe if you could explain a little bit the decision that your team made in terms of why they chose focus groups.

Dr. Shari Rogal:	Yes, and I just put a link in the chat to a quick survey. People want CFIR training. We're trying to figure out who needs CFIR training. So it's a little off topic, but sort of on topic. So please feel free to click on the link and just let us know. Yes, so I would say it was like how I alluded to before, purely convenience here that we use the focus groups.

I think it's interesting because the advantages, they come to consensus, you know, so you do come out of it with an overall sense of consensus around what the main barriers are, what the main facilitators are, but you miss the nuance that you get with individual interviews. 

What's interesting about doing CFIR surveys is that you get a lot more individual level responses, but not as in-depth understanding of what they mean per se, if that makes sense. And then there was a second part to your question besides just how we picked. 

Christine Kowalski:	What are your recommendations for conducting focus groups with healthcare providers? I'm just assuming that they mean there might be some barriers to getting busy healthcare providers to participate in a focus group. I think that's what they mean by the second part of that question. 

Dr. Shari Rogal:	And I mean, as a healthcare provider, and there are many on this, I mean, it's a challenge to talk to us about stuff and to get people to feel open and honest, especially when you have a group that includes people in different positions of power or levels of power in their institution. In terms of the scheduling, part of this was facilitated by the fact that the providers were used to meeting in their VISN teams. So we could kind of, at some points, join those team meetings. And so that made it easier to schedule. 

I also think our team tried to be as flexible as possible, but sometimes we had to be more accommodating. And generally we do individual if we have to focus groups, if we can. And I think that for providers, to me, it feels like sometimes it really helps to at least have a provider in the room who can help facilitate even in the sense that then they can speak the same language and figure out what the probes should be next. So it's good to have a subject matter expert in the room. So you're not just trying to understand the innovation, but you actually understand the context.

Christine Kowalski:	Exactly, that's a really good point too. I've had that experience too, whether it's a focus group or an interview. You want to make sure that you have someone that has the content background to be able to have really articulate discussion. Clinicians can rightly get a little frustrated if someone has no idea of what they're discussing. Making sure that they have that proper background. I think there's actually only one more question. So maybe we can just try to quickly hit on it. Thank you so much, Dr. Rogal, because you've done a fantastic job. I mean, succinctly answering these really difficult questions. I think you can get a gold star for this. This has been really great. 

Dr. Shari Rogal:	Well, you're helping.

Christine Kowalski:	Thank you. And the audience has some really great questions here. So just this last one super quickly, and then we'll close out. So this is the one that says it's from Jason. Thinks it's interesting that reflecting and evaluating was not reported as an actual barrier by providers. So just essentially, he brings up this point of possibly needing to go beyond just asking stakeholders and frontline what they think is a barrier to including more implementer intuition.

And so I know that's typically what we do, but I think I'll let you answer, but I think your project was novel in that you're trying to find a little bit more automated way into this, but just let you briefly touch on that. 

Dr. Shari Rogal:	I think it's right. I mean, you can't expect a person who is not thinking in terms of the CFIR to come up and say like, yes, reflecting and evaluating is a problem we're having when you ask them what gets in the way. So I think that's why. So some of the probes are really important in the CFIR interviews. And I think also just really talking to people with knowledge about the implementation effort and also I try to understand the process that they're doing, and then you do have to infer certain things. So you're right. You can't just say what's getting in the way and then just stop. You're absolutely right. It's a lot more of an art than that. And it's an art that I have to say like there are definitely way better people than myself at it. I'm very fortunate to have like an amazing team that's really good at this. 

Christine Kowalski:	Oh, thank you so much. And there are just several comments coming in now saying thank you for such an informative and fantastic session. I agree. Lots of people are writing that in. So I just want to say thank you so much to Dr. Rogal and your whole team for this work. And make sure you can just point out one more time if you want the link that's in the, you put it in the chat, right? For the CFIR survey. 

Dr. Shari Rogal:	I tried to, who knows? Yes. 

Christine Kowalski:	Yes, I think it is there. I see it. So people could click on that and fill that out. That would be amazing. Thank you so much again to you and your team. Is there anything else you want to say before we have Rob close out the session? 

Dr. Shari Rogal:	No, just thank you so much for having me and thank you for the good questions. I learned so much from all of you. And again, just email me. I want to hear from you. We all do. And thank you for all the work everybody's doing. 

Christine Kowalski:	Wonderful. Thank you so much to everyone for attending and being so engaged. And we will have another seminar next month. Hope you'll join us. And then Rob is just going to close us out in a minute.

Rob:	Thanks everyone. Please answer the questions and submit the survey that comes up. I'll just close with that. Okay, Christine? 

Christine Kowalski:	Sounds great. Thank you. Thank you so much, Rob and Dr. Rogal. Really appreciate it. And have a great day, everyone.

Dr. Shari Rogal:	Thank you. 

Christine Kowalski:	Thank you. Bye.
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