Office of Research and Development

Field Conference Call Notes

Monday, January 22, 2018
1. Welcome – Rachel Ramoni, DMD, ScD

2.  Human Subject Protections - Karen Jeans, Ph.D., CCRN 
(1) Status of the implementation of the Final Rule – revision of the Common Rule:

On January 17, 2018, an Interim Final Rule (IFR) was signed by 16 Federal Agencies and Federal Departments, including the Department of Veterans Affairs.  This Interim Final Rule delays both the effective and general compliance date of the Final Rule issued on January 19, 2017 revising the Federal Policy for the Protection of Human Subjects.  This Interim Final Rule became effective on January 17, 2018 and delays the effective date and general compliance date of the Final Rule issued on January 19, 2017 to July 19, 2018.  The Interim Final Rule also states that the Federal Agencies and Departments signing the Interim Final Rule are in the process of developing a proposed rule to further delay implementation of the Final Rule that was originally set to be implemented on January 19, 2018.

What this means for VA research is that VA human subjects research will continue to follow the current Common Rule.  However, there are provisions of the revised Common Rule (the Final Rule) that can be implemented now if desired because those provisions do not conflict with the current Common Rule. For example, the revised Common Rule adds additional elements of informed consent.  There is no issue with including those new elements by an IRB if it desired because it is not contraindicated by the current Common Rule.

ORD will be discussing the IFR and what the next year brings in more detail on the ORO HPRP Workgroup and Nationwide Bimonthly Teleconference call on February 21,2018. 

(2) Upcoming training

The next training sponsored by ORD will be held on January 30, 2018 at 12:00 p.m.  The training:  Records Management Training for the Field, will be led by Mr. Matthew Staden, VHA Records Officer.  This is a repeat of the earlier training held on January 16th, 2018.  The presentation will be taped and posted at a later time on the PRIDE website for those unable to attend either training. 

3. Yearend Budget Updates FY18 budget status – Allen Dunlow, MHA

Mr. Dunlow updated field on the current status of the Continuing Resolution.  Congress passed and the President signed another CR through 8 February 2018.  FY1819 funds are available of obligation through 8 February 2018.  Stations should incur as many obligations as possible against these funds prior to 8 February 2018.  Mr. Dunlow did not support a delay in execution of prior year funding but understands that many stations may want to delay execution of those prior year funds in case there is another shut down.  If there is another shut down, prior year funds would still be available to sustain payroll and operations.
4. Service Updates:

· BLR&D and CSR&D Updates – Christopher T. Bever, Jr., M.D.
· Miriam Smyth, Ph.D.
CSR&D Updates:

Fall 2017 Round 

Margin meeting was held on January 18, 2018.

Number of applications received:
Application




Number CSR&D

Type





    Applications

Merit






125

Pilots






    3

Career Development



  25

RCS/SRCS





     1

Total 
           154

Notifications for Intent to Fund will be sent to the ACOS and AO by COB Friday, January 26.


BLR&D Updates

Fall 2017
Notifications for Intent to Fund/No Intent to Fund should be sent to the ACOS and AO by COB Friday, January 26.

Notes from the services - Spring 2018:

Nomination packets are due for the Barnwell and Middleton Awards on February 1, 2018. Questions can be directed to Dr. Kimberlee Potter.

· Submission deadline for RCS/SRCS and Promotions are due March 1

· Submission deadline for Merits, Career Development, and Pilot Awards are due March 12

In the first round of LOIs for the drug development RFA it was clear that our instructions were not clear. To help investigators and field stations decide whether their situations are appropriate for the RFA we will post a decision tree on our web site in the next few weeks. 

Also, a reminder that the bridge funding for clinician investigators is limited to the BL service. Any questions can be directed to Drs. Krull or Bever.

· RR&D Update – Patricia A. Dorn, Ph.D.
Winter 2018 Review:
Scientific review is underway. Meetings will be held February 27 – March 1, 2018. Impact scores will be released in eRA on March 6. Summary statements will be released on March 27 with intent-to-fund decisions by mid-April.

Spring 2018 SPiRE Review:
Special Interest Note:
Of particular interest this cycle are studies that include aims addressing:

· Prosthetic needs of Women Veterans with amputations. 

· Non-pharmacological activity-based interventions for chronic pain impacting outcomes that may include pain reduction, medication use, ADL, and QoL.

· Moral injury of deployed Veterans. 

· Education and/or training to promote return to work.  

Investigators are urged to discuss proposed applications with the RR&D Scientific Program Manager relevant to their area of study. https://www.rehab.research.va.gov/guid/meritreview.html 

The LOI submission deadline is February 1 for the March application submission. An LOI is required for each review round, including resubmissions and revisions. LOI instructions are available on the RR&D website at http://www.rehab.research.va.gov/guid/guide.html. Resubmissions only need to include the cover page and an updated list of key personnel, if applicable. LOIs must be e-mailed to rrdreviews@va.gov  as a single PDF file. Name the file as follows: principal investigator’s last name_station number_LOI (e.g., Jones_122_LOI). Use the following text in the email “Subject:” line:  [insert PI last name] LOI for Spring 2018 SPiRE Review.

Waiver requests for eligibility, budget, and full off-site research (partial off-site waivers will be addressed during JIT) are also due no later than February 1 for the March application submission. Applications submitted without the required approvals will be returned without review. Waiver requests must be submitted separate from the LOI. E-mail waiver requests to rrdreviews@va.gov as a single PDF file.  Name the file as follows: principal investigator’s last name_station number_Waiver (e.g., Jones_122_Waiver). Use the following text in the email “Subject:” line:  [insert PI last name] Waiver Request for Spring 2018 SPiRE Review. 

Applications must be accepted and verified in eRA by March 15, making the last possible submission date March 12 [changed/corrected applications cannot be submitted after this date]. Applications that miss the verification deadline will not be accepted for review. We strongly encourage early submission so that the PI and Signing Official (SO) can take advantage of the 2-day examination period to ensure that any of the problems that might arise at several steps along the way can be corrected. While we encourage the PI and SO to carefully review any system generated WARNINGS received, you should not rely solely on system validation checks to ensure a successful application submission.

VA-ORD has released a revised VA-ORD Application Guide SF424 (R&R) found at:  http://vaww.research.va.gov/funding/electronic-submission.cfm. This Forms Version E (dated 1-5-2018) is applicable for all VA-ORD application submissions beginning with the Spring 2018 cycle. Please carefully review the guidance in this document along with the RR&D SPiRE FOA/RFA (http://vaww.research.va.gov/funding/rfa.cfm) prior to submitting applications. 

Applications will be withdrawn from review for administrative non-compliance if they do not adhere to the following: 
• All applications must be self-contained (i.e., without use of URLs/hyperlinks) within specified page limits. URLs may only be placed in the Biographical Sketches and Bibliography and References Cited attachments. NOTE: URLs within official documents that cannot be altered, such as letterhead (i.e., Letters of Support attachment) or published articles/manuscripts (i.e., Appendix attachments), will be accepted.
• All applications must contain a Summary Budget Worksheet (dated June 2017). If the worksheet is missing, then the application cannot be adequately evaluated. Verify that the total in the Summary Budget Worksheet and Research and Related Budget forms match and that the budget request does not exceed the allowable amount (per year and project total) found in the FOA/RFA.
• All applications must contain a Data Management and Access Plan (DMAP) attachment using the VA-ORD template (Version: 7/29/2016). 
• All applications must contain a Financial Disclosure appendix.
• If Human Subjects will be included in the project, the application must contain a Targeted/Planned Enrollment table as an appendix.
• All PI and Senior/Key Personnel Biosketches must use OMB No. 0925-0001 and 0925-0002, Biographical Sketch (Rev. 10/15 Approved Through 10/31/ 2018) or (Rev. 09/17 Approved Through 03/31/2020). Do NOT alter the Biographical Sketch template by removing the OMB header or other template information – if VA-ORD staff is unable to verify that the correct template format has been used, the application will be withdrawn from review.

Notes regarding eRA:
Legacy PDF application packages (traditional Grants.gov process) are no longer available. All VA submissions must now be prepared in Grants.gov Workspace or eRA Commons Application Submission System & Interface for Submission Tracking (ASSIST).

Training resources for the Grants.gov Workspace process are available at https://www.grants.gov/web/grants/applicants/workspace-overview/workspace-process.html. Additionally, there are several videos available at https://www.youtube.com/user/GrantsGovUS. 

ASSIST training resources are available at https://era.nih.gov/era_training/assist.cfm (note that VA applications are Single-Project) and https://grants.nih.gov/news/virtual-learning/upcoming_webinars.htm.
NIH will provide a demonstration of ASSIST for VA PIs and SOs on Tuesday, January 30, 2018 at 3pm EST. We strongly encourage broadest participation. Please be sure to share the below meeting invite with all who are involved in application preparation and submission for your research office.
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· HSR&D & QUERI Updates –  David Atkins, M.D., MPH
      Amy M. Kilbourne, Ph.D., MPH

SMRB Updates:
Of the 214 ITS received, 188 full applications were received for Winter 2018 review cycle.
· Parent RFA = 101

· Pilot RFA = 39

· Nursing Research Initiative = 2

· Suicide Prevention = 8

· LHI-Provider Behavior RFA = 5

· LHI-Measurement Science RFA = 7

· Implementation Research Project = 2

· Community Care  = 3

· Randomized Program Evaluation = 1

· QUERI Parent/Partnered Initiative = 4

· QUERI Innovators Network = 1

· Career Development = 15
Applications are currently being processed in eRA, and reviewer assignments to applications will be made soon. 
HSR&D’s review meetings are scheduled to take place March 13-16, 2018 in Washington, DC. Scores are expected to be released the week following the completion of the meetings.
COIN Updates: 
We received 20 ITS submissions for COIN Applications by our deadline Jan 2, 2018. Three of these are new applications and the rest are re-applications.
Strengthening Excellence in Research through Veteran Engagement (SERVE): The SERVE team moved cyberseminar to March 15th at 1:00 EST, so that a more developed product (VE Toolkit 1.0) can be shared. If questions related to Veteran engagement please contact Sarah.Ono@va.gov to address. 
The SERVE team includes: Sarah Ono, Justeen Hyde, Alison Hamilton, Kelty Fehling, Leah Wendleton, Jeff Whittle, Jennifer Gierisch, and Gala True.

Nominations for Under Secretary’s Award in Health Services research now being accepted.

Nomination packages are due by COB on January 31, 2018.  

Please see link below for details and submission instructions. 

 http://www.hsrd.research.va.gov/for_researchers/awards/under_secretary/ 

Career Development Award Updates 

There will be no Research Career Scientist award RFA for Spring 2018.  An RFA will be issued in July for the Fall round (September 1 deadline).  In order to provide for a more robust competition for these awards, we have decided to move to an annual, rather than semiannual, application and review cycle.  Details will be released once they are finalized.  
 

· GS 14/15 promotion nominations will continue to be accepted and reviewed twice each year with March and September deadlines.

· The review for RCS and GS14/15 promotion nominations received last September is being scheduled for late February. Apologies for the delay; the high number of reviewers needed in multiple areas of expertise relative to the small number of applications (7 reviewers for 4 applications total) makes scheduling a date and time for all reviewers to teleconference difficult. This is particularly true given the holiday period November through January where many people take end-of-year leave.

· 15 Career Development proposals and two Nursing Research Initiative proposals were received and will be reviewed together under the “Mentored Research Award” panel. Starting with this round, the NRI application was expanded to more closely align with the CDA application package in terms of page length and sections for addressing mentoring and career plans. Scores and funding decisions will be considered separately. The hope is that NRI proposals would benefit from a larger panel discussion.  

CIDER Updates: Research News


Several HSR&D investigators are cited in a recent Huffington Post article “Leaving the Military Wasn’t My Idea: How Separation Status may Affect Homelessness in Women Veterans.”

New Videos

Using Service Connected Disability Hearings as Gateway to Pain Management, Marc Rosen, MD (West Haven)

Evaluating Support for Veterans’ Informal Caregivers, Kate Miller, PhD (Durham)

Check out upcoming and archived Cyberseminars at http://www.hsrd.research.va.gov/cyberseminars/default.cfm
ESP Program Updates

ESP Report: Comparative Effectiveness of Multifocal, Accommodative, and Monofocal Intraocular Lenses for Cataract Surgery and Lens Replacement (VA Intranet only)

ESP Report: Comparing Antithrombotic Strategies after Bioprosthetic Aortic Valve Replacement: A Systematic Review (VA Intranet only)
Recent Publications

Malte C, Berger D, Saxon A, Hagedorn H, Achtmeyer C, Mariano A, and Hawkins E. Electronic Medical Record Alert Associated with Reduced Opioid and Benzodiazepine Co-prescribing in High-Risk Veteran Patients. Medical Care. December 28, 2018;e-pub ahead of print.
Barnett P, Hong J, Carey E, Grunwald G, Maddox K, and Maddox T. Comparison of Accessibility, Cost, and Quality of Elective Coronary Revascularization between Veterans Affairs and Community Care Hospitals. JAMA Cardiology. January 3, 2018;e-pub ahead of print.
Gellad W, Thorpe J, Zhao X, et al. Impact of Dual Use of VA and Medicare Part D Drug Benefits on Potentially Unsafe Opioid Use. American Journal of Public Health. December 21, 2017;epub ahead of print.
Leung L, Yoon J, Escarce J, et al., Yano E, and Rubenstein L. Primary Care-Mental Health Integration in the VA: Shifting Mental Health Services for Common Mental Illnesses to Primary Care. Psychiatric Services. December 15, 2017; e-pub ahead of print.
QUERI Updates:
· Implementation Sites
As HSRD/QUERI investigators implement evidence-based practices at new sites, please make sure to notify the facility leadership and ACOS/R at any implementation/project sites before conducting any surveys or interviews. (This is in addition to union notification.) QUERI is administered under ORD, and the research office should be aware of HSRD/QUERI implementation work and surveys/interviews taking place at their site.

· Request for Applications for QUERI-VISN Implementation Initiative (Startup Funds)
Intent to Submit Due Date: January 12, 2018 to vacoqueri@va.gov
Proposal Due Date: February 1, 2018 to vacoqueri@va.gov
Please see below for key due dates and timeline. 
The VHA Quality Enhancement Research Initiative (QUERI), Health Services Research & Development Office of Research and Development (ORD) program announces an opportunity to compete for QUERI-VISN Partnered Implementation Initiative (PII) startup funds to support implementation of effective practices addressing the healthcare priority goals outlined below, which were selected by the Veterans Integrated Service Network (VISN) leadership and National Leadership Council (NLC). QUERI will fund up to 8 VISN PII startup proposals for $100K for one year, with the option of applying for full (2-3 year) proposals to promote further scale-up and spread.
In this call for startup proposals, QUERI expects to fund teams co-led by a VISN leader and a VA implementation expert. The implementation activities in the proposal must support top VHA FY2018 Performance Plan goals of modernizing systems through better consistency and spread of effective practices (i.e., facilities where there are gaps in quality or outcomes that the effective practices are designed to address) and align with one of the three VISN priority goals selected at the most recent NLC meeting. At the December 2017 NLC meeting, members voted on the top healthcare priority goals to be included in this QUERI call for proposals from a list of 15+ healthcare priority topics initially nominated in November 2017 by VISN leaders (e.g., Directors, CMOs, QMOs), facility Chiefs of Staff, and VHA national program leaders. The NLC voted the following as their top 3 healthcare priorities:
· Implement effective care coordination models for community care

· Enhance implementation of suicide prevention services 

· Improve access to medication-assisted therapy for opioid use disorder treatment & alternative therapies for pain

Please see attached below for more information.
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· QUERI VISN Partnered Implementation Initiative (PII) Key Dates

	Monday, December 18, 2017
	Call for QUERI-VISN PII startup proposals released

	January 10, 2018 at 3pm ET
	Informational conference call with potential applicants and QUERI Resource Centers Dial In: 1-800-767-1750, Conference Code: 69858#

	Friday, January 12, 2018
	Intent to Submit Deadline for QUERI-VISN PII startup proposals Submit the following information to vacoqueri@va.gov: (1) Proposal title; (2) Implementation expert and key personnel names, institutions, and locations; (3) VISN/operations partner name and location; (4) anticipated implementation facilities.

	Thursday, February 01, 2018
	QUERI-VISN PII startup proposals due to vacoqueri@va.gov

	Wednesday, March 21, 2018
	QUERI-VISN PII startup decisions released

	Wednesday, March 28, 2018
	Revised budgets and other documents required for funding due to vacoqueri@va.gov 

	Sunday, April 01, 2018
	Earliest date QUERI funds will be available

	June 2018 or December 2018
	Full QUERI-VISN PII Proposals must be submitted through eRA within 2 subsequent application cycles

	October 1, 2018 or April 1, 2019
	Earliest full QUERI-VISN PII funding start date for summer and winter submissions, respectively


SOTA on Care Coordination: planned for March 20-21 in Baltimore, MD.
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QUERI: Accelerating Evidence into Practice
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50+ effective practices implemented across VA in the past year

20+ rigorous evaluations of national policies, including caregiver, suicide prevention & opioid misuse

Published best practices on suicide prevention, pain/integrative care, & care coordination

QUERI Programs comprise a national network of clinicians and experts in health services research that are implementing EBPs and developing quality improvement strategies to scale up and spread best practices across various VA healthcare settings.

 

 

Implementation

QUERI Partnered Evaluations work closely with 20+ operations leaders across VA to provide clinical-level expertise and conduct time-sensitive national evaluations of policies & programs, enhancing program design and rollout for continuous innovation and improvement.

 

 

Evaluation

QUERI Evidence-based Synthesis Program (ESP) Centers identify best practices for implementation.

The Center for Evaluation and Implementation Resources (CEIR) provides rapid consultation and support to VA operational leaders to enable scale up and spread of effective policies and clinical practices.

 

 

 

Dissemination & Sustainability
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Examples of QUERI Implementation Strategies
Tools Informed by Research that Enhance Quality Improvement at the Provider and System Levels

Relative Site Complexity/Need

Relative Intensity of Strategy







1/9/2018

Kilbourne, Amy
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QUERI-VISN Partnered Implementation Initiative
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Objective: Implement VISN leadership priorities at the frontline clinical level

Anticipated Impacts: 

Modernize systems and reduce clinical variation through scale up and spread of effective practices across VISNs

Improve Veteran health by rapidly implementing evidence-based practices, particularly in later-adopter sites

Promote VA’s transformation into a Learning Healthcare System through leveraging data and rigorous evaluation to promote sustainability of best practices
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Overview of Startup Funding Announcement
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Quality Improvement Focus. Proposals should focus on deployment of effective practices that support at least one of the healthcare priority goals selected by VISNs and VHA leadership.

VISN Directed. Projects must be co-led by a VISN leader and a VA implementation expert. The VISN chooses the priority, and implementation activities in the proposal must support top VHA FY2018 Performance Plan goals of modernizing systems through better consistency and spread of effective practices.  

Start-up Funds Available and Anticipated Number of Awards.  QUERI 870 funding will be a maximum of $100,000 for one year with up to eight proposals funded. 

Opportunity to apply for continued funding ($1-2 mil, 2-3 years)
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Timeline: Implementation of VISN Clinical Priorities
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October/November 2017

Interviews with VISN leadership 

Nomination of 15+ Clinical Priority Topics





December 2017

National Leadership Council Selection of Three Clinical Priorities

Request for Startup Applications Released





February 2018

Start-up Proposals Due

March 2018  

Scientific Merit Review







April 2018

Startup Proposals Funded for up to 1 Year





June 2018, December 2018

Full QUERI-VISN Partnered Implementation Initiative (PII) Proposal Submission Within Two Review Cycles

August 2018, March 2019

Scientific Merit Review





October 2018, April 2019

Full QUERI-VISN PII Proposals Funded for 2-3 Years







































Top VISN Healthcare Priority Nominations 
Live Voting Held at NLC Dec Meeting

28% Implement effective care coordination models for community care

24% Enhance implementation of suicide prevention services

16% Improve access to medication-assisted opioid use & pain treatment

8%   Enhance primary care efficiency

8%   Increase access to virtual care services for Veterans

8%   Deploy whole health best practices 

4%   Expand access to caregiver support/Aging in Place programs

4%   Improve recruitment/retention of mental health providers



Other nominations: Improve gender-specific care (women’s health, prostate cancer), Improve timeliness and efficiency of specialty care services
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Funding Mechanism
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Funding Period. Successful applicants will receive QUERI medical care (870) funds of up to $100,000 for one year starting as early as April 1, 2018.

Ready for Scale up and Spread. Startup proposals with successful implementation of one new effective practice in at least 1 medical center within the 1-year startup period will be invited to apply for a full VISN PII (up to $1 million over 2-3 years) to scale up and spread the effective practice across VISN(s).  

Project Leads. The project must be co-led by a VISN Director or his/her authorized direct report designee and an Implementation Expert who is a VA investigator with a demonstrated track record of implementing effective practices into routine care. 
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Startup Applications Due February 1st
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Intent to Submit Deadline for QUERI-VISN PII startup proposals is this Friday, January 12th. Submit the following information to vacoqueri@va.gov: (1) Proposal title; (2) Implementation expert and key personnel names, institutions, and locations; (3) VISN/operations partner name and location; (4) anticipated implementation facilities.

Proposals should, in 7 pages or less, provide an overview of the implementation and evaluation plan.

Applications will be reviewed by scientific merit review board and operations leaders during the week of March 12th.
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QUERI Resource Center Support
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QUERI supports resource centers devoted to identification of effective practices (Evidence-based Synthesis Program), selection of implementation strategies to promote the uptake of effective practices across different settings (Center for Evaluation and Implementation Resources), and rigorous evaluation of VHA national programs and policies to sustain effective practices (Partnered Evidence-based Policy Resource Center).

These resource centers will coordinate resource-sharing from national program offices and technical assistance on effective practices for awardees during the startup funding period
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ESP Summaries on Three VISN Priority Topics
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Implement effective care coordination models for community care







Enhance implementation of suicide prevention services 







Improve access to medication-assisted therapy for opioid use disorder treatment & alternative therapies for pain
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Questions
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Happy to answer any questions!
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Care Coordination: Key Findings from ESP Reviews

Many distinct definitions of care coordination exist, making the synthesis of this topic
particularly challenging. A useful working definition comes from a 2007 Agency for Healthcare
Research and Quality (AHRQ) report: “...the deliberate organization of patient care activities
between two or more participants (including the patient) involved in a patient's care to facilitate
the appropriate delivery of health care services. Organizing care involves the marshalling of
personnel and other resources needed to carry out all required patient care activities, and is
often managed by the exchange of information among participants responsible for different
aspects of care.”

The Veterans Health Administration (VHA) has instituted patient-aligned care teams (PACT)
and the patient-centered medical home (PCMH) model to improve care coordination between the
primary care team and specialists, and to other healthcare professionals who are part of the
Veteran’s healthcare plan. If needed, the care team also coordinates transitions between care,
referrals (including the private sector), and community resources.

Key Findings

Shows Promise

e Enhanced recovery after surgery (ERAS) resulted in reduced length of stay and overall
perioperative morbidity versus standard care protocols for colorectal surgery patients.
There is no reliable evidence on which individual enhanced recovery components, alone
or in combination, show greater efficacy than others.

e Integrated palliative care improved short-term quality of life (QOL), overall symptom
burden, all-cause mortality, and likelihood of dying at home for patients with advanced
cancer.

e Patient-centered medical home (PCMH) interventions are associated with higher patient-
reported levels of care coordination.

e Multimodal models of care (coordination of care between primary care and specialists)
for treating chronic musculoskeletal pain have demonstrated improvement in pain
intensity or pain-related function in VA settings (SEACAP, SCOPE, SCAMP, ESCAPE).

e Among intensive primary care programs, the best evidence of effectiveness comes from
the PACE (Program of All-Inclusive Care for the Elderly) model, which uses a free-
standing clinic approach and demonstrated a reduction in 2-year hospital use and days in
hospital per month. However, the applicability to Veterans is unclear.

Limited Evidence

e Care teams in emergency departments demonstrated improvements in efficiency
outcomes. Of note, researchers were unable to determine if the effect was due to
increased staffing or changes in practice.







Needs Future Research

e There is insufficient data available to determine the impact of care coordination for
inpatients with acute pain.

Suggested Best Practices

Care coordination has been shown to provide benefits in multiple settings and patient
populations. Many studies, however, have serious methodological limitations and do not include
Veterans.

ERAS, integrated palliative care, care teams, PCMH, PACE, SEACAP, SCOPE, SCAMP, and
ESCAPE have all shown some positive results as care coordination models. Further research
needs to determine if these results can be replicated in populations/settings similar to VA before
suggested best practices can be determined.

There is a growing body of literature examining care coordination models and its effects on
health outcomes. Researchers should prioritize understanding which models are most effective,
how these interventions effect improvements, and how to implement such interventions.

ESP Program Systematic Reviews

Additional details on the topics, methods, and findings of the 9 ESP systematic reviews related to
care coordination can be found in the executive summaries (ES) and full reports for each of the
reviews. Below is a listing of the reviews, the key questions they investigated, and links to the
reviews for more information.

1. Integrated Outpatient Palliative Care in Oncology [October 2017, intranet only]

KQ1: In patients with symptomatic or advanced cancer, what are the benefits and harms of
integrated outpatient palliative and oncology care compared with usual oncology care?

KQ2: Which features of integrated palliative and oncology care are associated with greater
benefit to patients with symptomatic or advanced cancer?

KQ3: What are the most common and important barriers to implementing integrated
palliative and oncology care in VA settings?

2. Effectiveness of Interventions to Improve Emergency Department Efficiency: An
Evidence Map [September 2017, intranet only]

KQ1: What available evidence assesses the effectiveness of interventions to improve
emergency department efficiency?

3. Enhanced Recovery After Surgery (ERAS) Programs for Patients Undergoing
Colorectal Surgery [September 2017, intranet only]

KQ1: What is the comparative effectiveness of ERAS versus usual care or a subset of ERAS
components for adults undergoing elective colorectal surgery?

KQ2: What are the harms of ERAS versus usual care or a subset of ERAS components for
adults undergoing elective colorectal surgery?




http://vaww.hsrd.research.va.gov/publications/esp/palliative-care.cfm


http://vaww.hsrd.research.va.gov/publications/esp/ED-Efficiency.cfm


http://vaww.hsrd.research.va.gov/publications/esp/ED-Efficiency.cfm


http://vaww.hsrd.research.va.gov/publications/esp/eras.cfm


http://vaww.hsrd.research.va.gov/publications/esp/eras.cfm





KQ3: Do comparative effectiveness and harms vary by fidelity to ERAS components?

KQ4: Do comparative effectiveness and harms vary by type of, and clinical conditions for,
colorectal surgery (eg, anatomical site, laparoscopic versus open surgery, reasons for open
surgery, etc)?

KQ5: What are the barriers to and facilitators of implementation of ERAS programs?

Evidence Brief: Effectiveness of Models Used to Deliver Multimodal Care for Chronic
Musculoskeletal Pain [January 2017]

KQ1: What is the effectiveness of models used to deliver multimodal care for treating
chronic musculoskeletal pain?

Transitions of Care from Hospital to Home: A Summary of Systematic Evidence
Reviews and Recommendations for Transitional Care in the Veterans Health
Administration [January 2015]

KQ1: Which transitional care intervention characteristics are associated with reductions in
readmission rates?

KQ2: Do the effects of transitional care interventions vary depending on the setting in which
they are implemented?

KQ3: How does the choice of patient population targeted influence the effects of transitional
care interventions?

Evidence Brief: Effectiveness of Intensive Primary Care Programs [February 2013]

KQ1: What is the evaluated effectiveness of interdisciplinary, multicomponent intensive
primary care programs in reducing mortality and hospital use among patients identified at
highest risk for hospital admission and death while still in the ambulatory care setting?

Effects of Care Models to Improve General Medical Outcomes for Individuals With
Serious Mental IlIness [September 2011]

KQ1: What types of care models have been evaluated prospectively that integrate mental
health care and primary medical care with the goal of improving general medical outcomes
for individuals with serious mental illness (SMI)?

KQ2: Do models of integrated care for individuals with SMI improve the process of care for
preventive services (eg, colorectal cancer screening) and chronic disease management (eg,
annual eye examination in patients with diabetes mellitus [DM])?

KQ3: (3a) Do models of integrated care for individuals with SMI improve general functional
status outcomes (eg, as measured by SF-36) or disease-specific functional status outcomes
(eg, Seattle Angina Questionnaire) related to medical care for chronic medical conditions
such as DM, hypertension, or heart failure? (3b) Do models of integrated care for individuals
with SMI improve clinical outcomes related to preventive services (eg, influenza rates) and
chronic medical care (eg, kidney disease, amputations, retinopathy in patients with coexisting
DM)?
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KQ4: What are the gaps in evidence for determining how best to integrate care to improve
general medical outcomes for individuals with SMI?

Assessment and Management of Acute Pain in Adult Medical Inpatients: A Systematic
Review [April 2008]

KQZ1: For inpatients who have acute pain, how do differences in timing and frequency of
assessment, severity of pain, and follow-up of pain affect choice of treatment, clinical
outcomes, and safety?

KQ2: How do the timing and route of administration of pain interventions compare in
effectiveness, adverse effects, and safety in these inpatient care settings?

KQ3: For inpatients with impaired self-report due to any of several factors, including
delirium or confusion, pre-existing severe dementia, closed head injury, stroke, and
psychosis, how do differences in assessment and management of acute pain affect clinical
outcomes or safety?

KQ4: For inpatients with dependencies on tobacco, alcohol, stimulant, marijuana, or opioids,
how do differences in assessment and management of acute pain affect clinical outcomes or
safety? How do the assessment and management of acute pain differ between patients on
preexisting opioid therapy and patients with opiate addiction?

Evidence Brief: Care Coordination Models and Frameworks [In progress]

KQ1: What are the theoretical models and conceptual frameworks for guiding practitioners in
coordinating care or evaluating care coordination in research or practice?

KQ2: What are the key characteristics of these models and frameworks:

a) What motivated the development of the model/framework?

b) From what theory was the model/framework derived? (none, unclear, yes-specific
theory)

¢) What definition does it use for care coordination?
d) Which population(s)/setting(s) were planned for application of the model/framework?
e) What are the main components of the model/framework?

f) Was a measure derived from the model/framework (yes, no) and has this measure been
validated (none, some, extensive)?

g) Has the model/framework been used to develop an intervention? (yes, no)
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Suicide Prevention: Key Findings from ESP Reviews

Suicide is the 10™" leading cause of death overall in the United States, claiming the lives of more
than 44,000 people each year — of which 20% are Veterans. Rates of suicide have increased
during the wars in Afghanistan and Irag. Between 2000 and 2010, the suicide rate among
Veterans rose faster than the rate among civilians. After adjusting for differences in age and
gender, risk for suicide was 21% higher among Veterans when compared with US civilian adults
in 2014. Female Veterans are at especially high risk relative to other women. These trends have
led to new initiatives within Veterans Affairs (VA) and the military to address suicide
prevention.

Focusing on suicide prevention interventions, these reviews were completed in 2009, 2012,
2015, and 2017. Suicide prevention interventions are generally multi-component, and may
include psychotherapy, education, safety planning, peer support, and treatment of other
underlying conditions. In recent years, VA has enhanced suicide prevention efforts, including
implementation of standardized suicide assessment and treatment protocols within all clinics.

Key Findings

Shows Promise

e Studies of multi-component population-level suicide prevention interventions (education,
awareness, individual health, and individual risk monitoring) and individual cognitive
behavioral therapy in military populations appear to reduce suicide attempts and suicide.
Research is of mixed quality and more research is needed to determine the effectiveness
of the individual components.

e Restriction of access to lethal means probably influences cause-specific suicides,
although its effect on total suicides is less clear.

Unlikely to Show Benefit

e Pharmacotherapy intervention (antidepressants, antipsychotics, mood stabilizers, omega-
3 fatty acid supplementation) has not shown benefit for reducing suicide, but study
authors caution that rates of suicide may have been too low to detect actual differences.

Needs Future Research

e Evidence shows that psychosocial interventions (eg, counseling and case management)
alone following a suicide attempt may be only minimally effective. These results must be
interpreted with caution, as trials were underpowered to detect differences for suicide and
suicide attempt outcomes, and were compromised by other methodological limitations. A
more recent trial focusing on Army soldiers indicated statistically significant reductions
in suicide attempts with cognitive behavior therapy, although risk of bias was unclear.

e There are insufficient data available to reach conclusions about Community-based
Suicide Prevention Centers.







e The 2009 review failed to find studies that assessed the specific effectiveness of hotlines,
outreach programs as primary prevention interventions, peer counseling, treatment
coordination programs, or new counseling programs in Veteran or military populations.

Suggested Best Practices

There is not enough evidence to suggest any best practices. As noted in the 2015 report,
“...evidence is limited by the many single, inconclusive studies of various risk assessment
instruments and prevention interventions, methodological deficiencies of studies, inherent
challenges in conducting research in this area, and lack of studies addressing adverse effects.”

However, all 4 systematic reviews found that multi-component suicide prevention interventions,
such as a combination of individual therapy, group skills training, therapist consultation, and as-
needed between-session telephone coaches, showed reduced suicide attempts and suicide.
Multifaceted interventions are supported by consistent evidence, although of very mixed quality.
If such programs are later determined to be robustly successful, the question of which program
components are causally related to the reduction in suicide will need to be addressed.

ESP Program Systematic Reviews

Additional details on the topics, methods, and findings of the 4 ESP systematic reviews on
suicide prevention interventions can be found in the executive summaries (ES) and full reports
for each of the reviews. Below is a listing of the reviews, the key questions they investigated, and
links to the reviews for more information.

1. Systematic Review of Suicide Prevention in Veterans [November 2015]

KQ1la: What are the accuracy and adverse effects of methods to identify Veterans and
military personnel at increased risk for suicide and other suicidal self-directed violence?

KQ1b: Does accuracy and adverse effects vary by settings, delivery modes, targeted
populations, or other factors?

KQ2: What are the efficacy/effectiveness and adverse effects of suicide prevention
interventions in reducing rates of suicide and other suicidal self-directed violence in Veterans
and military personnel? Interventions include healthcare services directed towards:

a. Populations (eg, hotlines, outreach programs);
b. Individuals (eg, case management, follow-up).
KQ3: What are important areas of ongoing research and current evidence gaps in research on

suicide prevention in Veterans and military personnel, and how could they be addressed by
future research?

2. Suicide Prevention Interventions and Referral/Follow-up Services: A Systematic
Review [March 2012]

KQ1: What is the effectiveness of specific interventions for reducing rates of suicidal self-
directed violence in military and/or Veteran populations?
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KQ2: What lessons can be learned from suicidal self-directed violence prevention
intervention research conducted outside of Veteran or military settings that can be applied to
Veteran and/or military populations?

KQ3: What is the effectiveness of referral and follow-up services (eg, strategies designed to
provide referrals, improve referral follow-through and attendance, etc) for reducing rates of
suicidal self-directed violence in military and/or Veteran populations?

KQ4: What lessons can be learned from research on suicidal self-directed violence referral
and follow-up services conducted outside of Veteran or military settings that can be applied
to Veteran and/or military populations?

Strateqies for Suicide Prevention in Veterans [January 2009]

KQ1: What are the new or improved suicide prevention strategies (eg, hotlines, outreach
programs, peer counseling, treatment coordination programs, and new counseling
approaches) that show promise for Veterans?

KQ2: What solid evidence base supports the most promising strategies?

KQ3: What evidence is still needed to establish various strategies as the most promising
(framed as research questions to guide and focus continued research to expand knowledge
regarding the effectiveness of suicide prevention approaches)?

Evidence Brief: VA Diffusion of Excellence Shark Tank 2017 Clinical Finalists [June
2017, available upon request]

KQ1: What are the possible harms of VIONE - An Innovative De-Prescribing Approach to
Medication Management?

KQ2: What are the possible harms of partnering with Veterans service agencies and faith-
based organizations to prevent Veteran and service member suicides?

KQ3: What are the possible harms of substance use and suicide prevention group therapy
module?
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Opioids and Pain Treatments: Key Findings from ESP
Reviews

Opioid abuse is a serious public health issue and has recently been declared a national public
health emergency. Almost 60% of Veterans returning from recent deployments and nearly 50%
of older Veterans suffer from chronic pain, compared to 30% in the civilian population.
Compared to the general US population, Veterans Health Administration (VHA) patients may
have an elevated risk of death from prescription opioid overdose (standardized mortality ratio
1.96, 95% CI 1.83 to 2.08). About 68,000 or 13% of all Veterans taking opioids have opioid-use
disorders compared to 2% of civilians.

The VA has taken steps to address the problem by reducing the number of Veterans receiving
opioids, cutting overall dosages, increasing screening for potential substance abuse problems,
distributing naloxone, and looking for more comprehensive pain treatments such as physical
therapies. In 2013, VA launched the Opioid Safety Initiative to track opioid use among Veterans
in its health care system and has since connected it to most state opioid registries.

Key Findings

Shows Promise

e Four pain management models (see ‘Suggested Best Practices”) coupling a decision-
support component — most commonly algorithm-guided treatment and/or stepped care —
with proactive ongoing treatment monitoring show promise for providing clinically
relevant improvement in pain intensity and pain-related function in VA settings.

e Spinal manipulation treatments (SMT) for acute low back pain were found to have
evidence of a clinical benefit.

e \Women may experience greater quality improvement in chronic lower back pain than
men, regardless of treatment modality.

e In controlled studies, Acute Pain Services reduced pain intensity and improved functional
ability, although the magnitude of these effects was not always clinically important.

e There is limited evidence suggesting that cannabis may improve pain and spasticity in
patients with multiple sclerosis (MS), but no consistent, high-quality data showing
benefit from cannabis for the treatment of pain in other populations.

Limited Evidence

e Studies on cranial electrical stimulation (CES) for pain were at high risk of bias, and
results were mixed.

Needs Future Research

e The evidence regarding the effectiveness of select complementary and integrated health
(CIH) interventions for reducing opioid use in patients with chronic pain is extremely
limited, and thus no conclusions on its effectiveness can be made.







e There were no studies that tested the efficacy or effectiveness of specific pain treatment
approaches among patients with polytrauma.

Suggested Best Practices

A variety of pain care models have shown clinically significant improvements in pain intensity
or pain-related function in VA settings (SEACAP, SCOPE, SCAMP, ESCAPE):

e SEACAP: Study of the Effectiveness of A Collaborative Approach to Pain
e SCOPE: Stepped Care to Optimize Pain Care Effectiveness

e SCAMP: Stepped Care for Affective Disorders and Musculoskeletal Pain
e ESCAPE: Evaluation of Stepped Care for Chronic Pain

These models focus on reducing known challenges to primary care providers in managing the
complexities of chronic pain patients.

The authors of the January 2017 report conclude that it is reasonable to consider wider
implementation of one or more of these models across multiple Veterans Affairs Medical
Centers (VAMCSs) with a clear plan for further evidence development that addresses
shortcomings of previous research through: (1) better characterization of patients’ pain duration,
opioid use at baseline, prevalence of common medical and mental health comorbidities, co-
interventions, and usual care; (2) more rigorous evaluation of model fidelity across a broader
range of components; (3) assessment of a broader range of clinically-relevant core outcomes per
IMMPACT recommendations; (4) longer-term follow-up; and (5) inclusion of potentially
underserved areas, such as rural settings and those that have more racial/ethnic diversity.

ESP Program Systematic Reviews

Additional details on the topics, methods, and findings of the 9 ESP systematic reviews on
opioid and pain treatments can be found in the executive summaries (ES) and full reports for
each of the reviews. Below is a listing of the reviews, the key questions they investigated, and
links to the reviews for more information.

1. Benefits and Harms of Cannabis in Chronic Pain or Post-traumatic Stress Disorder: A
Systematic Review [August 2017]

KQ1: What are the effects of cannabis on health outcomes and healthcare utilization for
adults who have chronic pain?

KQ2: What are the effects of cannabis on health outcomes and healthcare utilization for
adults who have PTSD?

KQ3: What are the harms associated with cannabis use in adults?

KQ4: What are important areas of ongoing research and current evidence gaps in research on
cannabis for chronic pain or PTSD, and how could they be addressed by future research?
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. The Effectiveness and Risks of Cranial Electrical Stimulation for the Treatment of

Pain, Depression, Anxiety, PTSD, and Insomnia: A Systematic Review [May 2017,
intranet only]

KQ1: Compared to usual care, what is the effectiveness of cranial electrical stimulation
(CES) for the following conditions: chronic pain, depression, anxiety, PTSD, and insomnia?

KQ2: Compared to usual care, what are the risks of cranial electrical stimulation (CES) for
the following conditions: chronic pain, depression, anxiety, PTSD, and insomnia?

Evidence Brief: Effectiveness of Models Used to Deliver Multimodal Care for Chronic
Musculoskeletal Pain [January 2017]

KQ1: What is the effectiveness of models used to deliver multimodal care for treating
chronic musculoskeletal pain?

Massage for Pain: An Evidence Map [October 2016]

KQ1: What available evidence assesses the effectiveness of massage for pain?

Evidence Brief: The Comparative Effectiveness of Selected Complementary and
Integrative Health (CIH) Interventions for Preventing or Reducing Opioid Use in
Adults with Chronic Neck, Low Back, and Large Joint Pain [April 2016]

KQZ1: In adults with chronic neck, low back, and large joint pain who have never used
opioids, what is the comparative effectiveness of selected CIH interventions for reducing
new opioid use?

KQ2: In adults with chronic neck, low back, and large joint pain who have never used
opioids, what are the comparative harms of selected CIH interventions for reducing new
opioid use?

KQ3: In adults with chronic neck, low back, and large joint pain who have never used
opioids, how do the comparative effects of selected CIH interventions for reducing new
opioid use vary depending on: (1) the specific type or location of pain; (2) patient
demographics (eg, age, race, ethnicity, gender); (3) patient comorbidities (including past or
current alcohol or substance use disorders, mental health disorders, medical comorbidities,
and high risk for addiction)?

KQ4: In adults using opioids for chronic neck, low back, and large joint pain, what is the
comparative effectiveness of selected CIH interventions for reducing opioid use?

KQ5: In adults using opioids for chronic neck, low back, and large joint pain, what are the
comparative harms of selected CIH interventions for reducing opioid use?

KQ6: In adults using opioids for chronic neck, low back, and large joint pain, how do the
comparative effects of selected CIH interventions for reducing new opioid use vary
depending on: (1) the specific type or location of pain; (2) patient demographics (eg, age,
race, ethnicity, gender); (3) patient comorbidities (including past or current alcohol or
substance use disorders, mental health disorders, medical comorbidities, and high risk for
addiction)?
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6. The Effectiveness and Harms of Spinal Manipulative Therapy for the Treatment of
Acute Neck and Lower Back Pain [December 2015]

KQ1: What are the benefits and harms of spinal manipulation/chiropractic services for acute
lower back pain (less than 6 weeks duration) compared to usual care or other forms of acute
pain management?

KQ1A: What is the relationship between the use of spinal manipulation/chiropractic
services for lower back pain and the use of opiate medication?

KQ2: What are the benefits and harms of spinal manipulation/chiropractic services for acute
neck pain (less than 6 weeks duration) compared to usual care or other forms of acute pain
management?

KQ2A: What is the relationship between the use of spinal manipulation/chiropractic
services for acute neck pain and the use of opiate medication?

7. Mapping the Evidence: Sex Effects in High-impact Conditions for Women Veterans -
Depression, Diabetes, and Chronic Pain [September 2015]

KQ1: What available evidence assesses the sex effects in high-impact conditions for women
Veterans — depression, diabetes, and chronic pain?

8. Pain in Patients with Polytrauma: A Systematic Review [September 2008]

KQ1: Have reliable and valid measures and assessment tools been developed to measure pain
intensity and pain-related functional interference among patients with cognitive deficits due
to TBI? Which measures and tools are likely to be most useful in assessing pain in
polytrauma patients with cognitive deficits due to TBI?

KQ2: A. Which treatment approaches are most likely to be effective in improving pain
outcomes (pain intensity and functional interference) in polytrauma patients? B. Which pain
treatment approaches are most likely to enhance overall rehabilitation efforts?

KQ3: A. Does blast-related headache pain differ in terms of phenomenology and treatment
from other types of headache pain? B. Which treatments are best for persistent blast-related
headache pain?

KQ4: What patient factors are associated with better and worse clinical outcomes among
polytrauma patients? Have interventions been developed to specifically address these
factors?

9. Assessment and Management of Acute Pain in Adult Medical Inpatients: A Systematic
Review [April 2008]

KQ1: For inpatients who have acute pain, how do differences in timing and frequency of
assessment, severity of pain, and follow-up of pain affect choice of treatment, clinical
outcomes, and safety?

KQ2: How do the timing and route of administration of pain interventions compare in
effectiveness, adverse effects, and safety in these inpatient care settings?
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KQ3: For inpatients with impaired self-report due to any of several factors, including
delirium or confusion, pre-existing severe dementia, closed head injury, stroke, and
psychosis, how do differences in assessment and management of acute pain affect clinical
outcomes or safety?

KQ4: For inpatients with dependencies on tobacco, alcohol, stimulant, marijuana, or opioids,
how do differences in assessment and management of acute pain affect clinical outcomes or
safety? How do the assessment and management of acute pain differ between patients on
preexisting opioid therapy and patients with opiate addiction?
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Request for Applications for QUERI-VISN Implementation Initiative (Startup Funds)

Supporting VHA Healthcare Priority Goals

Intent to Submit Due Date: January 12, 2018 to vacoqueri@va.gov

Proposal Due Date: February 1, 2018 to vacoqueri@va.gov



Purpose. The VHA Quality Enhancement Research Initiative (QUERI), Health Services Research & Development Office of Research and Development (ORD) program announces an opportunity to compete for QUERI-VISN Partnered Implementation Initiative (PII) startup funds to support implementation of effective practices addressing the healthcare priority goals outlined below, which were selected by the Veterans Integrated Service Network (VISN) leadership and National Leadership Council (NLC). QUERI will fund up to 8 VISN PII startup proposals for $100K for one year, with the option of applying for full (2-3 year) proposals to promote further scale-up and spread.

Background. QUERI is seeking to support VA modernization efforts through better consistency and spread of effective practices that support VISN healthcare priority goals. This solicitation intends to support the implementation of effective practices addressing select VISN healthcare priorities described below, through greater consistency and spread of such practices to promote a Learning Healthcare System. Described in detail by the National Academy of Medicine, a Learning Healthcare System is one that leverages data and rigorous evaluation to promote implementation and sustainability of effective programs or practices that are directly aligned with institutional priorities to ultimately improve Veteran health. 

Established in 1998, the goal of QUERI is to more rapidly implement research evidence into routine practice. Funded through medical service dollars, QUERI supports over 40 VA centers across the U.S. that focus on enhancing the uptake of effective practices using implementation strategies, and evaluating the results of those efforts. QUERI also supports several national resource centers devoted to identification of effective practices (Evidence-based Synthesis Program: ESP), selection of implementation strategies to promote the uptake of effective practices across different settings (Center for Evaluation and Implementation Resources: CEIR), and rigorous evaluation of VHA national programs and policies to sustain effective practices (Partnered Evidence-based Policy Resource Center: PEPReC).  

In this call for startup proposals, QUERI expects to fund teams co-led by a VISN leader and a VA implementation expert to deploy effective practices that support at least one of the healthcare priority goals selected by VISNs and VHA leadership. The implementation activities in the proposal must support top VHA FY2018 Performance Plan goals of modernizing systems through better consistency and spread of effective practices (i.e., facilities where there are gaps in quality or outcomes that the effective practices are designed to address) and align with one of the three VISN priority goals selected at the most recent NLC meeting. At the December 2017 NLC meeting, members voted on the top healthcare priority goals to be included in this QUERI call for proposals from a list of 15+ healthcare priority topics initially nominated in November 2017 by VISN leaders (e.g., Directors, CMOs, QMOs), facility Chiefs of Staff, and VHA national program leaders. The NLC voted the following as their top 3 healthcare priorities:



· Implement effective care coordination models for community care

· Enhance implementation of suicide prevention services 

· Improve access to medication-assisted therapy for opioid use disorder treatment & alternative therapies for pain



Each proposal must choose at least one of these three VISN priority goals to support implementation of effective practices.



Effective Practices and Implementation Strategies. Proposals must focus on implementation of an effective practice that addresses at least one of the three VISN healthcare priorities and identify a specific implementation strategy or set of strategies used to promote the uptake of the effective practice, especially for facilities that demonstrate gaps in quality or outcomes related to the healthcare priority. Proposals should support implementation strategies that have the potential to lead to regional and national scale-up and spread. An effective practice is one that has consistent, credible evidence that it can improve quality of care or outcomes and at least two independent studies confirming those findings in Veterans. Implementation strategies are defined as methods or approaches that are deployed by an implementation specialist and designed to improve quality of care by promoting the uptake of effective practices among existing frontline providers, facilities, and healthcare systems. These strategies should be derived from underlying frameworks and scientific literature and the components of the implementation strategy should be specified clearly to facilitate replication. The implementation strategy should help VISNs achieve performance goals based on the VHA FY2018 Performance Plan (e.g., successful adoption or replication of effective practices in at least one medical center within 1 year as defined by the number of patients receiving the effective practice and documentation of improved quality of care). 



QUERI Resource Centers. ESP, PEPReC, and CEIR will coordinate across awardees during the startup funding period to consult on deployment of effective practices, outcomes metrics, and implementation strategies, in concert with complementary initiatives through the Diffusion of Excellence, Innovators Network, Organizational Excellence, Mental Health & Suicide Prevention, Community Care, and other relevant VHA operations leaders to enhance synergies across awardees and programs.



Evaluation. After the startup phase, as part of invited full VISN PII proposals, successful applicants will propose a rigorous, data-driven evaluation plan that will document costs and benefits of the effective practice as actually implemented, as well as the cost and return-on-investment of the implementation strategies used to promote uptake of effective practices. 



Mechanism. Successful applicants will receive QUERI medical care (870) funds of up to $100,000 for one year starting as early as April 1, 2018. 

· Funds Available and Anticipated Number of Awards.  QUERI funding will be a maximum of $100,000 for one year. Up to eight proposals will be funded. This is a one-time funding opportunity. 

· Ready for Scale up and Spread. Startup proposals with successful implementation of one new effective practice in at least 1 medical center within the 1-year startup period will be invited to apply for a full VISN PII (up to $1 million over 2-3 years) to scale up and spread the effective practice across all the facilities in a VISN or multiple medical centers and facilities (e.g., community-based outpatient clinics) across multiple VISNs. An example pathway for VISN-wide and national scale up and spread is provided at the end of this document.

· Quality Improvement Focus: Proposals should be designed as “non-research” implementation initiatives to support the scale up and spread of effective practices within VISNs and beyond. Applicants should provide a signed letter from their VISN Director describing how the project involves non-research activities and demonstrating support from the VISN Director for the initiative. Key components of the letter are provided below.

· PII Leads: The application must be co-led by a VISN Director or his/her authorized direct report designee (e.g., CMO, QMO, etc.) and an Implementation Expert who is a VA investigator listed in the ePromise system at their facility. 

· The Implementation Expert co-lead must have a demonstrated track record of implementing effective practices into routine care and demonstrated experience and expertise in investigator-operations partnerships (e.g., completed quality improvement projects at a facility, submissions of effective practices to VISN and VHA Diffusion Hubs). Only one Implementation Expert co-lead is permitted per application.

· The VISN Director must provide a letter of support demonstrating commitment to the implementation initiative, describing how the project involves non-research activities, and designating a lead (e.g., CMO, QMO) at participating facilities involved in the implementation. 

· The VISN lead should be the primary point of contact for their VISN and regional and national leadership governance boards (e.g., NLC), providing updates on the overall progress of the startup initiative. The Implementation Expert must be the point of contact for the QUERI program (as the corresponding PI). Co-leads should also share responsibilities for communication and point of contact with other regional and national leadership entities (e.g., Clinical Councils, Diffusion Councils, etc. where appropriate). 



Applications are due February 1, 2018. Proposals should not exceed 7 pages, excluding cover page, VISN leadership brief, abstract, references, budget information, and letters of support, and should be single spaced, 11 point Arial font, with at least 0.5 inch margins. Send applications as a single pdf (no Adobe “portfolios”) to vacoqueri@va.gov. 



Startup funding applications should provide an overview of the implementation and evaluation plan, which will be evaluated by scientific peer review  per the criteria below. The proposal should include each of the following sections in the following order (page number distributions are suggested):



1. Cover Page (1 page; NOT included in 7-page limit):  Include VISN leader and Implementation Expert’s name and contact information, Implementation Expert’s Administrative Officer name and contact information and Medical Center Director name and contact information, proposal title, keywords, list of key personnel with institution, location (city, state), academic affiliation, and project role, and list of potential implementation facilities.



2. VISN Leadership Brief (1 page; NOT included in 7-page limit): In a brief 1-page format, describe how your proposal will address a key VA problem, describing the anticipated impacts. The audience for this brief is a VISN/medical center leader. At least one infographic, chart, or other visual is highly recommended.

· What problem in your VISN is your proposal going to solve by addressing the selected healthcare priority? (Provide specific evidence and context of the problem and how your proposal aligns with one or more of the three VISN healthcare priorities.)

· How is your proposal focusing and aligning resources? Are there complementary VA initiatives within and/or outside your VISN that you will leverage to enhance the impact of your intervention (e.g., other quality improvement or innovation resources or initiatives)?

· What are the anticipated impacts of your initiative? (Specify, where possible, the number of Veterans that will be served, providers trained in the effective practice, and the anticipated improvement on quality benchmarks based on national data sources, such as SAIL.) 

· How do you plan to assess costs of the effective practice as well as the implementation costs and return on investment? How will you measure provider burden and employee engagement?

· What is your implementation strategy for spreading the effective practice, and how will you implement the effective practice within facilities that have demonstrated quality gaps in the selected clinical priority?



3. Abstract (0.5 page, NOT included in 7-page limit)



4. Specific Aims (~1 page) State the objective of the VISN PII startup phase and what priority goal or goals it addresses based on input from VISN leadership. Describe the proposed implementation strategies and prior experience in using these strategies, as well as similar quality improvement efforts and synergies in the VISN and nationally that the proposal team has been involved with in addressing the healthcare priority.



5. Background (~0.5 page) Describe the effective practice to be implemented, including the evidence base, and whether the practice has been demonstrated to be effective from an ESP or similar review. Explain the importance of addressing the selected healthcare priority from the perspective of the VISN and VA national priorities, including observed quality gaps, the proposed effective practice to be implemented (including evidence of its effectiveness), and how the effective practice intends to address these gaps.



6. Methods/Implementation Plan (~3.5 pages) Specify the implementation strategy or strategies to be used to scale up and spread the effective practice, and the evidence behind whether the implementation strategies are effective for promoting uptake and improving care for Veterans, especially for facilities requiring additional assistance (i.e., facilities identified as low performing based on SAIL). 



In addition, describe plans for including process and outcome metrics at reasonable frequency to evaluate the progress of implementing an effective practice, as well as fidelity to the effective practice and cost of deploying the effective practice as well as the implementation methods used to expand/spread the effective practice. Proposed metrics should follow general SMART goals: Specific (e.g., define numerator and denominator), Measurable (e.g., based on reliable data sources), Achievable (e.g., benchmarks are previously established), Relevant/Realistic (e.g., grounded in evidence and reflect meaningful performance gaps), and Time-bound (e.g., progress can be measures in a defined time period). 



Describe the approach for implementing effective practices, including, where applicable, the process for customizing effective practices and the implementation strategies for deploying effective practices, especially for facilities that require additional support in reducing gaps in quality. Describe outcomes to be benchmarked including SAIL metrics, CAHPS/SHEP, cost and other VISN Leadership Plan benchmarks. All startup initiatives will be assessed on:

· Number and % frontline providers using effective practices per facility

· Number and % of Veterans receiving effective practices per facility

· Whether effective practices or innovations emanating from implementation of the effective practice were submitted to the Diffusion Hub



7. Partnerships (~0.5 pages): Describe prior and current experience with VISN and/or VA national operational partner(s) and if applicable any additional support received (through financial or in-kind support such as data acquisition, personnel, or other resources). Describe plans to garner support for wider dissemination and spread if successful. 



8. Study Team and Relevant Experience (~0.5 pages): Briefly describe the background and expertise of the VISN and Implementation Expert co-leads as well as prior experience in implementing effective practices. List key collaborators within the VISN with relevant expertise in implementation and evaluation. Describe local resources available at your facility (e.g., Innovators Network or Diffusion specialists) as well as other experts outside the VISN who will contribute to your team’s ability to succeed.



9. Management Plan and Timeline (~1 page): Describe the project management plan including roles and tasks of each member of the investigative team and how the work will be coordinated with all involved parties. Clearly define which team members will conduct what aspect of the implementation and evaluation activities. Provide a brief description of products (e.g., implementation toolkit, training, provider consultation or technical assistance support), practices and/or analyses to be accomplished during the startup funding period. A Gantt chart is required and is included in the page limit.



10. Budget (NOT included in 7-page limit): List anticipated personnel, travel, and all other expenses for the project in a summary budget table and provide details in a budget justification. Up to $5,000 in travel can be requested as part of the $100,000 budget limit, and travel should only support direct VISN implementation or evaluation activities. Please also indicate the proposed start date.  See Summary Budget Table and Example Budget Justification. 



11. References (<1 page, NOT included in 7-page limit)



12. Letters of support (NOT included in 7-page limit):  Include letters of support from the VISN Director and Facility Directors where implementation is to occur. The VISN Director should specify how the initiative addresses the VISN’s Performance Plan and designate a VISN lead (e.g., CMO, QMO) at participating facilities involved in the implementation. The letter from the VISN Director should also specify how the project involves non-research activities (see sample letter template and VHA Handbook 1058.05 for further guidance).



























Key Dates for QUERI VISN Partnered Implementation Initiative (PII)

		

		



		December 18, 2017

		Call for QUERI-VISN PII startup proposals released



		January 10, 2018 at 3pm ET

		Informational conference call with potential applicants and QUERI Resource Centers

Dial In: 1-800-767-1750, Conference Code: 69858#



		January 12, 2018

		Intent to Submit Deadline for QUERI-VISN PII startup proposals

Submit the following information to vacoqueri@va.gov: (1) Proposal title; (2) Implementation expert and key personnel names, institutions, and locations; (3) VISN/operations partner name and location; (4) anticipated implementation facilities



		February 1, 2018

		QUERI-VISN PII startup proposals due to vacoqueri@va.gov



		March 21, 2018

		QUERI-VISN PII startup decisions released



		March 28, 2018

		Revised budgets and other documents required for funding due to vacoqueri@va.gov



		April 1, 2018

		Earliest date QUERI funds will be available



		June 2018 or December 2018

		Full QUERI-VISN PII Proposals must be submitted through eRA within 2 subsequent application cycles



		October 1, 2018 or April 1, 2019

		Earliest full QUERI-VISN PII funding start date for summer and winter submissions, respectively
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QUERI VISN-wide and National Rollout of Innovative Effective Practices





















$100K Startup Funds

1-2 facilities, one VISN





$1M QUERI-VISN       2-3 year Partnered Implementation Initiative across all facilities in one VISN





Rollout across all sites in three additional VISNs over 3 years





$1M QUERI-VISN       2-3 year Partnered Implementation Initiative across 10+ facilities in  2 or more VISNs





National rollout across all VA medical centers over 5 years





Startup Funding 

Start Date: April 1, 2018

Implementation in at least 1 medical center over 1 year period





Full VISN Partnered Implementation Initiative Funding 

Start Date: April 1, 2019

Implementation in at least 10 additional facilities as designated by VISN (including most medical centers) over 2-3 years





Multi-VISN or National Implementation Funding

(Potential Future RFA in 2-3 years)

Implementation across multiple VISNs or nationally across VA in 3-5 years
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ASSIST DEMO - VA 

Tuesday, January 30, 2018 

3:00 pm  |  Eastern Standard Time (New York, GMT-05:00)  |  



Meeting number (access code): 628 946 340 



Host key: 206719



Meeting password: AEWpEk3U



 



Add to Calendar 





When it's time, start your meeting.







 



Join by phone

1-650-479-3208 Call-in toll number (US/Canada)

Global call-in numbers



 



Need help? Go to http://help.webex.com. 



 



IMPORTANT NOTICE: Please note that this WebEx service allows audio and other information sent during the session to be recorded, which may be discoverable in a legal matter. You should inform all meeting attendees prior to recording if you intend to record the meeting.






