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EQUIP:
Research - Operations Partnership

Improve care for schizophrenia
— Evidence-Based Quality Improvement o
— Implementation methods & evaluatign

Clinic-level, 15-month controktg'a trial (VA QUERI)

— partnership with 4 VA regionai}networks
— each with 1 intervention arlﬁﬁ?f control site (8 medical centers)

QUERI Step 4, Phase 2-3

— evaluation of both i\r@p%mentation and effectiveness

"%

Waco Temple Houston  Shreveport



EQUIP: Specific Aims

Assist VA VISNSs to implemeg,t\evidence-

based care for schizophrenig,."
o
Evaluate the effect (relgcﬁiT/e to usual care) of

care model impleme\m%ation

. N .
— on provider com@t‘ency, treatment appropriateness,
patient outcog\)e%’, and service use
Q.
Evaluate p¢§)cesses of and variations in care
model implementation and effectiveness



Formative & Process Evaluation

Using mixed methods, evaluate processes
of and variations in care model
implementation and efféctiveness to
strengthen implemga%%tion and to:

— assess acceptabilirw'\of the care model, and
barriers and fa@ﬂfitators to its Implementation

— und erstand@W the project’s strategies and
tools affect care model implementation

— analyze the impact of individual care model
components on treatment appropriateness




At Baseline

N

Strategic planning S

— choice of 2 evidence-basegyﬁ’r”actices for
implementation Q\'\

_ %)
- care targets: weight, &Avork outcomes

Diagnostic ev%w@tion
— structure of eare for patients with schizophrenia
varied agrass sites

— avallability & quality of these care targets varied
across sites



Implementation Tools & Strategies:
Evidence-Based Quality Improvement (EBQI)

Evidence base:
* TMAP
 EQUIP-1

EBQ!

’W
0

“infrastructure”
“priority-setting”




Conceptual Framework:
Simpson Transfer Model

Stages of organizational
change \ T
Validated survey measures 31;2:::"9) -
for each stage %eQ | 1t

(I/Q Organizational Dynamics

4 Action steps:  ¢¥
— EXposure: Intrgq@ction and training

— Adoption: Intention to try the care model through a
program leadership decision and subsequent support

— Implementation: Exploratory use of the care model
— Practice: Routine use of the care model




Intervention Strategies and Formative
Evaluation Activities by STM Stages

STM Stages Intervention Strategies and Tools Formative Evaluation (time-point)
Exposure *Secure commitment \'Rrogram Training Needs
v *Training and Observation of care model by Regional Pls Q Organizational Readiness for Change
and Project Managers Q/ *Provider Burnout
*Review evidence ;\@ :
*Address values (0/
«ldentify and prioritize needs N
*Begin tailoring intervention Q\.
(o)
. . . .. v .
Adoption Predisposing activities: % *Field notes
7 *VISN Implementation Teams '\'\’

*Opinion leaders Q
*Continue tailoring (1/
*Continue to secure commitrr}e@ddress values

y4
Implementation Enabling activities: /V *Project documents (Minutes from
7 *Patient Assessment Implementation Team meetings, Project
*Assertive care 91 Managers’ field notes, Quality
*Discuss and sta g provider supports & incentives Coordinators’ logs)
*Social marketing *Provider & Clinic Manager interviews
(pre- & mid-implementation)
Practice Reinforcing activities (performance monitoring & *Provider & Clinic Manager interviews

feedback):

*Monthly Quality Meeting/Quality Reports
sImplementation Team Meetings
*Continue tailoring with provider input
*Quality Reports

(post-implementation)
*Organizational Readiness for Change
*Provider Burnout




Data for Formative Evaluation

e Implementation N FOSE
Implementation P Q'\ Implementation
. (STM: _ .
(STM: Exposure Implementation \@« (STM: Practice)
& Adoption) ’
\
%! _ . I
Developmental Implgirnentatlon- Interpretive
* Field notes fﬁw - Field notes
» Documents  Figldnotes » Key stakeholder
(minutes, etc.) QnguaIity Coordinator logs interviews
* ORC & Burnout e Documents * ORC & Burnout
Inventor Inventor
J » Key stakeholder o
» Key stakeholder interviews

interviews
Progress-Focused

* Ql tools




Evaluation

Summative N
N

— 801 patients ‘19
— 201 providers (clinicians and managersjo*

— evaluate effect on provider competen%gl, treatment appropriateness,
patient outcomes, service utilizati

— patient interviews at 0 and 12,\n%nths
— VistA data on treatment u(@\

Process &P

— characterize prov%;r'competencies, organizational readiness,
barriers, facilita@

— Interview prov%lers & managers at 0, 6, and 12 months
— survey providers and administration at 0 and 12 months
— monitor use of informatics

— logs and minutes of implementation team meetings

— field notes from local QI teams



Institutional and Personal
Readiness for Change

Motivation Staff

for Change Attributes Organizational Ciimate

| | I l | I I | 1 |
Prg Trn Pres- Growth Adapt- Miss- Cohe- Auto- Comm Change

Needs Needs sure able  jon sion  nomy

ORC Subscales
TCU Organizational Readiness for Change (ORC) scale




Tailoring of Implementation
Based on Readiness

Sites A and B: more ready ;L@bhange

— no specific tailoring N,
2

Site C: less ready to g@?ange

— needs (low): heighte@\“éwareness of gaps In care;
use clinical champﬂms and educational programs

— mission (moderate but lowest of all clinics): study
staffing kegﬁ onsistent; consistency of message

— autonomy (moderate but lowest of all clinics): let
clinicians help determine how to implement the
care targets




Results: Implementation

NN

Organization K
(l/
— strong support o

— collaboration between servicg&‘??vas difficult (nutrition,
primary care wellness prog)@?ms, specialty mental
health) N

N
Clinician competengies
— Improved throu%h%’ducation and practice
Managers ugﬁ" data to reorganize care
— scales placed in each clinic

— routine weighing of patients established
— clinical staff trained to provide services



Results: Summative

At baseline N

— 45% of patients obese, mean BMI :a%\o
— 70% on medications that cause s;§“b"stantial weight gain
— 22% used services, mean se%ai‘ons used = 2

As a result of the inter,yéﬁtion, patients were 2.3
times more likely togise services (x*=14, p<.01)
— mean sessions US@ﬁncreased to 11
— no changes at centrol sites

Control site-Patients: 13 pounds heavier at end-
point (£7.6 pounds, F=4.8, p=.03)

— controlling for: pre-baseline weight, baseline weight,
psychotic symptoms, negative symptoms
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Multiple Data Sources:

Measuring & Documenting Implementation

EQUIP

ng&amples

Semi-structured

v

p Qtjc‘fpation, level of

interviews: h@m lementation

leaders, clinicians, 3 i

managers co

Organizational site ,\y clinic structure,

surveys: q/Q processes, change

administrators & staff 2

Field journals S’ - group-level dynamics,
& implementation details

Administrative dafa"

visits, prescriptions

patient surveys

kiosk self-assessments

Activity logs

AN NI NN

time spent on aspects of

study




Stages of Formative Evaluation

Pre- ,\'\ Post-
Implementation Implementation (19 Implementation
Developmental Implementation- Interpretive

“Diagnostic” of the FO%@d
existing context . e
(baseline Actuality’ of’

“Uses results of all
other FE stages”

assessment) implegentation - Key stakeholder
* Organizational . Ba\@'@fs to change experiences

readiness for . « Could “re-

change ﬂ’djustments to diagnose” the

‘interventions
« Expectations of 2 context

project

__ _ Progress-Focused
« Existing services

and structure of “Monitoring impacts &
care indicators of progress
toward goals”

* Dose & intensity of
intervention
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