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Workshop Overview

Importance of dissemination

Understanding the audience

Writing an abstract

Poster and oral presentations

Publications

Detining the role of authors and contributors

Developing a dissemination strategy



Why is Research
Dissemination Important?

Promotes awareness of research and evidence-
based practices

* Maximizes the impact of health outcomes

* Helps bridge gap between health research and
action




Dissemination of Research

Examples include:
* Poster Presentations
- Academic and Scientific Conferences
- Research fairs (e.g. FSU CoM annual research fair)
* Oral Presentations
- Academic and Scientific Conferences
- Professional presentations (e.g. Grand Rounds)
* Publications
- Peer-reviewed journals
- Non-peer reviewed platforms (newspaper or magazine)



Audiences for Research
Dissemination

Patients
* Community/ Consumers

* Health Care Providers
* Policymakers and Regulators

* Industry
* Investigators
* Funders



Three types of abstracts:

Descriptive:
 Pre-research activities

Informative:
e Post-research activities

Critical:

* A comprehensive
evaluation of study and
comparison to similar
work

Complete Concise

Cohesive




Writing an Abstract

Qualities of a superior abstract:
* Brief: Usually 150-250 words
 Structured: Includes intro-body-conclusion format

* Includes purpose/objectives, methods, results, &

conclusions
* Follows a logical flow

* Summarizes the paper or study



Writing an Abstract

Do Not:

* Repeat the title

* Refer to content beyond the study

* Include references, figures, or tables (included in
paper)

» Use abbreviations or acronyms without first defining

them



* Provide a visual, organized summary of research
* Include objectives, methods/design, & results

* Meet guidelines for the specific event

* Match the audience knowledge base and interests
* Focus your message clearly and logically

* Be readable from about 4 - 6 feet away



Statins and the Elderly: Variation among experts in the absence of evidence.

Michael Penfold M2, LaVon Edgerton, Paul Katz MD

rtment of Geriatrics , College of Medicine, Florida State University, Tallahassee, Florida

In the Uniled States, diseases of the heart are the most
common cause of morbidity and mortality comprising 1
out of every 4 deaths. One of the major risk factors in the
development of hearl disease is high-cholesterol.
“Statins” collectively describe a class of drugs thar lower
cholesterol through the inhibition of LIMG-CoeA
reductase. The success of statins in the prevention of
cardiovascular disease has led the United States
Preventive Services Lask Force (USPS IF) and the
American College of Cardiology/American Heart
Association (ACC/AHA) to create recommendations on
their use in patients under 75, however, for those age 75
and older these organizations have no consensus
recommendations, This leaves clinicians caring for adults
76 and older Lo delermine [or themselves whether or not
they should preseribe or terminate statin therapy in this

Research Aims

Determine clinical considerations that physicians use o
evaluate when initiating, continuing, or lerminating statin
therapy in those over age 85 given this demographics
unique challenges with polypharmacy, comorbid illness,
and life expectancy.

Determine il there is a consensus among experts in the
fields of geriatrics, family medicine, and cardiology on
statin therapy.

Experts in the field of geriatries {7), cardiology (1), and
fanily medicine (1) were selected based on their extensive
scholarship and clinical expertise to receive a web-based
questionnaire.

Physicians began by answering general questions on the use
of statins in 85 year old patients. They then began evalvating
four progressively complex medical cases (o determine the
cffeets of specific health modifiers on physician willingness
10 begin statin, continue, or halt statin therapy.

The questionnaire contained 66 questions addressing
preseribing and terminating stating in 83-year-old patients.
Physician's were asked 1o use a Likert scale to score the
importance of factors related to treatment decisions including
body mass index, diabeles, high cholesterol, like expectancy,
cognitive status, polyphacmacy, and previous cardiovascular

Supported by the Charles R. Mathews Geriatrics Education and Research Scholarship
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Conflicting recommendations from the American College of
Cardiology/American Heart Association (ACC/AHA) and the U.S.
Preventive Services Task Foree {USPSTF) [urther obfuscate the use of
statins in patients over the age of 75, Atherosclerotic Cardiovaseular
Discase (ACS¥D).

Evaluating patients using ACC/AHA and USPSTR

Example Patients (Primary ~ 10y ACSYDRisk  ACC/AHA Treatment USPSTE
Prevention] Recommendation Treatment
Recommendation
100% o Treatrent Nz Traatmant
330% o Treatrent N Traatmant
5.80% Moderate-High Intensity | Low-Maderate
Stating Stating
21 60% o Treatment Hg Treatmert
510% Maderate-High Intensity | Mo Treatmert
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39.30% Cansider Treatment Consider
Treatment

Those most likely to experience atherosclerotic cardiovascutar dis-
ease within the next 1} pears will not receive treatment based on the
current ACC/AHA and USPSTF recommendations.

Would you ever consider initiating statins for
primary prevention in an 85yr old patient?

Probably yes
4%

Probably not
2%

Respondents ure spiit on initinting statin therapy in 83 year old patients for primery or

Would ever you consider initiating statins for
secondary prevention in an 85yr old patient?

Probably not
5%

Probablyyes
1%

secondury prevention,

Most Important Factors in Initiating Statin Therapy In the
Elderly

Most Impartant Factors in Terminating Statin Therapy In the
Elderly

Life expectancy was the most important factor when determining the initiation or
termination of stutin therapy.

Likelihood of physicians initiating statin therapy in 85 year old patients

with specific health modifiers
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Clnical cases presented for evalsation
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When givea four clirical cases
with patients of varying healtlr:

Respondents were unwilling to
begin statin therapy (for primary

prevention) in any patient over

85 years of uge regardless of
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Respondents were witling to
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Likelihood of physicians continuing statin therapy in 85 year old patients
with specific health modifiers

Remmonzes

uation

Respondents are unfikely to discontinue stafins for any reason.

Cardiovascular disease is the leading cause of death and
patients age 85 and older are at a signifieantly increased risk.

Respondents reported that lite expectancy was the most
important variable when evaluating initiating and terminating
stating in patients 85 years and older.

Given the average additional life expectancy of an 85 year old
malc and female, 6 and 7 years respectfully, there is a
sigmificant window in which cardiovascular disease may be
reduced throngh statin therapy.

Yet, respondents overwhelmingly stated they would not initiate
stating in patients 85 years or older when presented with four
clinical seenarios.

Respondents identificd cognitive status as the sceond most
important considering when ferminating statins. However,
when presented with a elinical scenarie involving a demented
patients they were unlikely to terminate the medieation.

This leads to a mare general ohservation that regardless of
health status respondents were unlikely to initiate or terminate
stating in 85 vear old paticnts.

The absence of any specific recommendations in this
population may leave physicians without cnough knevledge or
confidence to manage these patients. This is evident through

Future Directions

[n the absence of USPSTE puidelines and recommendations from
the ACCIALLA physicians have no current expert guidelines for (he
usage of statin drugs for primary preveation in the elderly.

As the number of people preseribed slaimg inereases and the
population ages; researchers must davise clear guidelines for the
implementation and discontinuation of statin in the gertatric




EXPLORING RELATIONSHIP SATISFACTION IN OLDER ADULTS

'

OBJECTIVES & METHODS

This study describes epidemiological
patterns in older Americans’ experiences
with diabetes, comorbid chronic
conditions, and sexuality. We use data
from the National Social, Health, and
Life Project (NSHAP) to compute
contingency tables of prevalence
estimates illustrating variations in
relationship satisfaction among older
adults with and without diabetes.

RESEARCH QUESTIONS

1. How does overall relationship
satisfaction vary among older adults
with and without diabetes?

2. How does relationship satisfaction
vary across these groups in physical
and emotional domains?

3. What role might interrelated socio-
demographic characteristics play in
these patterns?

WITH DIABETES USING DESCRIPTIVE EPIDEMIOLOGY

Alexandra C.H. Nowakowski, PhD, MPH & J.E. Sumerau, PhD
THE FLORIDA STATE UNIVERSITY COLLEGE OF MEDICINE

Table 1. Relationship Characteristics by Diabetes Status (n = 1,930)

Diabetes Status Married Cohabitating Dating
Diabetes only 16 84.2% 2 10.5% | 5.3%
Diabetes and other 333 89.8% 10 2.7% 28 7.5%
Other conditions only 1,152 89.2% 37 2.9% 103 8.0%
No chronic conditions 223 89.9% 8 3.2% 17 6.9%

Table 2. Overall Relationship Happiness by Diabetes Status (n = 1,930)

Dbt Shats HNot Somewhat Moderately Extremely
appy Happy Happy Happy
Diabetes only 2 [ 106% | 2 10.5% 5 26.3% 10 52.6%
Diabetes and other 38 | 103% | 40 | 10.8% | 71 19.1% | 222 59.8%
Other conditions only 144 | 11.2% | 141 | 109% | 255 | 19.7% @ 752 58.2%
No chronic conditions 24 | 9.6% | 30 | 12.1% | 49 19.8% 147 59.3%
KEY STUDY FINDINGS

Older NSHAP participants with diabetes
are very similar to those without diabetes
with respect to relationship satisfaction.
This pattern was consistent for overall
happiness with relationships as well as
physical and emotional satisfaction.

However, among people with diabetes we
observed sex differences in overall
happiness that were magnified for
physical and emotional satisfaction. We
also saw strong gender disparities that
may intersect with race and education.



Built Environment & Obesity: A Participatory Needs Assessment

Alexa Rivera, MS2; Javier L. Rosado, PhD; Tatiana Fernandez, MS

The Florida State University College of Medicine

Background

The extent of the U.S. childhood obesity epidemic has been well documented.
Overall, the prevalence of obesity among youth ages 2-19 is 17%; however,
the prevalence among Latino youth is greater (21.9%) (Ogden et al., 2015).
Latino children from migrant farm-working families are at even greater risk,
with cbesity percentages ranging as high as 27% (Rosado et al., 2013).

Obesity in Youth

U.S. Youth U.S. Latino Youth  U.S. Migrant Latino Youth
17% 21.9% 27%

Many obesity programs have proven to be successful in helping to improve
BMI and eating/exercise habits; however, many of these positive effects only
last a short time. The lack of long-term success is due to multiple factors,
including the sccial and built environment {Montesi et. al., 2016). Traditional
obesity interventions focus on biclogical and behavicral factors; however,
information on these other environmental factors is also important for informing
obesity programs and policy, which may potentially improve long term
outcomes.

Reierences

QOgden, G.L., Carroll. M.D., Fryar, C.D., Flegal, K.N. (2015). Prevalence of obesity among adults and
youth: United States, 2011-2014. NCHS data brief. no 219. Hyattsville, MD: National Center for Health
Statistics. 2015.

Rosado, J.I., Johnscn, S B., McGinnity, K.A., & Cuevas, JP. (2013). Obesity among Latino children
within & migrant farm worker community. Amerizan Journal of Preventive Medicine, 44(353): 5274-8281.
Montesi, L., El Ghoch, M., Brodosi, L., Calugi. S., Marchesini, G., & Dalle Grave, R. (2016). Long-
term weight loss maintenance for obesity: a multidisciplinary approach. Diabefes Metafolic
Syndrome and Obesily: Targels and Therapy, 9, 37—46.

Wang, C.. & Burris, M. A. (1997). Photovoice: Concept, methodology, and use for participatory
needs assessment. Health educafion & behavior, 24(3), 369-387. Wang, C. C., YI, W. K_, Tao, Z.
W., & Carovano, K. (1998). Photovoice as a participatory health promoticn strategy. Health
promotion internaticnal, 13(1), 75-86.

Purpose of Study

1. To identify social and environmental factors that contribute to childhood
obesity from the perspective of a Latino migrant farm-working population
residing in a rural area of Southwest Florida.

2. To identify potential solutions for the environmental factors that contribute
to childhood obesity.

Methods

Photovoice methodology was used to collect information regarding the social
and environmental obstacles that parents perceive contribute to childhood
obesity. Photovoice is a process by which people can identify, represent and
enhance their community through a specific photographic technique (Wang,
1997). Participants were given a camera to take pictures of their community
and then attended a focus group to discuss photos taken.

Photovoice Process:

- Resealch!
Training Discussion
Documentation

Conceptual Shoot Select
Ethical Develop Contextualize
Technical Distribute

Codify

Sample

Participants were recruited during a 2 week period. Subjects were parents
of children participating in a childhood obesity program facilitated at the
pediatric department of a community health center serving a predominantly
Spanish-speaking, migrant farm-working population located within a rural
area of Southwest Florida. Atotal of 13 parents agreed to participate:

Parent Characteristic n % or M{SD)

Gender

Male/father 2 15.4

Female/mather 11 85.0
Age (years)

Parent 40,46 (6.96)
Employment

Farm worker family 11 92.0

Migrant family 9 75.0
Ethnicity

Hispanic 13 100

Results

There were several emergent themes from the Photovoice data; they can be

organized into three broad categories:

social environment factors, built

environment factors, and macrosystem factors. Here we focused on several
examples and photos reported below for the built environment category:

Environmental Safety Hazards

Environmental safety hazard: Perceived risk
of reduced safety related to vacant
migrant/seasonal housing units

Environmental safety hazard: Absence of
barriers around water, dangers of stagnant
water

Presence of unwarranted animals/insects
{stray dogs, alligators, mosguitees)

Lack of maintenance to public areas: Trash
and unkept landscape

Recreational Facilities/Activities

Limited recreational facilities/famenities: Lack
of awareness of facilities with public access

Lack of neighborhood planning: Absence of
sidewalks




impacting health and health care costs,

Barriers and Facilitators to Conducting Adolescent Health Risk Assessments in Primary Care
Jessica De Leon, PhD™ Katie Eddleton, MPH?, Michelle Vinson, MS RD LD/N', Jevetta Stanford, EdD’, Michael Muszynski, MD

, & Betsy Shenkman, PhD

'Florida State University College of Medicine, University of Florida College of Medicine, *University of Florida College of Medicine-Jacksonville

Background

& Most morbidity and mortality results from preventable risk factors. Unhealthy
behaviors that begin in adolescence cantribute to adult chronic disease, negatively

+Clinical quidelines recommend adnlescents have annual preventive health visits
that include health risk assessments (HRAs) to identify health risks and provide
counseling and referrals,
+Despite the role HRAs and preventive services can play in adolescent health, the
delivery of such services does not meet recommended clinical guidelines. This
study used qualitative research methods to explore barriers and facilitators to the
administration of adolescent health risk assessments in primary care to increase
their administration, quality and effectiveness.

Nine semi-structured focus groups were canducted with healthcare providers and staff
fram September 2011 to February 2012, All focus groups were maderated by research-
ers trained in qualitative methods, and were audic-recorded and transcribed verbatim.
Inductive content analysis was assisted with qualitative analysis software {Atlas.ti) to
uncover themes surrounding current and general barriers and facilitators to adolescent
HRAs, counseling and referral. A purposeful sample of diverse primary care settings,
as well as participants representing a variety of clinic personnel, were recruited to pro-

vide a broad view of the challenges to conducting adelescent HRAs,

RESPONDENTS (N=65)
+Pediatric & family medicine

physicians
+ Pediatric residents

+Hurses

+Medical & nursing assistants
+Office/administrative staff

AMOD=<0AT

Barriers

Facilitators

cities:
sGainesville
+Jacksonville

+Orlanda

RESEARCH SITES and HEALTHCARE SETTINGS
Four Flerida

[+ Pediatric residency programs

[+ Federally qualified health centers
[+ Private practices

[+ Hospital-based adalescent clinics
+School-based dlinics

+Tallahassee

Time
Constraints

[+ To conduct HRAs

4 Engazs in rmeaningful discussizn/ provide counseling
[+ Discuss multiple er cridcal issues

[+ Previce preventive care plus HRA

Behavior

[+ Prositers no comoriable ciscussing senitive issues
+ Lisplaying surprise ar shock at parient responses

Behavior

[+ Non-judgmental, non-threatening, nar-confrantationz!,
respectful cominunication

[+ Beig comfertable discussing sensitive topics with teens

[+ Adility ta put patiens 3t ease

4 Treat pattents as mature individuals responsible for thelr
own health czre

Knowledge

Health
Education

Relationships

IMPACTS ror rionpa

AL TSl lahcrser Pagating el Pl

[+ Having krowledge of patient's family, home life, and com-
munty

+Cultural competence: understands and incorparates
patient's cultural beliefs, values, and behaviers

[+ Instil patient “buy in" shrough education: explain
Jinks between behavior and health and relay imparance
of preventive care

4 Open, hanast, t-usting patient-provider relationships

[+ Lang-term, consistent patient-orovider intersction with

rappart it oer tme

FLORIGA

Gy e Tore b Sceron

Literacy and
Language

Results

o Low literacy
# Low health izeracy

+ HorEnglsh speakers

Confidentiality
and

Barriers Lommunication

+Privacy, canfdentiality concerns .
'+ Discornfort/apprehension to discuss private and sensitive issues Barriers
'+ Socially acceptable responses, rather than honest disclasure

+First time patients [nat comfortasle, no hisconyrelationship with provider)

'+ Parents present during administration

Time
Constraints

Health Issues

-+ Constraints of busy parents/families.
#Healthcare conflicts with schaol schedules and responsibilities
' Teens' general apathy towartts hezlth issues and preventive care

'+ Cognitive disability

Access

+Lzck of transportation
-+ Paying for services

Facilitators | T

4 Teens’ desire to discuss health behaviars with knowledgeable, trusted adults

Facilitators

+Fatients’ comfart with provider

Clinic Layout

Staffing

+Small i size or physical lsyauts that hindar privacy

'+ Sole ar small number af elinicians,

ot having persarnel or rescurces 1o deal with issues thatare uncavered

Communities

+5mall communities where ananymicy is lacking

Culture

+Lack of culturally appropriate resources (e g, interpreters, rultiingual educstion-
al materials)

Environment

+For schockbased clinics, pressure ta return patients to class
+For school-hased clinics, lack of privacy because dlinic s on campus

Staffing

+Staff that enjay wiorking with teens

4 3taff wha are experiznced in adolesce nt hezith

+Healthcare teams fe.g., physicians, health educatars, sociel workers) bring different
areas of expertise, interact differently with patients and debriefing across team
pravides better understanding of patient

Barriers

EL[ETGTEN Communities

Finances

MO==0>A%T

-+5mall communities where pravidars haue lknown patients for many years

+Billing systems to recoup costs

Scheduling

+Langer appointment times for adalescent patients

Environment

-+ “Adolescent friendly” enwironment ireading materials, educational inatesdals, ete,
are teen-orientad)

+Adalescert-specific
+Mental health
#Nutritipn
Facilitators

+Primary care, especially in rurs| cornmunities

#Resources and programs disappear when funding ends/burzets reduced

emOO AT

+High turn over rate of counselers/behavioral specialists
+Umnsurad

+Low inzome patients

+lack of transporiatian

R Lack of
E Resources
F  Barriers

E Staffing
R Access
R

A

i | Facilitators [ENTLEEE

+Up-to-date krwledgey lists of available resources and programs
+In-clinic presence o linkages with sacial workers/community-hasae! perscnnel
+Linkages with academic instiiutians tht provide services

+Establishing referral netivorks in advance via contact from providers

This study was supparted in part by a State of Florida New Florida Initiative Award.
The UF CTSI is funded in part by the Nafional Institutes of Heaith
Clinical and Translational Science Award program, grants UL1 TRODOO64, KL2 TRODOGGS and TL! TRODOO6E.

+ Language not agpropriate for yaunger teens

#Yocabulary that is tao teshnical, formal, or cutdated

Language + Medical temvina gy
+ Farnily members acting as interprete s (all or correct informatizn may nok be relayed)
Length #Froorlong, teens loga interest and takes oo Much time ta adminiser
Content + Domains ot appropriate o comprehensive
# Paper ingtruients: glves beens time £ congider answering henestly; reduces confidentislity; teens |ose, farget, erthiom away
Format papervork
+ Loaks like a test
# Woue fram less to more sensithve (ssues
#Questions that are sher, straightforward, explanateny and inclusive
+ Respanses that trigger needed discussian are easily lotated
+ Domein sereening questicns that guide administrztion or non-administratian of subsequent questions; use of skip logicif IT-tased
e 4 Currentfmissing teen health issues, e.g. bullying, eyberbullying, sex and sccial mecia, high caffeine products, accupatianal heaith risks,
gender identity issues, self-injurious behavior
+Able to clarify responses or ask for mare diszussion
+Consent/privacy issues presented at bezinning and end of survey
+ 3rief, streamlined instruments
4+ Electronc/IT-hased
Format 4+ Easy o read fonts

+ B35y and guick fa respond

#¥isually attractive

Time Constraints

+ Time canstraints in busy primary care praztices limits administration and counseling
#Slowed workflaw because ef time needed for administration and counseling

4 Tirne needed for verbal adminstratian to lov-literacy patients

Finances 4 Inability or difficulty recouping costs sssaciated with the time spant conducting HRAs
Language and Culture 4+ Conducting non-Englich HRAs
i [+ Guarding against thef:, damaged devices
Educational Materials |+?revding written ecucational materials instead of verbal discussion iteracy issues, teen may discard to preserve canidentiality)
Scheduling +&nnual wistts: Ing Hime frame between uisits may cause oppartunities to intervene to be missed
-+ Assurance 1o patients that praviders are avalable to discuss sensitive topics at any ime
4 Descrike HRA content and explain why the HRA is being administered
4 Adelressing teens clirectly, rather than talking ta parents or parents responding for teens
Confidentiality and  [*Startwith general discussions, “small tlk” to put patient at ease

Communication

L+ "Hormalize” behaviors, e.g, “many pecple your age have issues with..*
[+ Discuss topics 3t every visit; prmas patent and promotes discussion and disclosure
+ Providers avzilable who are trained to deal with critical issues or trizgered emotional respanses

+Prime parents in advance about R admiistration, patient prvocy and teens taking charge of their healthcare

# Use of wait time or staff tirme b a<sist to complete HRAS

« Barriers and facilitators to conducting acolescent health risk 2

e o pients and prviders
Language and Culture [*Culturally ccmpatent, mearingful and approariate tock
+Engages patients by capitalizing & teens” interest in IT, rrore appealing, enjoyable and less tedicus
*Saves time
Information [+ Increases privery
Technolagy [+ Redduces provider papervark

4 Can be linked to electronic health records for billing and cartnuity of care

[+ Can provide immediate acoess to ed; I

Conclusions

sments #re mu

and multifactoriel,

+The use of HRAs in primary care can be expanded and enhanced by addressing barriers and the means to facilitate HRA improvement, administration and application.

+ Qualitative research with healthcare providers and staff can infarm researche s on technigues to canduct effective intervention stucies in community-based clinical settings.



Health IMPACTS for Florida: Utilizing Community-Based Participatory Research Principles to Strengthen a PBRN

Maryum Khan, MPH?, Jessica De Leon, PhD?, Katie Eddleton, MPH', Elizabeth Shenkman, PhD', and the Health IMPACTS for Florida Research Collaborative
1University of Florida Clinical and Translational Science Institute and 2Florida State University College of Medicine

UNIVERSITY of

Background

« Cammunity-based participatory research (CBPR)
is an applied collaborative approach that enables
community members to participate in all stages of
the research process with a goal of influencing
change in community health, systems, programs
or policies

+ Academic and community partners join to develop
models and approaches te building communication,
trust and capacity, with the final goal of increasing
community participation in the research process

« CBPR'’s perspective to research equitably
involves all partners in the research process and
recognizes the unique strengths that each brings

« CBPR principles were employed to create richer
and more productive relationships across the state
of Florida to increase and strengthen Health
IMPACTS for Florida's recruitment of primary care
practices in its practice-based research network
(PBRN)

* Health IMPACTS utilized CBPR principles to recruit
practices for study participation, adapt protocols
and facilitate implementation

« Affiliated medical school sites for UF and FSU
network with local practices across north and
central Florida

« Community Research Associates (CRAs) acted as
liaisons between the PBRN, clinical practices and
community and academic stakeholders, providing
training, facilitating study implementation and
supplying ongoing technical support

* Once recruited to participate in the PBRN, some
sites self-selected to participate in one or both
Health IMPACTS pilot studies

Setting and Participants
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Health IMPACTS statewide PBRN based on the
partnership of University of Florida (UF) and the
Florida State University (FSU).

= 22 clinics: Community health centers, private
practices, academic clinics, hospitals, school
-based clinics, residency programs and federally
qualified health centers

137 providers: specialties include pediatrics,
family medicine, adolescent medicine and sports
medicine

Cities represented in Health IMPACTS are
Gainesville, Jacksonville, Orlando and
Tallahassee. Community stakeholders include
academic faculty, community organization
leaders and practice directors

CBPR Components

* The pregram identity of Health IMPACTS is
reflected in its logo, which cites community-based
approach to its collaboration

IMPACTS ror rorioa

A UF-FSU Collaboration Integrating Medical Practice
and Community-hased Translational Science

* Key community and academic stakeholders helped
identify and then facilitate relationships for Health
IMPACTS to successfully partner with respective
practices

+ Creation and implementation of research protocols
for Health IMPACTS studies were shaped with
practice involvement

* Specific study implementation logistics varied
across each practice to coincide with the site’s
characteristics, resources and workflow

* Results of the study were disseminated back to
practices, with special emphasis on desired
outcomes of focus

+ In one practice, the final study protocol was
specifically catered to the needs of the practice
and its patients

Evaluation

* Health IMPACTS successfully recruited 41
practices that were involved in at least one study

* Each practice reported weekly feedback of their
participation experiences via in-person CRA visits

- These were recorded as fidelity monitoring for all
sites, and used for collaborative quality
improvement

- A research summit was held to disseminate findings
and lessons learned, and to gather information from
providers on their research experiences, topic
areas/research questions for future studies,
provider incentives to promote continued and
expanded participation, and feedback from subjects
and parents

« Final study summaries were disseminated to all
participating practices after study completion

* Practices that completed at least one study
expressed interest in participating in future
Health IMPACTS research opportunities

Discussion

* CBPR principles are crucial to the vitality of the
Health IMPACTS PBRN

+ Successful recruitment of practices and study
participation to completion varied on several
factors, such as interest in the research topics,
perceived benefits of study involvement, staff
support, clinic needs and characteristics,
information technology capabilities, study fit with
patient populations and disruption of work flow

* Health IMPACTS will continue to draw upon CBPR
tenets to enrich its network, stakeholder relationships
and synergistic collaborative model

References

Community-based participatory research. (2014) Retrieved June 20,2014 from
hittp:ifabssr.od.nih wnity_based_participatory_research?

This study was supported in part by NIH awards UL1 RR029880, KL2 RR0Z29888 and
TL1 RRO2988Y




Health IMPACTS for Florida Research Collaborative

IFlorida State University College of Medicine, ZUniversity of Florida College of Public Health and Health Professions, *University of Florida Clinical and Translational Science Institute

Implementation of an iPad-based Concussion Assessment Tool within a Practice-based

Research Network (PBRN): Preliminary Results, Challenges, and Strategies for Success
Michelle Vinson, MS RD LD /N, Jessica De Leon, PhD!, Aliyah Snyder, MS?, Jevetta Stanford, EdD3, Russell Bauer, PhD?, and the
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Background

+Traumatic brain injury is one of the most significant public health
problems in the United States. and it is the leading cause of death
among young people

+Approximately 1.7 million brain injuries oceur each year.

+Estimated costs of mild traumatic brain injury approach $17 billion
annually.

+Increased understanding of the effects and consequences of
concussion and mild traumatic brain injury {mTBI) has led to the devel-
opment of position papers, systematic assessment tools and protocols
for evaluating the neurclogical, behavioral, and cognitive effects of
these injuries, focused mostly on adult populations.

+Although  organized surveillance and management protocols are
routinely in place within professional and intercallegiate sports, they are
not widely used in youth sports, and none of the recent international
symposia on concussion in sparts has focused specifically on pediatric
concussions.

+Several other states have ratified concussion legislation thal is
designed to protect child and adolescent health by requiring that
concussed kids be medically cleared before returning to play

+These laws create a practice gap, as many medical and healthcare
practitioners who will be called upon to evaluate concussions in young
patienis are not frained in recognizing or managing the signs and
symptoms of concussion.

+This study served as a pilot study for the Health IMPACTS Research

Collaborative, including research sites in  Gainesville, Crlando,
Jacksonville, and Tallahassee.

Study Aims

. To develop a viable community-kased network that fasters basic and clinical

research in head injury prevention and management for underserved Flarida
children and youth

To provide an evidence-based concussion assessment/management
program to assess the relationship between health risk factors and injury
susceptibility, severity, and recovery for children/youth participating in
organized speris activities in Florida communities.

To teach community physicians, residents and medical students about
concussion riskimanagement. and to apply evidence-based principles and
procedures for recognition, assessment, and management of congussion/
mTBI risk in children and youth. To measure the effects of training by using
knowledge-hased pre- and posttests for all participating praciitioners

To provide education modules for parents, coaches, physiciansthealthcare

professionals and the general public that are designed to reduce long-term
consequences of mTB|

I M PACTS FOR FLORIDA

A UF-FSU Collaboration Integrating Medical Practice
and Community-based Translational Science

Methods

PROVIDER TRAINING PROTOCOL
1) 20-item pretest: assessed initial provider concussion knowledge

2) Wehinar on Concussicn Management (ACSM): focused on concussion
education, evaluation, and medical management

3) McCrory, P., Meeuwisse, W, Johnston, K., et al. (2008).

2009 43: i76-i84

4) Sport Concussion Assessment Tool 2 (SCAT2) and Balance Error
Scoring System (BESS) Demonstration Videos: produced by the

Matthew A. Gfeller, Sport-Related Traumatic Brain Injury Research Center

5) 20-item posttest to assess efficacy; 0% required to administer SCAT2

Consensus
Statement on Concussion in Sport: The 3rd International Conference
on Concussion in Sport held in Zurich, November 2008. 8r J Sports Med

Preliminary Results

PROVIDER TRAINING: 69 providers completed concussion training protocol

INCLUSION CRITERIA EXCLUSION CRITERIA
Children and teens ages 9-18, who Coneussion diagnesis in the past
participate in sports programs and 3 months.

Strategies for Success

+Consent forms modified to reflest
multiple IRB contact information
Eliminates the need for two consent

#FSU Human Subjects Training
Requirements modified
Gommunity-based faculty truncated
from full-time faculty requirements
Reduced number of courses for
community site support staff

+Central IRB concept for future

Strengthens collaborative ties and
study cohesion across multiple

One set of deadlines, ICFs, and

present for a non-acute medical visit

SCAT2 data collected via iPad app at baseline and post-incident )

B oo B oo @ Cognitne & Py lation

SCAT2

Spoet Cancusin Auesment Tool

Symptom Evalustan

+Incentives for Providers
inuing Medical Education credits

(CME for physicians, ARNPs, PAs)
iPads for data collection became part
of the practices' resources

+Quality Control
Intensive one-on-one training
Initial enrollment assistance on-site
Frequent site visits
Continuous process improvement
Protocolimethods “cheat sheets”
Reference manuals
Realistic patient enrollment targets

¢Information Technology
Streamlines data collection
One-on-ane training helpful
Practice time with device prior to
study initiation
Password hints
4G IPads provided when needed

+Provider Retention
Be flexible and motivational

#Funding
Maximize opportunities
Think broadly about how network
research can fit into sponsors’
funding preferences
Collaborations in health
Improved health outcomes

Conclusions

SCAT2 SUBJECTS: N=766 baseline 1ts, N=1 incident t
SUBJECT RACE/ETHNICITY (n=139) SUBJECT SEX forms
P
&
Gevie
H Male
B Female
SPORTS PLAYED BY SUBJECTS studies
DATA COLLECTION SITES | 2 Bt
- m gh Schook: | American Foatball [T
| Cheereading 40 53 research sites
e Baskabal 3 41
Bazeball 24 32 |
Soccer an 28
o Track anc Field 19 25
Commu Tty Healcare volleyball 18 24 |
Sctties | Other | 19
FoztallBasketball 4 8
Lacasse 4| 5
F,“"P‘,‘F" Su!lhﬁl\ 3 4
SOATZ Baseine | Mean 7.5 (SD=632;  pirryer 2 4
Score Range 53-98) BasebdliFosball | 2 | 5 |
SCATZ Incident 0 Martal Arts 2 -3 |
Score el o) ST -
grremmere ey W <1 =TT 1 | 1 |
Wlean 25.11 [SD=3.57 - i {
BESS Score ' | | Equestrian 1 i
Range 10-30) \iater Polo I
= Fencing 1 1
SAC Seors ME&;ZS ﬁ‘tzsgo)z 2l Dance 1 Bl | =
ghs1h Tolal 47 o undertaking

Challenges

+Time constraints and practice workflow concerns
Who will consent subjects?
How to fit a 10-15 minute assessment within patient visit?

+Multiple study-related ion requi
CITl training on human subjects in research
Provide training protocol

for pi

+Variance among practices regarding information technology
Knowledge, resources, equipment, wireless access
iPad theft risk
Password forgetfulness

+Protocol adharence and quality control
How to assure protocol adherence when coordinators are not present?
Enroliment targets
Availability of quick reference materials

+Multiple IRB submissions
Diverse systems, policies, procedures, and deadlines
Revisicn "Ripple Effect”. every revision must be approved by all IRBs

+Provider Recruitment and Retention

+Adapting study to different practice settings
Hospital-based Pediatric and Family Medicine Residency Programs
School-based Clinics
Community-based Private Practices
Federally-qualified Health Centers

a multi-city, community-based research network is a complex

+Challenges are many, yet unique to each specific site

4+PBRNs can reach diverse patient populations in underserved areas that do not

typically have the opportunity to be involved in research
+Motivated, research-minded providers are key
+Researchers must be sensitive to the needs of busy community practices
+Protocols must add value and limit additional burden to providers and staff
+Ongoing assistance and troubleshooting by site coordinators is required for

project success

+Research community needs to further explore collaborative IRBs te streamline
and enhance the community-based clinical research process

Future Research

+Arevised consensus statement on concussicn in sport has been issued
summarizing the proceedings of the 4th International Confersnce on
Concussion in Sport, held in Zurich, November 2012

+Revised assessment tools were supported, now known as the SCAT3 and Child

SCAT3 {ages 5-12). Selected based on age at assessment, these new
instruments will replace the SCAT2 In this protocol.
+Data collection will move forward to ascertain normative data for these new

tools in children and teens

Funding

This study was supported in part by a State of Florida New Florida Initiative
Award and by NCATS UL1 RR029890-0383.

UF

UNIVERSITY of

FLORIDA




THE POPULATION HEALTH MODEL AND COUNTY HEALTH RANKINGS:

Meardith A. Pooler, MSPH
Clinical Research Associate
Clinical Research Network, College of Medicine, Florida State University, Tallahassee, Florida

USING THE COUNTY HEALTH RANKINGS TO EVALUATE THE EXPLANATORY POWER OF THE POPULATION HEALTH MODEL

Background of the Study

«Southern states have historically ranked as the
unhealthiest states in the United States.

+The lowest health ranking states are primarily
among southern U.S. states, including: Missis-
sippi (No. 50), Louisiana (No. 49), Alabama
(No. 48), and Arkansas (No. 47)

(America Health Rankings, 2012).

All cause death rates, sll ages by State, 2009

Study Objectives

This study seeks to:

(1test the explanatory power of the domains
{health behavior, clinical care, social and

economic environment, and physical

environment) of the population health model

(2) to determine which of the domains has
significant impact on health status.

Methods

«Grounded on the theoretical framework of the
population health model

sCounty health data were obtained from the
County Health Rankings and Roadmaps
website

875 counties in ten southern U.S. states.
States included: Alabama, Arkansas, Florida,
Georgia, Kentucky, Louisiana, Mississippi,
North Carolina, South Carolina, and
Tennessee.

«Counties were evaluated for a three-year
periad, 2010, 2011, and 2012.

«Premature death, which is Years of Potential
Life Lost (YPLL) before the age of 75, serves
as the output variable.

oThe input variables are 4 health factors
(health behavior, socioeconomic status,
physical environment, and clinical care).

Results

«N=2615

sExplanatory variables in the population health
model serve as unbiased estimators of the
health status of a population, with the
exception of the physical environment domain.

¢Three of the four doemains in the population
health model were shown to have a significant
impact on county premature death rates.

«The physical environment domain was not a
significant determinant of premature death
rates.

«The social and economic environment domain
was shown to have had the most influence on
premature death rates.

Table 1: MLR Summary Model

Model R- Change Statistics Durbin-
Square Watson
Value
Population Health Model (a5 rohange povaie 15
= \ s 739.890 .000
OUTCOMES DETERMINANTS/
Mean Disparity FACTORS
Race/Ethnicity Health
SE8 Care
Mortallty Individual Table 2: Coefficients Table (MLR)
Geography Behavior
Gander Social MLR Model  [Regression  [Sig. Tolerance
Race/Ethnicity Environment Coefficients
Health Physical B
friag = Environment 1 (constant) |-001 909
Quality Geography s £
of Life Health 659 .000 .625
Gonder SaRstc Behaviors
\ J \.
Clinical Care |.138 029 815
R ﬂ Social 1.041 .000 830
Economic
Physical =121 376 997
POLICIES and PROGRAMS Eaironmant

Conclusion
sResults suggest that the social and economic en-
vironment domain had the most influence mortality
thus it is considered the most significant predictor
of county health status

oThe impact of contributing health factors, such as
social and economic factors, should be carefully
studied on a continuum to identify which factors
contribute the most and which are modifiable.

*Prompts far further investigation into regional dis-

parities within the United States. More exploration
is needed of the demographic make-up of these
southern counties, such as racef/ethnicity, age,
and gender.

«|dentifying health disparities among these groups
can provide pathways for public health profession-
als to develop and implement health programs
and policies that cater to population sub-groups.

*Public health funding and resource allocation
should be directed towards regions with lower
health status, such as in the south.

Policy Implications

sPopulation health policies aimed at reducing
mortality require an understanding of the
socioeconomic context within which modifiable
variables exist.

sPolicies can be strengthened by accounting
for regional variations and emphasizing the
importance of creating a focus on region-
specific preventive care.

sMeasures within the physical environment
domain on the County Health Rankings
website have been meodified to adequately
show the role it plays in population health
status.




i) Oral Presentations

Allows for a more in-depth discussion of your
research

Follow protocol format

Enable the audience to ask questions and provide
feedback

Can use PowerPoint or Prezi as a visual guide
Keep presentation clear and concise

Allow time for Q& A

Engage audience

Typically competitive selection only




&/ Types of Publications
» Short communications

— Research letters, brief reports

— Perspective, opinion, and commentary
Reviews

— Narrative review, meta-analysis

Traditional manuscript
— Original Research
— Full articles with complete details

— Peer-reviewed
— Clinical Case Studies
White papers

— Not research specific

— Discussion of a complex issue or problem



A& Publication Considerations

* Research possible journals
* Be mindful of audience

* Follow submission guidelines
* Discuss authorship early in research process
— Authorship guidelines determined by journals

* Can’t submit same article/manuscript to more
than one journal at a time

* May be required to provide documentation of
IRB approval or QI determination



Article/Journal Impact

Impact Factor

* Measure of a journal’s impact on the body of
scholarly literature

* Derived from the average number of times a
published article was cited during the course of 2
years

Article Impact

* Assess an article’s impact and popularity in social
media and the web



‘&) Journal Audience and Mission

Journal Audience Mission
JAMA Internal Practicing internist | Promote art &
Medicine and subspecialties science of medicine

ool | B | el i
Medicine researc
researchers methodology
worldwide
Broad field of general | Clinical work,
J ourr.za.l of Internal | 3nq IM & features original
Medicine subspecialties articles & reviews
New findings in
diagnosis and
Internal Medicine IM treatments,

Alert

theoretical and
clinical




Understanding the
Culture of Publishing

* Don't take reviewer comments personally

* Publishing acceptance rates vary

o Could be as low as 3%
* Do not get discouraged
* Revise and resubmit is the norm
* Reviewer comments provided

* Usually 3 reviewers will evaluate your article



%) Manuscript Submission Process

[ Submission ]
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S _[ L revise
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Defining Authorship

4 criteria (ICM]JE):
1) Author must have contributed significantly to concept/

design OR acquisition, analysis, or interpretation of data
AND

2) Actively participate in drafting the manuscript or engaged in
critical review

AND

3) Approve final version of manuscript that is published
AND

4) Take accountability for all aspects of the work

**Those who do not meet full criteria can be acknowledged



Defining Contributors

 Non-author activities:
— Acquisition of funding

— General supervision of a research group or general

administrative support

— Writing assistance (i.e. editing)

* Contributors can be acknowledged



£ Steps in Developing a
g Dissemination Strategy

. Review past dissemination
efforts

. Devise dissemination
objectives

. Determine audiences

. Develop messages

. Decide on dissemination
approaches

. Determine dissemination
channels

. Review available resources
. Consider timing

. Evaluate efforts

Barriers




Citation Management

Advantages:

Usetul for managing & organizing several literature
sources

Allows you to build your own library for your research
topic

Simplifies creating a bibliography (auto-generate)
Allows sharing references with peers

Provides recommendations for sources

Ability to change citation formats to fit journal submission
requirements



Citation Management

Endnote

* Reference Management Tool supported by FSU College
of Medicine

» Keep track of & organize articles, books, and other
references for your publication

* Format references by style required by the publisher

* Set up an EndNote account



http://med-fsu.libguides.com/endnote/getstarted#s-lg-box-wrapper-12997519

........
|| | I —'._.-.._Ilt I

Questions & Discussion
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