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Timothy Brindle:
Okay. Everyone welcome to Promotion of Translation. This is the first ever_____ [00:00:10] interagency meeting to try to get translation of research. We have been working hard at the VA, and working hard the National Science Foundation to try to promote the translation of the research. 


Before we get started, I see we have about 60 or so participants on the call. I am going to announce this once, and then at the end of the talk. If anybody can e-mail me. That's Tim Brindle. You will see my contact information shortly; your name, your contact information, your area of expertise, and then a question, comment, or a suggestion that we likely will not get to. 


This will have us put together some information for some follow-up sessions, if we decide to go that route. Anyway, let's go ahead and get started. We'll do some brief introduction. 

Michele Grimm:
I'm Michele Grimm. I am a program director at the National Science Foundation. I am in charge of both the Engineering of Biomedical Systems and the Disability and Rehabilitation Engineering program.

Brian Schulz:
I am Brian Schulz. I am the Rehabilitation Research and Development at VA; and scientific program manager, Rehabilitation Engineering and Prosthetics/Orthotics. It's the device development portfolio. 

Wendy Nilsen:
I am Wendy Nilsen. I am at the National Science Foundation Computer & Information Science & Engineering Director. I am a program director for the Smart and Connected Health Program. 

Naomi Tomoyasu:
Hello everybody, this is Naomi Tomoyasu. I am the deputy for the Health Services Research & Development area within the Office of Research and Development at the VA.

Timothy Brindle:
Hello again, this is Timothy Brindle. I am a Scientific Program Manager for the Rehabilitation Research & Development within the VA. I think I am going to have Jesse Dean hold off until the end. Because he is going to talk about his experience of getting funding through both the VA and the NSF. 


Again, the objective of this webinar is to promote translation. Statistically, you can look at how can NSF funded projects translate into VA funded projects _____ [00:02:18] increase their clinical importance? 


In order to promote the collaboration, we want to find areas of common interest and maybe adapt that research to fit into the mission of the Veterans Affairs agency. If again, if you look at the translational spectrum of the chevrons at the bottom of this slide, the NSF tends to have a little more foundational work. 


The VA does have a broad spectrum of research. But, I think the emphasis in terms of the size of the arrows is to try to impact the care of the Veteran. 


Those of you not familiar with the VA research, it all comes down to the Veteran. What Abraham Lincoln said is, "To care for him who shall have borne the battle and for his widow, and his orphan." This is on a plaque outside the Veterans Affairs headquarters in D.C. It is part and parcel of what the VA is all about. 


The Office of Research & Development is in the Veterans Healthcare Administration. We are an intramural research program within a healthcare system. The Office of Research & Development's mission is to discover knowledge, and create innovations that advance the health and the care of the Veteran. Ultimately, it will impact the nation also. 


We're currently in our 91st year of research. We have been at this for awhile. There are 140  medical centers of which 90 have the capacity to do research. We're a community of clinician scientists, over 3,000 investigators with over 2,000 active awards. 


Similar to NIH and NSF, we do scientific peer review. We do have for our clinical studies, a central IRB. We have a technology transfer program that takes intellectual property, and tries to promote it, and then translate it, and look for licensing avenues. 


Central pharmacy is helpful for setting up multi-clinical sites. The VA was a pioneer in terms of the electronic health record. I think Naomi is going to talk about that a little bit later. 


A more recent endeavor is the Million Veteran Program, which is the world's largest biorepository and genomic database. I think it's over a half million who are enrolled right now. Again, Naomi is going to give you a little more detail. A Quality Enhancements Research Initiative, so those are very disease specific research that has very immediate clinical impact. 


The Health Informatics, which again is in Naomi's wheelhouse. Employee educational systems, so these are your quality or education opportunities for the employees. Every one of our VA hospitals is associated with an academic affiliation. All of our investigators pretty much wear two hats. They wear their academic hat at their university. They wear their clinical and research hat at the hospital. 


We also have our industry partners. I want to talk about the structure of the VA for those of you that aren't really familiar. Again, the mission is to discover knowledge, and create innovations, and advance healthcare of Veterans in the nation. Our chief research and development officer is Dr. Rachel Ramoni. 


We have four services; the biomedical laboratory headed by Dr. Bever. We have the clinical service and the clinical science program with Dr. Miriam Smyth. Within that service is the cooperative studies program, which is the multisite clinical trial network that Grant Huang manages. 


We have the Health Services service area. That is Dr. Atkins. This is where Brian and I _____ [00:06:00] in terms of the Rehabilitation Service. Dr. Dorn is the director of that service. 


I do want to make a statement that the VA is fully aware. The ORD is fully aware of what we're doing. That the leadership, Dr. Rachel Ramoni of the CRADO, and Dr. Dorn from RR&D, and Dr. Atkins from HSR&D are excited about the partnership with the National Science Foundation as well other federal agencies as we encourage and facilitate translational research to improve the lives of our Veterans and subsequently the nation. 


A little bit more about these services, so the Biomedical Laboratory division focuses on basic biological and physiological principles. We're looking at tissue banking. There is no impact human studies within this service. 


The clinical service area, which is in the blue in the upper left-hand side. That is where the clinical trials are done. There is an epidemiological intervention and effectiveness studies _____ [00:07:01]. 


Then, I am going to speak a little bit more about the RR&D; which is the development_____ [00:07:05] Rehabilitation, Research, And Development to develop, and test, and translate novel approaches in rehabilitation. We talk about the four Rs, which is repair, restore, replace, and reintegrate. Naomi is going to talk about the health service delivery, and healthcare quality, implementation, access to care, outcomes, and the value of healthcare for the Veterans.


Okay. Again the four Rs, my gosh – scope of rehabilitation and research; and again the fours is repair. We want a basic research to repair injured tissue, organs and tissues as it relates to a functional outcome. Most likely it's going to be the musculoskeletal system, or cardiovascular system. We want to translate research to bring to the basic discoveries into clinical use and replace. 


If you can't repair it, we can replace it with prosthetics and orthotics, and assisted devices to replace what can't be repaired. We want to restore normal physiological and motor function. Eventually the final part is once we get them to that level, can we reintegrate Veteran into society? Whether that be a job, social, or educational setting?


Again, if you're not familiar with the VA funding areas, we have four major awards that are done. They're all done within our intramural healthcare system, so career development award similar to a K award at NIH. We have two levels of CDA 1, which is in first – have been two years of terminal degree. You get two years of funding for your salary. 


CDA 2 is within five years of your terminal degree. You get up to five years of funding for salary support. Plus, you get an extra sixty-five thousand dollars a year to help fund your research. The CDA 1, a lot of times will translate into a CDA 2 as you're getting a little more experience with CDA 1 to work towards a CDA 2. 


The Merit Award is I01. This is the equivalent to an R01 NIH type of grant. It's up to four years of funding for a maximum of 1.1 million. You can request up to three hundred and fifty thousand for one of the years. But you cannot exceed the cap of 1.1 million. 


Within RR&D, you have a SPIRE as a Small Project in Rehabilitation Research. This is up to two year and a one hundred thousand dollars a year of funding. It's similar in scope to an NIH R21. Then we have centers and research enhancements award programs. For the centers, they get up to five years of funding for nine hundred thousand dollars a year; and for a REAP, a Research Enhancement Award Program, three hundred and fifteen thousand dollars per year for a five year cycle.


Now remember, we're an intramural program. You must hold a five-eighths salaried appointment when funded. Or, there must be a promise of an appointment to be exactly sufficient to apply. You send in a Letter of Intent. Then, the hiring of the five-eighths is dependent upon the funding decisions. 


The proposed research must be conducted in a VA space. It must be relevant to the Veteran; so, common diseases for Veterans such as stroke, and diabetes, and amputation. Pediatric disorders that are likely not appropriate. 


The first process for RR&D again is to submit that Letter of Intent where it gets reviewed for purview like we talked about with Veteran-centric Then, that would be an invitation to submit a full application. The scientific program managers will look through that information and sometimes ask for some clarity on the LOI. 

Naomi Tomoyasu:
Okay. Thank you so much, Tim. This is Naomi Tomoyasu again. I would like to give a very brief overview of the Health Services Research and Development unit within the Office of Research and Development at the VA. 


We are, as Tim mentioned, one of the four. I like to say one of the top four services in the office of Research and Development. We focus on identifying and evaluating innovative strategies that lead to accessible and high-quality personalized effective care for Veterans and the nation. Currently, we have about 94 million in funding for investigator initiated projects, Career Development Awards, and_____ [00:11:48] Innovations, which we call COINs. 


In all of the research, we strive for cutting edge on organization and delivery of clinical services that inform improvements in healthcare quality, safety, and outcomes for our Veterans. Within the HSR&D program, we also have a unique initiative called the quality enhancement and research initiative, which is a research clinical partnership with the aim of improving the Veteran health by more rapidly implementing the evidence based practices, tools, and products into recruiting practice. The next slide….


Okay. Like Tim mentioned before, HSR&D has similar types of funding mechanisms as we have. We have number one, investigator initiated research within the Merit Review Program. This is essentially an intramural funding to support research and studies conducted by eligible VA or investigators at VA medical centers or VA approved site. 


The Merit Review Awards are HSR&D principle mechanisms for funding studies that examine, again the organization, delivery, and financing of health care from the perspectives of patients, caregivers, providers, and managers to improve the quality of health care.


The Investigator Initiated Research, IIRs again must have at least five-eighths appointment time, a VA appointment time at the time the Merit Review Award is funded. It funds up to four years of funding with a maximum budget of 1.1 million dollars of total budget. 


We also fund pilot studies, which support the development of preliminary investigations prior to full-scale proposal to strengthen the evidence for a larger_____ [00:13:46] HSR&D research. Pilot studies are funded for up to one year with a maximum budget of a hundred thousand per year.


We also have Career Development Award program. Unlike what we have however, we only fund and support CDA 2 level CDAs. It's still fund researchers that are eligible within the five years of the last clinical or research training. But, we do not fund really investigators really early on in their career.

Timothy Brindle:
Can I interrupt for a second?

Naomi Tomoyasu:
Sure.

Timothy Brindle:
Can everybody please mute their mics, please? We're getting some feedback. Thank you. 

Naomi Tomoyasu:
Okay. Yes. The Career Development program supports as I mentioned, early career awardee. They're open to both clinicians and non-clinicians. Awardees receive approximately in addition to salary support, forty thousand to fifty thousand in supplemental awards for years one through three. They must also specify career development plans and research projects. Again, as I mentioned, they must be eligible. 


The eligibility requires that they be within five years of their last clinical or research training. We're pretty flexible however in that we really do want to award and support researchers early on in their career as opposed to a senior investigator who is wanting to change careers or change lines of research.


Then, the last major type of funding mechanism we have in HSR&D at the Centers of Innovation are COINs. All VA medical centers are eligible to apply for a Centers of Innovation. This is primarily infrastructure funds to support innovative research within the Veteran Health Administration. Funding is up to five years. 


There is a requirement, an eligibility requirement that within the COIN, there must be a minimum of five HSR&D funded unique principle investigators to promote in priority areas within Health Services Research. They must also be able to train and mentor scientists at various stages, enhance research collaborations across the VA, and academic partners, and facilitate implementation of research findings, and support the transformation of VHA into a continuous learning healthcare system. 


The COIN directors must also have at least five-eighths VA appointment as this is an intramural research; and must devote at least half-time effort to the COIN activity. The annual funding depends on the level research activity. 


There is a fixed and variable component of the budget. It's adjusted based on the previous three years of research funding. But generally, the total funding ranges from about five hundred thousand to about 1.2 million.


We recently updated our priority domains and in keeping with the VA's emphasis and push on becoming a learning health care system, along with changes within the national health care landscape, and of course, the Veterans Choice Act. 


As you can see on the right, the major priority domains remain the same. We still have an emphasis. We still prioritize health care access and healthcare equity, and health disparities, and healthcare informatics, aging, and long-term care, and caregiving, mental and behavioral health, and women's health. These will remain priority areas because of the great need within our Veteran population within these areas. 


But, we also added three new priority domains. They are implementation science, patient centered care, or care management and health promotion, and health care system. 


The reason why we added these again is to align the priorities with the objectives of VHA; which is to essentially become more patient centered. Then also because we are becoming with the Choice Act, not only a provider of care, but a payer of care. 


We have included health care systems as an additional priority domain. Then, of course, implementation science, it has become a major priority within our program in that one of the primary goals is to implement the research findings that have shown at a particular intervention, or a practice, or toolbox is effective. We would like to implement all of these to routine practice. 


Okay, these are the overall HSR&D strategies for funding for 2017. We are encouraging a truly innovative, and higher risk research. Not incremental research but research that focuses on new methods, and new areas, and new models of care. We're also trying to expand operational and clinical partnerships within the VA as well as community providers. 


Those are non-VA providers to improve access through the Choice Act. We're also trying to manage successful transition into new VA data environments. As we mentioned, we are becoming a payer of care. We are interacting, and collaborating, and partnering with non-VA providers within the community. We have to have a data system and a data environment that will allow us to collect VA data with non-VA data. 


We're also as we have always done, increase stakeholder voices in HSR&D research, and increase cross-agency collaboration to accelerate impact in priority areas. This is one of major reasons why we are here with NSF. We would like to increase the translation of Health Services Research into routine practice. In doing this, we want to update HSR&D program announcements, and research priorities, and portfolios to reflect our current VA environment.


When Tim asked HSR&D to talk about potential areas of research between HSR&D , and VA, and NSF, I took a look at what are probably the areas that are most conducive for collaboration? They were connected health and big data. We have a variety of research areas that we fund. But, I thought that connected health and big data were probably the two areas that we can do the most amount or discuss the most amount of collaboration.


HSR&D and VA Connected Care programs, well, this was an important area for HSR&D. Because it supports the VA Secretary's two top goals; to provide greater choice and improve timeliness of services, and quality services for our Veterans. The studies that we fund on Connected Care and technology focus on in general, better health care management by a use of e-health applications, web-based disease management, and secure patient and provider communication tools. 


We currently support 43 active studies to date. That is related to technology, and to delivered care, and promote interventions, and monitor patient status remotely. I can give you some examples of some of the Connected Care research we fund. 


But, I will leave that to a later date. If you have any specific questions, I would be more than happy to provide that information. We also have a very growing, a burgeoning area of research that we fund in Big Data. 


Currently, we fund probably 45 ongoing projects as of March 2017. Of the fiscal year '16, we're funding about eight to ten million and. It has become an upward trend. We would like to continue growing this area as Big Data sciences become a big part of informatics, and research methods, and development, and system modeling studies that are funded by HSR&D. 


To date, we have been reaching out to spread the word, if you will, and extend, and expand our collaboration efforts. In 2008, we funded the consortium for Health care and Informatics Research and VA Informatics and Computing Infrastructure, or VINCI. That is a resource that we have been funding since 2008 that providers support for data access. 


Data related to all of research that we fund within HSR&D. In 2015, we had a natural language processing data science conference, which was very successful. We included a lot of colleagues from not only NIH and NSF, but also other private and public partners. In 2016, we had a VA ORD Phenotype Workshop, which was very exciting. It aligned with the Million Veteran Program. 


Okay. What is HSR&D's Big Data research? Funding, there are various funding opportunities. As we said, this is a growing area in Big Data research. We not only have the investigator-initiated research, RFAs and the pilot RFA. But, we also have the Learning Health Care Initiative, which focuses on Randomized Program Evaluation Merit Awards. 


We also have the Million Veteran Program Gamma Test RFA, which is essentially taking a look at the MVP, or Million Veteran Program data and trying to utilize in what areas we take advantage of and leverage the data, so that it will improve the health and care of our Veterans. 


We also have the Community Care RFA, which was released a little bit earlier. But, it will be re-released. It focuses on VA and non-VA data analysis. Again, and I think I mentioned that we also support two resource centers for our Big Data result investigators. That is VINCI, the VA Informatics and Computing Infrastructure, as well as the VA Information Research Center, the VIReC. 


Okay, so just briefly, the VA also as many of you know, promotes, and supports, and funds the VA's Million Veteran Program. It is a platform that examines the relationship among genes, environment exposures, and health. 


To date, we have about 600,000 Veterans already in the program who have provided their DNA specimens, and military exposure information, and access to_____ [00:25:37 to 00:25:40] to facilitate studies on topics ranging from the causes of Gulf War illness, post-traumatic stress syndrome, to functional impairment, and schizophrenia, and bipolar disorder. 


We also have, and we're very proud to say, the Big Data Science Initiative. In early 2017, the VA and the Department of Energy formed a partnership. Through this partnership, the VA researchers will have access to DOE's high-performance super computers to analyze vast sets of health data related to health problems like suicide prevention and cancer. 


It will permit VA researchers to analyze the data in a secure fashion for multiple agencies and programs to include not only the Million Veteran Program, but study data from Department of Defense, the Centers for Medicare and Medicaid, and the Centers for Disease Control's National Death Index. We're very excited about the collaboration that we had just started with the DOE. 


In conclusion, I essentially relayed a lot of information. There are lots of resources that are available to anybody who is interested in any of the research funding mechanisms that we have at the VA. This slide, you can contact our colleagues. You can contact me, mentors, and program staff. Also, there are local VA research offices that are open and amenable to answering any questions you might have. 


We also have ORD website, which is listed the on the slide, as well as the NIH reporter, which essentially provides the clinical trials that are funded by the VA. Lastly, the contacts, here is a list of all of the contacts that are available as well as resources that you can look up and read. That relates to handbooks, the career development program, and the rehab program, and health services, and biomedical lab, as well as clinical science programs.

Michele Grimm:
Thanks Naomi. Just so everyone is aware, and so this is Michele Grimm from NSF. Both the slides will be available. There was no need to take notes of all of those contacts and resources. The webinar is being recorded. That will also be made available afterwards. 


Now that you have had an introduction to the VA, especially for NSF funded researchers who may not have been aware of the funding structure at the VA. We wanted to go over a little bit about the NSF. Because it's important to understand how the different federal agencies work together to advance science engineering, and translate that to actual applications. 


NSF was not formed quite as long ago as the VA. We were founded in 1950 with the mission to promote the progress of science, and to advance the national health, prosperity, and welfare; and to secure the national defense. 


That mission has not changed since the founding of the agency. Key things in terms of the goals, the main one related to the research that we're going to be discussing is discovery. It really is supporting foundational research and fundamental advances, and innovation, and novelty. Those are all extremely important when it comes to what is being funded by the NSF. 


This is the structure of the National Science Foundation. We are an independent agency. We do not report to any Cabinet Secretary. It is a slightly odd structure. I have learned in being here now for about 14 months. 


Within the organization, there are a number of different directorates that focus on various types of science. We then also have administrative directorates. The two directorates that we're going to be talking about today are engineering and CISE, Computer & Information Science & Engineering. Some of the programs within those directorate that are most likely to be translatable to the areas of Biomedical Engineering and directly into the VA, and therefore clinical application.


There are a huge number of programs at the NSF that support Biomedical Engineering related research. It used to be that we had a program that was called Biomedical Engineering. That is now has been renamed to Engineering and Biomedical Systems with the main goal of just making it clear. That it is not the only program at the NSF that supports biomedical engineering related work.


This is a list of programs that do fund projects in the area of biomedical engineering. They range from more basic to more applied. But our goal here is to talk about how all of these may be translated to areas that would then map to the VA. 


This was my attempt. Okay. All of my nice attempt to format slides, things have been smushed. The four groups within the VA research area, I tried to map which programs I thought were the best fit with NSF to those areas. 


Starting in the upper left-hand quadrant, Disability and Rehabilitation Engineering, as well as Cyber Physical Systems, and Smart and Connected Health all do projects that are related to rehabilitation; and all support projects that are related to rehabilitation. It could translate to the VA for both more advanced preclinical as well clinical trials.


In addition, if you paid attention to the…. I think it was repair, the first R?

Timothy Brindle:
Yes.

Michele Grimm:
Is that it? They repaired a portion of the Rehab R&D. Tissue Engineering, if we actually ever get it to work, it could also translate in this area. The next group then was the Biomedical Laboratory R&D. 


I think for NSF purposes, work related to tissue engineering and cellular therapies are probably the closest relationship here, and this because of the focus at the VA. It will still be preclinical in their studies, if you're translating into this group. 


Any of the NSF programs that support more – I don't want to device development. Because that is not what NSF supports. But, it supports the fundamental engineering advances that then enable devices to be developed. 


It could be translated into the clinical science R&D area. That would be programmed through the ECCS Division at NSF, also, Smart and Connected Health and Cyber Physical Systems as well. 


All of those programs that look at developing the fundamental engineering, but we're talking about application within the clinical domain. Then, some of the areas of Smart and Connected Health may also support studies within Health Services R&D as Naomi mentioned, and as Wendy will be expanding upon. 


I also want to bring to people's attention. Because when I looked at the VA programs, I thought this might be important. If you're doing work in traumatic brain injury or women's health, those are specifically supported within the health services R&D section of the VA. Even if it's not necessarily what you would consider a Health Service or systems type project, this may be an appropriate place to look.


Just briefly going over my_____ [00:33:52], and if you want information on any of the other programs, I would be happy to point you in the right directions. Engineering of Biomedical Systems is focused on developing novel ideas that can then solve biomedical problems. They need to actually have that eventual biomedical application or healthcare medicine application. 


They need to be foundational. They need to advance both the engineering and the biomedical sciences, and integrate those two fields. Things that are included are development of validated models of both normal and pathological tissue or organ systems. Design of systems that are hybrid in nature, so they integrate both living and non-living components. 


Generally then, those systems would be used for diagnoses, monitoring, or treatment of disease or injury. Advanced biomanufacturing specifically related to three dimensional tissues and organ, if it's advanced biomanufacturing for cells or other biological products. That would actually go through our cellular and biochemical engineering program. 


Then, because it doesn't fit anywhere else, if there is a project that includes both design of a system, a tool through advancement of engineering; and also subsequent application within the same project of that tool to answer questions about physiology or pathophysiology. We as well support that. Because as I said, there is nowhere else that it fits. 


A couple of projects that EBMS has supported recently, and that may be appropriate for this sort of translation. At the University of Wisconsin, Randolph Ashton is looking at developing spinal cord organoids so that through standardized methodologies. He is actually designing these systems so that they are reproducible. 


The goal then is that they can be used to look at spinal cord development and spinal cord physiology, and disease. But, this is a step towards our ability to do regenerative medicine of the central nervous system tissue. Again, tissue engineering, it's been around for 30 plus years. We're not there yet. But hopefully, we will answer some key issues that will make this actually translatable moving forward.


Another project then, and a different aspect, but looking more at the modeling aspect is one by Francesco Costanzo., so looking at imaging and modeling of the fluid mechanics of the transport within the brain. The idea being that metabolites that are produced in the brain can, if they build up, actually be toxic. 


It's important to understand how these are transported out of the brain tissue. If this is better modeled than understood, then it may be possible to develop and approve for drug delivery within the brain, which is not a simple thing to do. As well as to figure out ways to increase the clearance rate for those metabolites; but, a fundamental understanding of what's going on first before that could be translated.


The Disability & Rehabilitation Engineering program obviously has very strong translational potential to the rehab R&D section of the VA. The objectives of the program are to develop understanding, interventions, and technologies to improve the quality of life of persons with disabilities; and support research that is directed to the characterization, and restoration, and, or substitution of human functional ability or cognition. 


We have added in two areas now. One is the fact that we do need advancements in engineering to better be able to measure and understand human motion. While we have various techniques, those people who work in the area know that there are very prone to error. Also, work to understand basic injury mechanisms, so we're not talking about injury protection systems. 


We're talking about actually understanding how injuries occur. Then, those systems could be developed in the future. The rationale being, if we prevent the injury, if we understand the injury, we can then later prevent the injury, which can hopefully prevent the disability or mitigate the disability moving forward. 


Again, this has to be fundamental engineering research. It is not just incremental advancement of devices. There need to be transformative outcomes. If you're looking at the first two objectives, we really recommend that a single disability be addressed. Because if you're looking at, for instance, developing a brain and computer interface, which could help all individuals with some sort of motion based disability. 


You want to characterize that and see how that is relating in the real world. To say you're going to do that for the broad spectrum of people that it might work with is much too broad for an NSF funded project. Pick a single disability, and prove that it works with that disability; and in your broader impact, talk then about how if you get it to work. You can use it moving forward. 


As an example of a DARE project that was just funded, there are the ones out of Pittsburgh. I wanted to use this example. Because we do fund things that are completely unrelated to human motion and what people normally think of as being rehabilitation engineering, but are important for disabilities. This is developing a system using advanced data analytics and advanced signal analysis to better characterize dysphasia or problems with swallowing. 


Coming up with a way to diagnose that more accurately, develop interventions earlier on, and assist people who through various musculoskeletal and neuromuscular disorders are having trouble with swallowing. This is just one example. All of these projects and for most of the programs through engineering – and I'll let Wendy comment about budget levels for CISE. 


These are funded at a level of about one hundred thousand dollars per year, including indirect costs. Most projects are a three year. Our career program for young investigators is a five year program. But always reach out to program directors about their budget guideline. What they allow for collaborative projects and the rest. 


But, that's just a general ballpark on what engineering provides for funding Now, I am going to hand it off to Wendy. 

Wendy Nilsen:
Good afternoon. This is Wendy Nilsen from Computer and Information Science and Engineering. I think everything Michelle said is ditto to be informal about that. But, I think it's important. When I came to CISE, Computer and Information Science and Engineering at NSF, people said. "Why would health and medical or rehabilitation be in computing?" What does that have to do with it? 


I think what is really important. NSF does many things that have health, or medical, or rehabilitation in them. But really what it is, use-inspired basic research. Although our mission is to improve wellness in our society, it really is – our mission is really how do we enhance the computing and information science and computer engineering in these areas? 


We use health as this application that really allows us to develop and test the computing mechanism. There are many homes for this. My contact information is in this slide, and many different places. I mean, I tell you about Smart and Connected Health, and Cyber Physical Systems, and the National Robotics Initiative. But there are Smart and Autonomous Systems. You have heard about it in engineering. 


But, we also have what are called Core Program in computing that have applications for this too. Okay. Now, I am sorry. I am beeping through my slides here. I think if you think about the way that Don Stokes did in the Pasteur's quadrant. I think people usually think about us as in the upper left-hand corner and_____ [00:42:51], a very basic science. 


It has nothing. It just is pure basic science. We often think about some of our sister agencies as more like Steve Jobs. They take the science. They really apply it into a way that it's very useful for the community. Nobody wants to be the lower level.


But, the other right is important. Because that's Pasteur. Pasteur did excellent basic science. But he had real world problems that had to be solved. He did the basic science that allowed him to solve real world problems. That's the way we think about this science and our communing in engineering or Computing Information Science and Engineering. In Smart and Connected Health, I will say that this is already a partnership with NIH. An announcement out right now is not up to date. It will be. A new one will be released shortly. But, I'm giving you some heads up on this.


What we are trying to do. We're really trying to…. There have been many reports that PEC, the Presidential Advisory Committee, it has issued multiple reports saying that health and our health systems, and health care have not had the computing emphasis that they needed to really become transformative. I think we have heard really fabulous research from the VA. 


It's happening. But, it wasn't…. I think the idea is how do we help this? How do we accelerate it? Smart Health is you have to have a key health program and problem. 


I will say when Michele said, "Every problem in the world is never going to give you anything good to evaluate." If you're doing a problem and if you're interested in prosthetics, don't pick them all at once. Pick an area so you can really evaluate what is your science that you're doing. But we want research caps that exist in the science and technology. 


We're looking for that fundamental science. That is key. It has to be novel. It has to be transformative. In Smart Health, we would really like it to cross disciplines. We don't want it to be able to go to DARE. It should have more disciplines involved in it than you would in just one of our core programs in the NSF. 


We want a research team with the expertise. Here is the translational piece. You have to have the right team to start with. When I talk to PIs about this, think about this as a relay race. If you're going to have a VA partner, you're going to…. You're going to start the race with your basic science. 


You will get to a prototype. You could start to test it. It gets handed back and forth. Because once you get to a clinical trial, everybody will tell you the technology failed. What are the scientific questions you have to try then? 


Keep going back and forth, and these are complimentary. These shouldn't be activities that come to my program; and shouldn't be able to be funded in other agencies like the VA. They may translational components that would be perfectly great for the VA. But, they shouldn't be fit in any other standard mechanism.


Here are some of our new research areas. Our theme now is connecting people, data, and systems. We're really focusing on that connection. We in past had often funded many sensors. I am starting to think we're going to look like Humphrey Bogart with things hanging all over us. 


We really want to now start to connect all of these things. We need the health information infrastructure. We're trying to connect. I think the Million Veteran Program is a great example. How do we, though, connect these disparate data sources? 


You can get data. Now Google Takeout will allow you to get all your data off of Google. Can we merge that? Can we create infrastructure to do things like that? Connected data, we have heterogeneous and messy data. Health is a great place to play with some of the world's messiest data. 


It's fun. It's exciting. We can do data mining, and machine learning, and deep learning. You have heard about it in HSR&D. But, we really are…. How do we really move that science forward so that it can be applied to data in the real world? Connected systems, we're very interested in data that can help empower our patients, and people. 


I guess you're not a patient most of your life. How do we empower people to take and to do this? But, how do we do change? How do we use imaging and video? How do we connect all of these and then people? 


We want to be able to do many of the things I think that Naomi talked about. We want to figure out. What are the fundamental ways that we can enhance communication and enhance people working together? Or, whether it's patients, or caregivers, or provider, or systems? Those are our areas now. 


I will also say just briefly, and again these are on the NSF website. You can also e-mail me. Cyber-physical Systems is an area too that is really ripe for translation. Cyber-physical system, if you think about them in the rehab world. Many of our rehab devices are cyber-physical systems. 


What we want to do it close the loop. We want to take that data and feed it back into the system. Whether it's a closed loop like an artificial pancreas. Health has not produced as many closed loops as they should have. 


I think this is an area that is huge. That, we could think about. But also, human in the loop, can we feed that information to a provider, and to a database, and to whatever? Can we do that and really improve care? 


There is also the National Robotics Initiative. Now, we're looking at robots being ubiquitous. I think there are many ways that we can think about robots in the way. But, we often now in the robotics initiative are starting to see some of the smart home where the robotics become ubiquitous throughout the home. 


These are all options for fundamental science areas that have promise for translation. I will show you just a few of these. This is a large-scale probabilistic phenotyping, which is not phenotyping like we often think about it. 


But, this is using natural language processing in the EHR, the electronic health record. What was really interesting. They are trying to deal with when are these topics coming up multiple times? How do we prioritize topics? How do we actually give providers this information in a way they use it? 


There are no surprises. Okay. You were in the EHR for a completely different problem last week. I think I am seeing you for this. How do I get to understand this quickly and in a way that providers can use?


We do quite a bit of funding for rehabilitation. This is Pamela Cosman at UCSD. What is interesting here. She is using computer vision in the rehab at home. This is telehealth. We're thinking about can you do your rehab at home? Because for many places, it's going to be impossible to get to rehab. Or, even then, and how do we do rehab between? 


But, you often talk to physical therapists. They will say, "I'm concerned that they're doing the wrong thing." Well, how do we do the right thing? But, what we found and her work working with clinicians was that often people were working with their partner, and with their parent, and with their child.  


The problem is I might be shoving you to do something that is not what you should be doing. This merges computer vision. What is happening _____ [00:50:25]? To find out what is actually pushing it. You can imagine that this is a complex system. But, I think it has a huge potential for translation. 


This is another one. This is a formalism, Brenna Argall and Sidd Sirivasa. Brenna is at Northwestern. Sidd is at UW. They're doing really interesting things on how to you – and for people who are using robotic arms. Because they cannot use their hands. They're using robotic arms. They're trying to use it with a tongue stud or a joystick. How many degrees of freedom do you have in that? 


You have tons of degrees of freedom. Can we predict impact? Can we get robots to figure out what our intent is, and reduce those degrees of freedom, and try to make that work?


This is one I think is interesting especially when you think about it for the HRSD. This is Davide Bolchini who is at Indiana. They looked at a computerized alert. Everybody in Health will tell you the alerts are horrible. They pop up, and pop up, and pop up, and pop up. They get to the point where we know from the data that people just click them off. That you couldn't possibly have read it in the time you clicked it off. 


Davide went back and said, "How do we think about it? What is the fundamental knowledge that we need to do to change expert's behavior in these alerts?" This is in medicine. But, you can imagine this could happen in multiple scenarios in air, and pilots, and with military. What kind of things do you have? What information do you have to provide? How do you provide it? He is really rethinking these things.


This is another project. When we talk about Big Data. How do we untangle complex diseases? Suchi Saria at Johns Hopkins is doing some very interesting work. When we collect health data, the scales are all over the place. What is missing is not at random often. 


We have data coming from all different sources and all different scales. It's missing. It's messy. But often the diseases are messy. She is looking at scleroderma and lupus, which are two diseases that have very broad profiles and are complex. She is really looking at can we go back and look at treatments and see? 


Can we actually build profiles out of this, and treat, and begin to understand which treatments are happening? But which_____ [00:52:57] treatments are working in which ways? You can't run a clinical trial on all of these sub-types. But, you can start to use machine learning in a way to get there.


This is a smart home. This is Diane Cook who is in the Washington University or Washington State. I'm sorry in Portland, or Portman, or Port. It's something. 

Unidentified Female:
Portman – ?

Wendy Nilsen:
Portman, okay

Unidentified Female:
– Or Portland.

Wendy Nilsen:
She is doing really interesting work looking at how do we build smart home that work with the users? In the past, we built smart homes that can get tons and tons of data. But really, what kind of data do we need? How do we develop the systems that are going to make it easier for people with complex medical conditions to really do what they do?


She is doing a user centric design. You would think of that often in consumer technology. Let's apply that science area to health and see what we can get. That's it for me. 

Michele Grimm:
Okay. We have gone over a few of the areas of potential collaboration. Brian and I wanted to look at a few more in the area of rehabilitation. This is just a summary slide about what Naomi and Wendy have been talking about. Really in the areas of natural language processing and predictive analytics, and health information exchange, and clinic decision support, and adverse event monitoring. 


All of those could easily be translated from NSF to VA. That is really what we would want to look at. Some of these cycles where we can really build from the foundational to the translation; and then maybe take advantage again of foundational advancements that could move things forward even further. 


Just a couple of projects, the first one I'm going to just move through quickly. Because we actually have the benefit of having Jesse being on the line to discuss some of his research. This is funding that is looking at gait stability and devices that are going to support that, and really providing individuals with normal levels of gait stability. 


This is done at the NSF. The research of NSF is funded to look at actual controls, so looking at the control strategies and control mechanisms, and control algorithms that can support this. Because again, this is a very dynamic process involving multiple muscles. Trying to actually mimic the natural way that we maintain stability during gait is not a simple problem.

Brian Schulz:
The VA portion or the VA follow up to that NSF study and looking at that same device developed on the NSF side, and in the pathologic population of interest, and identifying the specific force-field control method that works the best; or, a reduction or augmentation; and determining the effect of baseline characteristics, and dose response. 


Primary outcome is the engineering outcome of correlation between step width and mediolateral center of mass displacement. But importantly, the secondary outcomes are those of clinical interest, function of FGA and ABC, and the overground gait speed, and the fall incident. All of the things clinicians are interested in when they're selecting and evaluating therapy.


Another example is a project out of the Cleveland VA and Case Western. This one, it went in the opposite direction where the initial funding was on the VA side to develop a hybrid neuroprosthesis with power assist for walking where the primary source of power would be the user's own muscles stimulated by an implanted neurostimulator, and to add on power as needed with motors at the hip and knee. 


This was developing algorithms. You can control the gait, and curb ascent, and descent in evaluating this final device powered by stimulation compared to motorized powered assist. 

Michele Grimm:
Then, this project actually as he mentioned, just it cycled back to the NSF to look at some of the fundamental questions. The PI here, and you can't see it because it's hidden. It is Roger. I am going to blank on his last name.

Brian Schulz:
Quinn.

Michele Grimm:
Quinn, thank you. I knew it was five letters starting with a Q. Anyway, so Roger was a PI, at Case Western on this. The goal was really to look into some of the fundamental, again, science, and computer science, and engineering that was necessary to develop the control algorithms, and to actually verify that operation, and to integrate the motor transmission pairs into this hybrid system. 


Taking a step back and saying, okay, we have been looking at this and its translation. Now, that has generated questions that need to have some fundamental work done on them in order to advance this further.

Brian Schulz::
I wanted to cover a few other examples of rehabilitation robotics projects funded by the VA that could have, and a similar project to them. It would be able to obtain an NSF funding for different portions of them. The first is by Keith Gordon at the Hines VA in Northwestern. 


He actually developed this large treadmill as part of a career development award. Then subsequently, he got follow-up Merit Award funding to look at a mediolateral force field applied to the waist to improve stability during lateral maneuvers in incomplete spinal cord injury. This is a lane change maneuver. They're using force fields somewhat similar to Jesse Dean. But, you can change the position. This is an example of a patient. But because the position is changing, they needed it to be controlled by velocity. These are this viscous force fields where you have a positive viscosity that stabilizes by resisting movement. As you move to the right, it pushes you to the left. 


A negative viscosity destabilizes by assisting movement. Where, let's say, and you're pushing to the right. It is pulling you to the right. This is highly destabilizing. There are a lot of motor control questions that could be asked. That would fall under and NSF purview. 


In this particular project, they did not. But, once I explained to them this interaction, they were contemplating ideas and ways they could leverage this into NSF funding. Another example, task specific and upper extremity robotic training for stroke and neurorehabilitation. 


It's by Peter Lum at the D.C. VA. This is combining hand and arm stroke rehab robot into a single device to train both arm motion and grasp. They are reducing the friction and inertia from existing machines, and improving range of motion; also, incorporating an adaptive algorithm in gaming to motivate repetitive practice. 


This particular project could cover the entire development and clinical trial within one VA Merit Award. But not every project fits into that size and package. Depending on your specific aims and the parts of your project, you may want to have some go over and try for NSF funding, and have VA funding for others as we're explaining here. 


One way of visualizing this, and I would just like to give an example. The VA has long standing collaborative efforts with DoD. We're interested in many of the same areas. War fighters in DoD eventually come over to VA. You integrated percutaneous implants for prosthetics. 


In this example, they had planned out and illustrated their strategy very well all the way back from 2006 where they had initial DoD and some NIH funding. That has gradually transitioned to more VA funding as they have moved into clinical trials. 


This type of model, it can be very helpful to individual investigators in planning out your funding strategies. But also, to us to be able to see how these projects are being leveraged between agencies and moving forward.


I guess now, we would like to hand it over to Jesse Dean. 

Timothy Brindle:
Jesse, you're on, so just take yourself off mute. I think you can control the slides.

Jesse Dean:
Alright, so can you hear me?

Unidentified Male:
Yeah. You're good.

Jesse Dean:
Alright perfect, so my goal today really, I just wanted to briefly talk through what my experiences have been. I was really bouncing back and forth between VA and NSF sources of funding over the course of a single line of research. My background is in biomedical engineering. 


When I was in grad school, I really focused on more of the basic biomechanics and motor control of human walking. I didn't have much experience and definitely no funded experience working with the clinical population until I started my faculty position here at MUSC, the Medical University of South Carolina. My first funded exposure, or a funded – I think it's introduction to a clinical problem. It was actually with a VA Career Development Award. It was a CDA 2. 


My primary mentor Steve Kautz, who is an expert in stroke rehabilitation applied to gait. What we were trying to do here is really figure out. What were different contributors to the known increases in energetic cost and decreases in stability that you see after a stroke? 


As it was mentioned earlier, this is a major problem in the Veteran population. A large number of Veterans do experience a stroke every year. As part of this work, we were able to identify what we thought of them as a clinical problem. A lot of the individuals, a lot of the Veterans that do experience poor balance. 


We saw that they just don't use the same strategy when they're walking around that healthy controls do whether young or old. They just don't control where their feet go. There is this neuromechanical strategy of adjusting your foot placement based on your body's mechanics. That seems to be disrupted in a lot of patients after a stroke. 


As part of this project, or we thought this was great. We were on a great track. We attempted to use visual feedback to try to retrain the strategy we wanted. Unfortunately, it didn't really work very well. 


We made some progress. We had identified a clinical problem. But, it was at this point that we really needed to sort of take a step back and try another approach. 


This is the point where we switched over and moved to the NSF to try to apply for funding there. Our starting point was really independently, we developed a device. Not one that we would go out and try to sell to something, and using sort of leftover parts that we had around. That was  _____ [01:03:31] shape how people walked. Or, where they would put their feet when they walked. 


In this project, we went to the GARDE program. I think it was one of the last cycles where this was funded. If it were to be resubmitted today, it would go through the DARE program that was mentioned earlier. We developed a device that you can see the bottom left. 


It was fairly simple. It is just wires running parallel to a treadmill belt. That as an individual walks, we can exert real-time control over where the wires go. But, what we didn't know is what we had here was really a tool that would help us to answer a scientific question? Or, a tool that could then be translated into something that could help a clinical population. That is what this NSF project was all about. Can we turn this device into something that could actually be used for rehab?


In our earlier results, what we did find is that we at least got promising results. I am going to run through this relatively quickly. But all our testing was done on uninjured controls. Individuals that don't have a neurological injury and that do use a typically strategy of maintaining their balance. 


What we found on the middle panel on the bottom. If we use error reduction strategies, which Michele mentioned a little bit earlier. What we did see is that while the device is active, we do see improvements in our metrics just shown here as an R-square in our metric of how precisely people were controlling their foot placement. 


Then, we would turn off the device. We would just get out of the way. People actually got a little bit worse, a dis-control. When we applied air augmentation sorts of strategies, we saw a little bit of decreased at first; but then, benefit afterwards, so a small after effect in which people actually became more precise.


This is an ongoing project. We're testing the complexity that we need in our control in order to get these sort of beneficial effect of a different types. It's ongoing. But at this point when we saw the device could influence this behavior that we thought was important in clinical population, from here we then collected preliminary, and single session, and small scale data in the few strokes survivors. 


You had chronic stroke survivors. This is the point then, and we went back to the VA. In this case we're going to Merit Award. This is through the Rehab Engineering program that Brian was mentioning earlier. A component of this actually is now clinical trial. It's relatively small scale. 


But, we're taking the same control strategies that we had before that we developed through the NSF proposal. We're applying them to different groups of patients. It has started now. We have been going a couple of months. It's way too early to have any results. But, as Brian mentioned, we are collecting both basic biomechanical data; so, our mechanical measures of behavior. 


We're also collecting at all of these assessment sessions, different sorts of clinical measures. Our goal here is just to get an idea whether our different strategies of device control and of force field control do have a beneficial effect on function? If we can get an idea of what the underlying mechanism is that is causing these improvements. 


Overall from my perspective, I have found that the combination of VA and NSF funding has been very helpful. It's in some ways actually probably necessary in order for us to carry out this translation and really deal with that missteps. Or, the things that didn't work out the way we expected. 


We have been able to take steps back and sort of gather ourselves again, and try new approaches that have a little bit more of a basic science background. I think it would be hard to do all of that with either just purely NSF funding or purely VA funding. 

Brian Schulz:
Thanks Jesse. This is Brian again. As a follow-up to that, and one thing I forgot to mention on my slides. NSF has SBIR and STTR, Small Business Technology Transfer and Small Business Innovation Research. VA as an intramural funding agency, it does not. Potentially, you could go back over to NSF to actually roll out a device to a small business and begin production and evaluation of it through these programs and through NSF.

Jesse Dean:
That is definitely something that is on our radar. Thank you. 

Brian Schulz:
I realize. I'm just making sure it's on everyone else.

Timothy Brindle:
Jesse, are you done?

Jesse Dean:
I am finished. Yeah. 

Timothy Brindle:
Okay.

Jesse Dean:
I wanted to get your_____ [01:07:36] and go from there.

Timothy Brindle:
Alright, we're actually finishing up a little bit early. What I want to reiterate. If everybody can e-mail me. Now, we've had up…. We're down to 87 participants. We were up to just about 100. I do realize that some people or multiple people are in a room. I would like to get the impact of this. Basically, how many people are participating? 


If you can e-mail me your name and your contact information, and your area of expertise. Then, if you have a general question or comment, or a suggestion of how to move forward with this, and keep the ball rolling so to speak, and expand to other areas of science; and maybe pharmacological or other clinical kind of interventions. 


We plan on communicating with other agencies and kind of keeping the ball rolling, and maybe split off into different subcategories. But anyway, get me that information. That will give us justification for moving forward. 


I am going to now…. Yeah. Actually, Lina just put my e-mail address. But, it is on the webinar. This webinar will be made available soon.


Yes. We're going to open up for questions. But let me just summarize kind of what the goals here were. Basically NSF investigators should be encouraged to seek out collaboration, and to translate their research towards the clinical implementation. I thought Wendy and Michele did a great job of kind of giving some examples of kind of a roadmap of how you could get there. 


VA investigators should be encouraged to seek out these collaborations also, and to support some of their foundational work from the NSF or other funding agencies. I think Brian brought up the fact that an SBIR or STTR is a great way to kind of get over that hurdle that the VA doesn't really currently support. 


I came up with this little moniker; communicate, collaborate, and integrate, right. Communicate, we're doing that now. As I get information, I can actually put people in touch with it. Hey, is anybody on the webinar who works in specifically robotic systems? If you want me to share information, I'll be more than happy to do that.


Collaborate, once you communicate and you meet your potential co-investigators or colleague, then you figure out strategically how you like Dr. Jesse Dean did – hit different agencies for funding. The problem with the VA is you need that eligibility. Eventually, do you want to integrate and come into it as a VA investigator? 


Again, every agency has their challenges, their purpose, and their focus. Communicate with us, too, communicate, and send an e-mail. All of the information is on the very next slide. 


I will change the slides in a second. Not just an NSF and VA, other agencies; eventually again, the goal right now is to maybe make this a little bit bigger or broader in scope, and bring in some of these other agencies.


Let's go ahead. I'm going to put the next slide on. We do still have a lot of people on the line. We'll try opening up to asking a question. If not, we can….

Michele Grimm:
I would suggest they pass the question and….

Timothy Brindle:
Yes. Why don't you start typing your questions in? We'll kind of scroll through it and see what happens. Yes. We will. Our e-mails are there. How to become a VA investigator? Every VA, and remember, we mentioned over 140 hospitals, 90 of which have the capacity to do research. 


Every one of those should have a research office. Every one of those operate totally different. The first suggestion I would say is contact the research office. 


But, you can also e-mail me, too. I can help maybe discuss with you the purview. Or, Brian, you can contact Brian. The purview of what research you're going to do. How it affects Veterans.


Then, Michael Wolfson is listening in, and Theresa Cruze [PH]. Again, I want people to know. We actually speak with one another. We can help.

Wendy Nilsen:
_____ [01:12:02] them.

Timothy Brindle:
If it's not good for VA, we can go to NIH. Yes. Well, okay, so Cang Ye says, "Do we need to work with the VA Medical Center?" Yes. It's an intramural program. You need to have a VA appointment of at least five-eighths effort towards that project.

Brian Schulz:
Yeah. Your local VA is the site that will submit applications on your behalf. You definitely need to work with the research office there. Because they're the ones that actually come into our system.

Timothy Brindle:
Yes. But, we can also help. Maybe not a local VA, maybe your area of interest is more aligned with another VA. We can maybe hook you up with some of those other people. 

Michele Grimm:
To expand on that, do VA awards allow any outside collaborators? Obviously, the principal investigator has to have that five-eighths appointment. But what about any collaborations with universities?

Timothy Brindle:
You can be a co-investigator on a Merit Award. You just can't be a primary investigator, a principal investigator.

Michele Grimm:
That would be another great mechanism – 

Timothy Brindle:
– For individuals at universities especially those that don't have a direct affiliation with the VA Medical Center.

Michele Grimm:
– To look into participating in some of these VA awards.

Timothy Brindle:
Then, it goes back to my moniker. You're going to say it in your bed tonight; communicate, collaborate, and integrate. That's the collaboration right there.

Michele Grimm:
Perfect.

Timothy Brindle:
Every VA and every investigator, there is sweet spot for you here. We want you to come here with great research just like we want you to go with NSF with great research. Okay anymore?

Michele Grimm:
We have a question that's being typed. I see. 

Timothy Brindle:
Dr. Kumar, yes, sorry, so the PI, it does have to be not from the VA. You have to have a VA appointment. You remember a five, at least a five-eighths appointment. I would suggest contact your local research office to figure that out. 

Michele Grimm:
I can say coming from a university where a number of our faculty do have these five-eighths VA appointments, there are mechanisms in place for the affiliated universities to get those appointments established. 


I don't know what happens as far as the money is concerned in terms of where the money comes from or goes. But, at least my university is always excited when individuals are able to work out those appointments. It really opens up new avenues especially if you have a VA in your backyard. 


It's a great thing to look into. Probably the clinical faculty, if you have a medical school have already worked out how to do this. The opportunities are there also for faculty and from Biomedical Engineering or other engineering departments.

Timothy Brindle:
Yeah, okay, Kamie Alfstad _____ [01:15:01], so there are various levels of commitment to the VA. We're talking about…. The best thing, I think, is to be a PI, and get your five-eighths appointment, and bring your great research to us. But, yes, there is an unpaid position called a WOC, Without Compensation. 


You basically have to go through all of the training. You have certain responsibilities. But, you don't get paid unless you get a partial funding. Again, but you can't be at PI, with the WOC. Or, what does she call it? – Yeah, without compensation appointment.

Michele Grimm:
But, I assume then that if funding is approved, you could convert without compensation, and to appointment, and to – 

Brian Schulz:
Yes.

Timothy Brindle:
Right.

Michele Grimm:
– An actual compensated appointment.

Brian Schulz:
For example, you could be a collaborator on a VA award for a certain number of eighths. Then, you could apply for another award with that contingent letter from your local VA. That would bring you up to the five-eighths. If you receive that other award, you could convert that previous percentage on a collaborative award into and towards your five-eighths VA appointment. 

Timothy Brindle:
Don't let the bureaucracy stand in the way here. Contact your research office and contact us. The research offices have slightly different ways of working. We can help. We can help. That is what we're here for.

Wendy Nilsen:
Remember, you can be a co-I. You don't have to….

Timothy Brindle:
You have to be a PI.

Wendy Nilsen:
You can do really important work. But, you're just not the leader of that award. It's not _____ [01:16:30]. There are options.

Michele Grimm:
Okay. We have a question about location and as to where the research has to be conducted. I know that VA investigators get space in the VA to do their research. I don't know that every single activity has to be conducted in that facility. Is that true?

Timothy Brindle:
Yes, Michele, and thanks for setting me up. It's relevant to the question on the screen. It goes back to one of my slides. As the VA researcher, and we just talked about eligibility, and eighths, and_____ [01:17:01] to do research, right? 


It also has to be done on a VA hospital, and on the hospital grounds. Now, sometimes you come with such expertise and such unique – 

Michele Grimm:
– Facilities.

Timothy Brindle:
– Facilities. If we think it's great research, you then put in…. We would talk about this ahead of time. Again, and call us. There is an off-site waiver. We would look at what would be done on campus. When I say campus, I mean the VA campus. What would be done at the academic affiliate.

Michele Grimm:
A lot of times that goes very seamlessly. Because many of our VA Medical Centers are adjacent to the universities. It works well. I think the VA is smart. Because they don't expect facilities to be duplicated.

Timothy Brindle:
Yes.

Michele Grimm:
Unique facilities can be taken advantage of.

Timothy Brindle:
Yeah. We don't want to reinvent the wheel. If you have a unique MRI, or something, I mean, that's in excess of a million dollar investment. It would behoove us to leverage. 


That's what we're talking about today. We're talking about leveraging. You have developed a device through NSF funds. It's actually cheaper for us now to implement, right. Okay.

Wendy Nilsen:
For NSF, it opens up whole new areas of science. 

Timothy Brindle:
Yes.

Wendy Nilsen:
Once you translate it, there is a whole new series of thought.

Brian Schulz:
– Access to patients. Yeah, off-site, and to the next question, if the university is not adjacent, can the off-site waivers still be used? Yes. Essentially, if you have specialized equipment essential to conducting the research and it's not on-site. 


It's a case specific basis. You have to write and apply for that waiver. But, they can be granted for specific locations that are not on VA. It's not necessarily on the VA hospital campus. 


A lot of VAs have off-site facilities, CBOCs, and other space in the area. It's really VA's space. It's not necessarily in the hospital itself.

Timothy Brindle:
Can you tell what is CBOC?

Brian Schulz:
CBOCs are Community Based Outreach Clinics. There are some Vas that spread out. More rural populations have additional smaller facilities outside of the main hospital. 

Michele Grimm:
I want to bring up something that I think is important in terms of these collaborations. One of the things we look at for a lot of proposals that come into DARE. Even in many ways, also the Engineering and Biomedical Systems program. Are the researchers actually linking to the groups that have the critical knowledge that they are trying to augment, and take advantage of, or integrate with? 


By developing collaborations with individuals at the VA, this opens up another avenue for these actual clinical linkages. A proposal that comes into DARE, and does not involve at all the end users in terms of the patient, or the end users in terms of the clinicians. 


Generally, it does not fare well in the review process. Building these collaborations can really help in that grantsmanship and the proposal preparation. Basically because it improves the project itself.

Wendy Nilsen:
Smart Health started in a way just to do this and to make sure we were addressing the right problems. We were often finding there was great science. But, it wasn't for the right problem. 


Working in and with your clinical collaborators, and your clinical trial_____ [01:20:45], you will find out that there are problems that you should be addressing that you have never realized were a problem. That's why we all sorts of experts.

Timothy Brindle:
Ali wrote, "How detailed would I like your expertise?" As much detail as you want to get. I don't need a whole bio sketch. I mean a couple of words to highlight your activities. 

Michele Grimm:
Some_____ [01:21:07] areas – 

Timothy Brindle:
Yeah.

Michele Grimm:
– Describing your area of expertise would be great. That will help us in terms of building a database of potential collaborators.

Timothy Brindle:
Yeah. Okay. Do we need to show a deep collaboration with the VA Center before submitting a proposal? No. You don't have to. Yeah. This is why we're doing this, right. We want to build these bridges. 


Dr. Shen, send me your expertise and send me your contact information. I can try. If you want me to look for people for you, I can help you do that. But again, if you go back into some of the slides. All of the VA research is on NIH Reporter. You can go in there and search for the people that are in your area.

Brian Schulz:
There is also that recent link – 

Michele Grimm:
_____ [01:21:58].

Brian Schulz:
– That they put together of VA funded research, and some of it_____ [01:22:03] just fantastic.

Timothy Brindle:
One of our websites, and we can get that information out to you. There are funded studies out right on the RR&D website. 

Brian Schulz: 
Yeah. It was just put up. It's a still work in progress. There are titles there. But, I don't think the abstracts are up yet. But that has titles and PIs. It's a little more easily searchable than NIH Reporter. 

Timothy Brindle:
Yeah.

Wendy Nilsen:
Can I just make a comment about the deep collaboration? Because deep collaboration, I'm not sure what you're meaning by that. But, I have seen proposals written by people that had a cup of coffee together._____ [01:22:34], then that proposal came through. That is not getting you anywhere. 


You have to have enough of a relationship, and enough of a conversation that you get the synergies. It may not be publishing a paper before you apply. But, it's having those really deep conversations that are going to get you to the right place. Otherwise, you might get lucky. But, I have seen too many proposals that were one cup of coffee proposals. That's a lot of work for nothing. 

Timothy Brindle:
It should make sense, right. You should – wow, I never thought of looking at the problem that way. I would like to eventually take this promoting translation to get out of siloes. People that are looking at bug studies. If there is a computer algorithm to look at movement patterns, can that be leveraged toward the home environment? It's not worth calling people aunts and _____ [01:23:25]? Let's see. Okay.

Michele Grimm:
Are there any other closings that anybody has?

Timothy Brindle:
Once we're done, again I will try it. We will distribute as well as possible, the location. It's probably going to be on either an NSF, a VA website. We will try to…. What is that?

Wendy Nilsen:
We have a very challenging website. 

Timothy Brindle:
Okay.

Michele Grimm:
We will give that_____ [01:23:55]. Anybody who sends their contact e-mail to Tim, we will make sure that you get a link to where the webinar is.

Timothy Brindle:
Yeah.

Michele Grimm:
We will probably e-mail out the PDF of the slides. You can look over those. Feel free to distribute the slides to your colleagues.

Timothy Brindle:
Right.

Michele Grimm:
I will be reaching out to individuals who had e-mailed me back and said they couldn't attend to also provide that information to them.

Wendy Nilsen:
We will find someplace to go _____ [01:24:24]. We're enterprising.

Naomi Tomoyasu:
If I could add? This is Naomi again. If anybody out there is interested in Health Services research, I would be more than happy to link you up with researchers that we fund that are in your area as well.

Timothy Brindle:
Okay. One other thing, if people are in a room together. If there are four, or five, or six people in a room. Again, part of our justification for going forward is how many people are we reaching out to? 


I mean, we were just about 100 that are logged on. But, if you're in a room, please send me all of the people that are in the room together. Okay. I think….

Michele Grimm:
Any other questions, the last chance before we say good-bye?

Timothy Brindle:
Okay.

Michele Grimm:
Alright, it looks like people have_____ [01:25:19].

Timothy Brindle:
Good-bye everyone. Thank you.

Michele Grimm:
Thank you for attending and participating. 

Timothy Brindle:
Thank you very much.

Naomi Tomoyasu:
Thank you.

Timothy Brindle:
Okay.

[END OF TAPE]
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