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Abstract

Objective: To evaluate the implementation and trust-building strategies associated

with successful partnership formation in scale-up of the Veteran Sponsorship Initia-

tive (VSI), an evidence-based suicide prevention intervention enhancing connection

to U.S. Department of Veterans Affairs (VA) and other resources during the military-

to-civilian transition period.

Data Sources and Study Setting: Scaling VSI nationally required establishing partner-

ships across VA, the U.S. Department of Defense (DoD), and diverse public and pri-

vate Veteran-serving organizations. We assessed partnerships formalized with a

signed memorandum during pre- and early implementation periods (October 2020–

October 2022). To capture implementation activities, we conducted 39 periodic

reflections with implementation team members over the same period.

Study Design: We conducted a qualitative case study evaluating the number of for-

malized VSI partnerships alongside directed qualitative content analysis of periodic

reflections data using Atlas.ti 22.0.
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Data Collection/Extraction Methods: We first independently coded reflections for

implementation strategies, following the Expert Recommendations for Implementing

Change (ERIC) taxonomy, and for trust-building strategies, following the Theoretical

Model for Trusting Relationships and Implementation; a second round of inductive

coding explored emergent themes associated with partnership formation.

Principal Findings: During this period, VSI established 12 active partnerships with public

and non-profit agencies. The VSI team reported using 35 ERIC implementation strategies,

including building a coalition and developing educational and procedural documents, and

trust-building strategies including demonstrating competence and credibility, frequent

interactions, and responsiveness. Cultural competence in navigating DoD and VA and

accepting and persisting through conflict also appeared to support scale-up.

Conclusions: VSI's partnership-formation efforts leveraged a variety of implementa-

tion strategies, particularly around strengthening stakeholder interrelationships and

refining procedures for coordination and communication. VSI implementation activi-

ties were further characterized by an intentional focus on trust-building over time.

VSI's rapid scale-up highlights the value of partnership formation for achieving coor-

dinated interventions to address complex problems.
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implementation scale-up, implementation strategies, military transition, partnership formation,
suicide prevention, trust-building, veteran

What is known on this topic

• Prevention of suicide among transitioning service members (TSMs) is a complex public health

problem with many potential partners and a high level of uncertainty regarding effective

solutions.

• The Veteran Sponsorship Initiative (VSI) is an evidence-based intervention to reduce suicide

risk for TSMs by supporting partnerships in suicide prevention.

• Partnerships are valued in implementing evidence-based initiatives, but little research has

examined trust-building and partnership formation in implementation scale-up and spread.

What this study adds

• We conducted a qualitative case study of implementation strategies and trust-building strat-

egies associated with successful partnership formation in the scale-up and spread of VSI from

October 2020–October 2022.

• The VSI implementation team leveraged diverse implementation and trust-building strategies

in establishing new partnerships; attending to strategies for successful partnership-building is

likely to be important in accelerating scale-up and spread.

• Implementation research should explore how fostering trust-based relationships can support

spread, sustainment, and innovation in confronting complex problems in health and healthcare.

1 | INTRODUCTION

Suicide remains a significant public health concern in the

United States (U.S.), particularly among military service members and

Veterans. Suicide rates among Veterans continue to rise at a faster

rate than among civilians, with the highest risk among Veterans aged

18–34 years.1 The first year after military service, often called the

“deadly gap”, can be a time of increased vulnerability.2 During this

period, many of the life supports and structures of the military—

including housing, employment, healthcare, and social networks—fall

away, while a service member must navigate a significant cultural shift

back to civilian society.3 Transitioning service members (TSMs) may

also struggle with physical and mental health comorbidities associated

with combat and other service-related stressors.4–6

Suicide prevention is a “wicked problem” characterized by having

multiple complex causes, significant overlap with related problems,

involvement from many partners, and uncertainty regarding effective

solutions.7 Preventing Veteran suicide is a top priority of the Veterans
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Health Administration (VHA),8 and a growing number of policy initia-

tives, including the Hannon Act and Substance Abuse and Mental

Health Services Administration Governor's and Mayor's Challenges to

Prevent Suicide among Service Members, seek to strengthen suicide

prevention efforts by implementing coordinated, evidence-based

healthcare and support services across local, state, and national

Veteran-serving organizations.9,10 There have been repeated calls

over time for public-private partnerships to support more effective

delivery of mental healthcare services for Veterans in the U.S., partic-

ularly post-9/11.11,12

The Veteran Sponsorship Initiative (VSI) was established to bridge

the deadly gap for TSMs by harnessing the power of partnerships in

suicide prevention.13,14 VSI is an evidence-based intervention (see

Figure 1) that combines peer sponsorship with linkages to

U.S. Department of Veterans Affairs (VA) and community-based

resources to ensure critical support during the military-to-civilian tran-

sition.14 Core components of the intervention include: (1) engaging

and enrolling TSMs before separation; (2) connecting TSMs with tai-

lored services by identifying their priority needs, facilitating enroll-

ment in VA healthcare and other services, and if they choose, linking

them with a sponsor in their area; and (3) addressing their evolving

needs, drawing on a connected network of VA, state, and community

partners, and using a sophisticated data platform to support continu-

ous information-sharing throughout the transition. Sponsors are Vet-

eran or civilian volunteers trained to provide transition support and

assess suicide risk, who are matched with a TSM and regularly check

in to provide ongoing support. This model of sponsorship draws upon

similar procedures for managing service member relocations in the

military, and thus is culturally appropriate and familiar for TSMs.13 VSI

has been shown to reduce reintegration difficulties and increase social

connectedness, thereby mitigating two of the most impactful risk fac-

tors for Veteran suicide.15,16

Implementing VSI nationally requires establishing non-monetary

partnerships across the VA and U.S. Department of Defense (DoD) with

diverse public and non-profit Veteran-serving organizations. Partnerships

are essential for improving implementation, coordination, and sensemak-

ing, that is, organizing shared understandings of a problem or environ-

ment in order to coordinate action.17–19 Moreover, some researchers

have asserted that trust-building itself is an essential implementation

strategy. Notably, Metz and colleagues proposed a theoretical model for

understanding how trust is formed in implementation partnerships and

described explicit technical and relational strategies for trust-building.20

Parallel work has examined the role of relationships within specific imple-

mentation strategies.21 However, there are few published data on effec-

tive strategies for partnership-building in the implementation of large-

scale initiatives, particularly in the context of complex initiatives like

those required for population-level suicide prevention. We conducted an

in-depth qualitative case study to assess implementation and trust-

building strategies associated with successful partnership formation in

the scale-up and spread of VSI.

2 | METHODS

2.1 | Data collection

Qualitative case study design is recommended for developing a com-

prehensive understanding of how and why a bounded phenomenon

F IGURE 1 Veteran Sponsorship
Initiative: Program components and

potential organizational partners.
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may have occurred,22,23 and allows for drawing upon multiple data

sources (including quantitative) to characterize a “program, activity,

event, process.”24 To examine implementation and trust-building

strategies associated with partnership formation in the VSI initiative,

as part of a larger randomized stepped-wedge hybrid type 2 effective-

ness-implementation evaluation,14 we gathered data longitudinally

between October 2020 and October 2022, during VSI's pre-launch

and early implementation periods. All activities were deemed to be

non-research evaluation and approved by the VA Associate Chief of

Staff for Research at the Central Texas Healthcare System.

2.1.1 | Partnership formation

For this case study, we defined “partnerships” as non-monetary partner-

ships in support of VSI that were formalized through a memorandum

facilitated by the VHA National Center for Healthcare Advancement and

Partnerships (HAP), a program office that provides guidance on nonmo-

netary partnerships. Each signed memorandum laid out a set of shared

objectives, responsibilities, and performance metrics. HAP provided

descriptive data on the number, geographic distribution, funding type

(public, non-profit), and impact area (national, regional, state, county) of

organizations partnering with VSI under a non-monetary memorandum

during this period. Partnerships were considered “active” if memoranda

were current and not expired between October 2020–October 2022.

2.1.2 | Periodic reflections

Periodic reflections are an ethnographically informed method in which

brief guided discussions are conducted regularly with active imple-

mentation participants throughout an implementation effort; discus-

sions capture and document implementation activities, events, and

context.25,26 Amid dynamic implementation, during which activities

such as the use of implementation strategies may shift in response to

unexpected events (e.g., change in policy or leadership),27,28 reflec-

tions allow for continuous, low-burden documentation from an

information-rich sample of participants, and thus take a purposive,

“information power” approach to sampling.29 To ensure a comprehen-

sive overview of key implementation activities and events, we con-

ducted periodic reflections every 1–2 months with key VSI

implementation team members whose roles were positioned to allow

insight on activities and events occurring across VSI's scale-up effort.

Roles were selected in discussion among the VSI team, and evolved as

team size and scope expanded. The eight participants included: from

VSI, the overall team lead, lead for sponsor education and training,

lead for all TSM intake activities, and a VA regional coordinator; a pro-

gram coordinator from an early partnering community organization;

leads for enrollment and program coordination from a partnering non-

profit organization; and a representative from the partnering HAP

office. Team members were individually invited by email to participate

as part of VSI program evaluation.14 Reflections were conducted one-

on-one by either a PhD-level medical anthropologist or clinical

psychologist trained in qualitative interviewing, using a semi-

structured reflections guide adapted for the VSI program evaluation.14

Reflections were conducted virtually and documented using near-

verbatim notes and/or recorded and transcribed using Microsoft

Teams. Specific discussion prompts included recent implementation

activities, implementation progress and/or challenges, changes to the

intervention or implementation plan, relevant changes to the local or

national environment, and planned next steps (see Online Appendix 1

for full guide).

2.2 | Analysis

To characterize implementation strategies and trust-building

approaches utilized in the VSI initiative, we conducted directed quali-

tative content analysis of 39 periodic reflections gathered during the

October 2020–October 2022 period, using Atlas.ti software.30 Mem-

bers of the VSI evaluation team (EF, SF, NK, EG) independently coded

reflections for all implementation strategies used, following the Expert

Recommendations for Implementing Change (ERIC) taxonomy31 and a

prior coding manual published for this purpose.32 To aid in compre-

hensive coding, we further organized the codebook by ERIC strategy

clusters recommended by Waltz et al.33 Following recent guidance,

we also included the “plan for sustainment” strategy under the Use

iterative and evaluative strategies cluster.34 Building on the Theoretical

Model for Trusting Relationships and Implementation, proposed by

Metz and colleagues (2022), we also coded for technical and relational

strategies and attributes of trust-building in implementation. After

developing the full coding manual, the coding team independently

coded five transcripts and met weekly to compare and discuss codes

and establish internal consistency. During these discussions, we iden-

tified and refined additional inductive codes as needed to reflect

emergent findings. From that time on, each reflection was coded by a

single individual and reviewed by a second person; we continued to

meet weekly to discuss and compare coding. Any discrepancies were

discussed until consensus was achieved.

All qualitative findings were merged, summarized, and presented

over several meetings to the implementation team, including those

who had participated in periodic reflections, as a form of member

checking.35–37 Team members provided feedback resulting in iterative

analysis and refinement of findings.

3 | RESULTS

3.1 | Partnership formation

VSI established formal, signed memoranda with 12 organizational

partners nationwide between October 2020 and October 2022, of

which two were publicly funded and 10 were non-profit organiza-

tions. Organizations served varying impact areas (one national, one

regional, five state, and five county-level). Figure 2 illustrates the geo-

graphic distribution of these partners across the U.S.
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3.2 | ERIC implementation strategies

In examining VSI implementation rollout and activities, three primary

lanes of effort emerged: (1) developing and implementing training and

standardization for intervention delivery (e.g., among sponsors, com-

munity partners, and VA-based case managers); (2) developing inter-

connected networks for coordination and linkage to services across

VA, state, local, and nonprofit organizations and service providers;

and (3) building innovative cross-system data infrastructure for secure

information-sharing. VSI team members during this period drew upon

35 implementation strategies (Table 1) to advance these lanes of

effort, with some of the most frequently used implementation strate-

gies including: building a coalition; promoting network weaving; stag-

ing implementation scale-up; developing effective educational

materials; revising professional roles; accessing new funding; planning

for outcome evaluation; and using data warehousing techniques.

These strategies were utilized over the pre- and early implemen-

tation periods by different subgroups within the VSI team, with strat-

egy use evolving over time as VSI spread accelerated. Members of the

training and education lane, for example, developed educational mate-

rials and both in-person and hybrid training models for sponsors and

community partners who connect TSMs with appropriate education,

employment, financial, healthcare, and other services. The training

and education group also standardized the roles of the community

partner points of contact and their VA-based counterparts, the VA

Regional Community Coordinators. As pre-implementation shifted

into post-launch activities, use of implementation strategies

shifted from developing materials and modules to evaluating and

refining these products, hiring and training staff to serve TSMs in new

regions, and updating staffing guidance to reflect evolving roles and

responsibilities.

In seeking to develop the interconnected network of partners

necessary to achieve coordination and linkage of services for TSMs

across DoD, VA, state, local, and other organizational partners, the

VSI team relied on implementation strategies including efforts to

build a coalition and promote network weaving, obtaining formal

commitments from diverse partners, informing local opinion

leaders, developing academic partnerships, and conducting consen-

sus discussions.

As VSI implementation took hold across a broader network of

partners, building a cross-system data infrastructure became essential

to facilitate timely, accessible, and protected information-sharing

across partners. Given high standards for information security across

governmental and non-governmental agencies, and as a proactive

approach to preventing privacy or security breaches of Veterans' data,

VSI leadership brought in data experts and implementation advisors

and changed record systems by collaborating closely with a non-profit

partner to refine and integrate a dashboard for inter-agency commu-

nication. This effort also required the VSI team to engage in consen-

sus discussions with diverse partners, with the dual purpose of

(1) achieving the necessary level of data system integration, and

(2) establishing trust in a novel information platform.

F IGURE 2 Geographic distribution of Veteran Sponsorship Initiative (VSI) organizational partners (n = 12): October 2020–October 2022.
Figure indicates partners serving regional (Connecticut [CT], Massachusetts [MA], Maine [ME], New Hampshire [NH], Rhode Island [RI], and
Vermont [VT]), state/county (New York [NY], Texas [TX], Washington [WA], Wisconsin [WI], and California [CA]), and national impact areas. As of
2023, VSI had presence in all fifty states; figure denotes formalized partnerships as of October 2020–October 2022.
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3.3 | Trust-building strategies

Building new relationships and leveraging existing relationships were

areas of intense focus for the VSI team. Over two years, the VSI team

reported aiming for, if not always achieving, all of the four technical

strategies (i.e., frequent interactions, responsiveness, demonstrating

expertise and credibility, and achieving quick wins) and five relational

strategies (i.e., bi-directional communication, co-learning, empathy,

authenticity, vulnerability) identified by Metz and colleagues as sup-

portive of trust-building in implementation.20

3.3.1 | Technical strategies

Of the technical strategies for trust-building, the VSI team relied most

heavily upon frequent interactions, with key members of the team

attending regular meetings—often in-person—with a variety of poten-

tial partners to engage with individuals and organizations. Even amid

the COVID-19 pandemic, VSI's principal team lead made 25 in-person

visits around the country during this two-year period. Similarly, leads

for training, enrollment, and program intake made frequent site visits,

delivered virtual and in-person trainings, and attended weekly and

monthly meetings with partners. As the regional coordinator

indicated,

There's a lot of meetings so that I can represent the VA

and the VSI…they need to see my face so that when I

say, ‘we have a sponsor training,’ they say, ‘[She] needs
something, let's support her because she supported us.’
Strategically building mutually beneficial relationships.

Throughout this period, VSI team members also displayed consistent

responsiveness to the needs of partners, listening carefully to understand

their needs and goals, and working intentionally to align with those needs

wherever possible. As the VSI team lead indicated, this effort was about,

…finding out how do we speak their language and align

with their outcomes so we're not seen as competition

but we very much are seen as a way for them to

accomplish their mission set in a much better way than

they ever possibly could.

In some cases, this responsiveness took the form of providing

information or services not otherwise available, for example, by

TABLE 1 Expert Recommendations for Implementing Change (ERIC) Implementation Strategies in the Veteran Sponsorship Initiative (VSI):
October 2020–October 2022.

Implementation

Strategy Clustersa
VSI Implementation Strategies: Pre- and Early

Implementation Examples

Build stakeholder

interrelationships

Build a coalition; Obtain formal commitments; Promote

network weaving; Inform local opinion leaders; Capture &

share local knowledge; Identify & prepare champions;

Develop academic partnerships; Conduct local consensus

discussions

Creation of the Veteran Sponsor Partnership Network to

support partnerships between VAb regional offices and

community-based organizations

Train and educate

stakeholders

Conduct educational meetings; Develop educational materials;

Conduct ongoing training; Distribute educational materials;

Make training dynamic; Create a learning collaborative

Creation of training programs to educate and certify peer

sponsors to support transitioning service members

during and after transition

Use iterative and

evaluate

strategies

Assess for readiness & identify barriers & facilitators; Stage

implementation scale up; Develop & organize quality

monitoring; Develop & implement tools for quality

monitoring; Plan for outcome evaluation; Develop a formal

implementation blueprint; Plan for sustainment

National and regional program evaluations; continuous

formative evaluation and feedback to partners

Adapt and tailor to

context

Use data warehousing techniques; Use data experts; Tailor

strategies to overcome barriers & honor preferences; Use

improvement/implementation advisors

Continuous refinement of coordination, monitoring, and

implementation plans based on evaluation and partner

feedback

Support intervention

delivery

Create new teams; Develop resource-sharing agreements;

Revise professional roles

Ongoing assessment of existing capacity, refinement of

roles, and creation of new staff roles as needed

Engage consumers Involve Veterans in implementation; Engage consumers to

increase demand

Strategic communication to support engagement of

consumers and stakeholders

Utilize financial

strategies

Access new funding; Use other payment schemes Request expanded budget to support partnership activities

Change

infrastructure

Change record systems; Mandate change Partner with non-profit organization to develop dashboard

for inter-agency communication

Provide interactive

assistance

Provide clinical supervision Weekly supervision for clinical team members

aImplementation strategy clusters reflect recommendations by Waltz et al.33

bUS Department of Veterans Affairs.
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providing local counties with information on Veterans relocating to

their area, thus allowing them to move from “reactive to proactive

preparation” [Lead, VSI Enrollment]. In other cases, this responsive-

ness took the form of taking on responsibilities that were not directly

within the scope of VSI implementation, as when the team agreed to

conduct an unfunded program evaluation for a pivotal partner.

As a new initiative, VSI team members were also attentive to pur-

posefully demonstrating expertise and credibility. At one point early on,

the team lead pondered,

[H]ow do we establish trust, then, with the states and

offices and the entities, and then most importantly,

need to be seen as a competent program or initiative.

And how do we demonstrate that competence?

Demonstrating expertise and credibility required tailoring pro-

gram messaging for each of VSI's growing array of audiences and part-

ners. For example, in communicating with TSMs, the enrollment lead,

a Veteran himself, made a point of sharing his own experience of tran-

sition. In communicating with academic and VA operational partners,

the team emphasized published studies on the effectiveness of the

VSI intervention in improving TSM well-being, and highlighted

the program's relevance to ongoing VA and federal policy priorities,

like the Hannon Act.

While VSI team members described demonstrating expertise and

credibility as an ongoing and multi-faceted effort, they rarely reported

achievement of quick wins, the last of the proposed technical strategies

for trust-building. The team lead did on several occasions express the

desire to show rapid gains to partners, suggesting that the importance

of quick wins was seen and valued, if difficult to achieve.

3.3.2 | Relational strategies

Of the relational trust-building strategies described by VSI team mem-

bers, the most commonly relied upon were bi-directional communica-

tion and co-learning, both of which emerged in team members'

descriptions of outreach and engagement efforts, as well as in negoti-

ating work processes and relationships within the team. In one exam-

ple, the lead for education and training described “working closely”
with an individual within a partnering organization, “focusing on

establishing or solidifying workflow and communication patterns to

make it easier to transfer information.” Such bi-directional communi-

cation seemed to allow for co-learning to emerge as the VSI team

worked with partners to identify and overcome emergent challenges.

A member of HAP provided an example of such challenges:

[One VA program] tried to build out a peer support

system but had a hard time finding a good fit for the

facilitator model—trying to facilitate impact on social

determinants of health. But [there were] concerns

around how to coordinate with non-VA staff working

on non-VA turf—how does the picture fit together?

As discussions among VA partners continued, they added, VSI

was able to “figure out the solution of coordinating with community

partners who facilitate engagement with VA.” In similar examples,

ongoing bi-directional communication with other VA partners

prompted active problem-solving and sensemaking, resulting in sev-

eral innovations. In one case, the VSI team and partners were able to

identify a novel pathway for expediting TSM enrollment in VA, while

in another they developed a strategy for using VA virtual care clinics

to serve TSMs during the transition from service.

Empathy, vulnerability, and authenticity likewise emerged in VSI

team members' descriptions of engaging with partners of all kinds,

within and outside the team. Team members described openly expres-

sing their concerns about challenges within VSI as it evolved, which

led to corresponding changes in workflow, developing novel solutions

for sharing and reducing task burden, and supporting continuous

learning. The team lead discussed having open conversations with

partners around shared life experiences, particularly military service

and experiences of a loved one's suicide. Such empathetic, vulnerable,

and authentic discussions were described less frequently than efforts

to display competence and support active problem-solving, but at

times seemed to play a critical role. As the team lead described one

encounter,

…we had like a really really good individual session…

and it's interesting that it was that meeting that helped

me to establish a relational and interpersonal relation-

ship to the point that he really trusted what we were

doing.

3.4 | Emergent features of the VSI approach

In addition to relying upon recognized strategies for implementation

and trust-building, VSI team members also exhibited cultural compe-

tence in navigating DoD and VA organizational structures and were

able to accept and persist through conflict, which may have further

facilitated VSI scale-up.

3.4.1 | Cultural competence

VSI is a Veteran-driven team, with four of the core team members

during this period having transitioned out of the military after combat

deployments in Iraq or Afghanistan. Beyond offering a training module

on Veteran cultural competence, the team itself demonstrated deep

understanding of both DoD and VA organizational environments,

which share a strong reliance on hierarchy but at times differ in opera-

tional norms and priorities. As a result, team members were able to

tailor messaging and communications to address DoD priorities

around service member suicides, ongoing military recruitment, and

unit readiness, as well as VA priorities around the financial metrics of

serving Veterans (e.g., number of encounters), protecting Veteran pri-

vacy and data, and preserving role clarity across VA program offices.
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As partnerships proliferated over the early launch period, so did the

complexity of navigating a growing array of partners with increasingly

diverse needs. The team's cultural competence in working within DoD

and VA organizations appeared to be a foundational strength in a rap-

idly moving effort.

3.4.2 | Accepting and persisting through conflict

At times, conflict arose during VSI's pre-implementation and early

launch over issues such as ownership of the initiative, clarifying roles

and responsibilities, and determining appropriate resource- and/or

data-sharing across partners. The intake team lead evocatively

described doing scissor kicks under his desk to release the tension in

certain Zoom meetings. Yet the VSI team demonstrated an accep-

tance of conflict as part of the long-term implementation process, and

could even see its benefits. In the words of the team lead, who refer-

enced Tuckman & Jensen's stages of group development,38

When organizations don't go through storming, [how

do] we know our words, our vulnerabilities, where's

our cracks? But you know and kind of go underwater

and get destroyed, but survive storming and end up

with the link with your true partners.

The VSI case example further illustrated that trust is earned and

building genuine partnerships can take time. As the enrollment lead

described:

At Fort [redacted], the staffers are seeing [VSI] as a

great program and as a team member on base. It's

going to take time, like it took about a year just on one

installation to get to this place where [they] trust them

and see them not as a threat but as a partner.

Another team member noted the importance of “anticipating
natural resistance,” and understanding that this kind of partnership

building can sometimes require “sheer dogged persistence.”

4 | DISCUSSION

VSI demonstrated success in establishing active partnerships during

this two-year period. Despite challenges that included the COVID-19

pandemic, the VSI team achieved a dozen formally executed partner-

ships, setting the conditions for rapid scale-up nationwide. To assess

the use of strategies for implementation and trust-building associated

with these successes, we conducted qualitative content analysis of

team member reflections during this same time period. Findings reveal

that the VSI team utilized both formal implementation strategies

(e.g., building coalitions, signing formal agreements)31,33,34 and strate-

gies for trust-building (such as empathy and responsiveness).20 Use of

these strategies was accompanied, and likely enhanced, by the team's

cultural competence in working with diverse partners, and acceptance

of and persistence through conflict.

Notably, the VSI team collectively utilized a diverse range of

implementation strategies in achieving coordinated scale-up and

spread. This finding is consistent with the broader literature, for while

funded implementation studies often evaluate the impact of a single

strategy or small set of strategies,39,40 pragmatic assessments repeat-

edly find that implementation practitioners draw on a wide and often

flexible array of strategies over the course of implementation.41–43

Huynh et al.43 identified 16 implementation strategies used in launch-

ing a cardiovascular risk reduction template, while Bunger et al.32 uti-

lized 45 strategies in implementing a county-level children's

behavioral health program. The need for so many discrete strategies

may reflect the intensity of planning and problem-solving required in

implementing complex initiatives.39,44–47

Alongside structured activities for program launch and scale-up, the

VSI team also engaged in concerted effort to build partnerships. Partner-

ships in public health and health care are recognized for their utility in

improving coordination, increasing efficiency, incorporating diverse per-

spectives, and generating solutions.48–50 Even so, the dedicated process

of building partnerships has been underexamined as an ingredient in

effective implementation, and few guidelines exist for defining or opera-

tionalizing partnerships in implementation.51–54 For this case study, we

defined active partnerships in terms of non-monetary partnerships for-

malized via signed memoranda, but the nature of partnerships is likely to

vary across implementation settings and initiatives. Even within VSI,

other types of partnerships also supported development and scale-up.

For example, the Veterans Integrated Service Network (VISN) 17 Center

of Excellence (CoE) on Research for Returning War Veterans and the

VISN 2 Mental Illness Research, Education, and Clinical Center (MIRECC)

contributed direct funding, infrastructure, and staffing for key VSI posi-

tions, as well as research and administrative support. The VISN 17 CoE

and VISN 2 MIRECC later expanded their collaboration to include HAP,

which provided additional funding, infrastructure, and staffing, and devel-

oped the Veteran Sponsor Partnership Network (VSPN). Launched in

September 2021, the VSPN directly facilitated the growth of VSI part-

nerships, as well as supporting VA staff at medical and regional VA facili-

ties in implementing the partnerships. Recognizing this diversity, future

studies examining partnership formation in implementation should con-

sider how best to define the needs and nature of partnership as specific

to their goals, activities, and context.

Recent theoretical work on trust-building similarly invites new

investigation of partnership formation in implementation science.20

We found the VSI team's description of relationship-building activities

aligned well with the Metz et al. model, particularly its focus on fre-

quent interaction, responsiveness, demonstrating credibility and

expertise, bidirectional communication, and co-learning, all of which

appear to have been critical in setting the conditions for VSI's imple-

mentation and scale-up. Drawing on the same model, Bartley et al.21

have recently classified each of the ERIC taxonomy of implementation

strategies on a continuum from relational to transactional, finding that

the majority of implementation strategies rely upon relationships as

an active ingredient in their success.
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Taken in sum, these findings point to the interconnectedness of

implementation strategies, as construed in the ERIC taxonomy, and

the effort to build trusting relationships. In the VSI example, careful

planning of the initial program rollout (as described in Geraci et al.14)

was accompanied by dedicated listening to partners, as part of com-

mitted engagement and frequent interaction. Highly attuned listening

allowed for tailored and responsive iteration to action plans, and

effective demonstration of credibility, value, and trustworthiness.

Rather than highlighting the critical importance of specific individual

strategies for implementation or trust-building, this case study

appears to underscore how strategies worked in concert, mutually

reinforcing efforts and amplifying partnership formation over time.17

Other lessons emerging from this analysis included the value of

cultural competence in successfully navigating complex and hierarchi-

cal organizations. One element of the Metz et al. model that did not

emerge as a good fit with these data was the suggestion that power

differentials should be addressed by the implementation team prior to

trust-building efforts. While addressing power differentials is likely

to be relevant, and perhaps essential, in participatory implementation,55

it is not always feasible or salient in initiatives where the implementa-

tion team itself has relatively low power. This suggests that having a

sophisticated grasp of how power is leveraged in institutions may be an

asset,56–58 which the VSI team demonstrated repeatedly, particularly in

targeting outreach efforts and selecting key opinion leaders with whom

to connect and plan.

Moreover, partnership-embedded work, even where grounded in

empathy, may come with storms. Rather than being dissuaded or

daunted by conflict, however, VSI team members persisted in their

attuned and proactive approach, often finding that a partner's early

concerns were able to be acknowledged and addressed over time.

Future work on productively managing conflict in implementation is

likely to be of value to the field.59

4.1 | Limitations

We acknowledge several limitations of this case study. The number of

partnerships reported reflects formalized memoranda and does not

reflect additional partnerships developed during this period. Qualita-

tive findings draw upon self-reported activities from the implementa-

tion team, do not rely on direct observation, and may not be

comprehensive in describing all team activities, as the level of detail

provided by periodic reflections is less granular than that offered by

comparable (but often less feasible) methods like tracking logs.32

Strengths of this case study that increase its rigor and trustworthiness

include: use of an ethnographically-informed method for gathering

detailed data over the course of implementation26; high levels of

information power among participants, who as the implementation

team were the experts in ongoing implementation activities29; and

iterative feedback provided by participants in member checking of

preliminary findings.36,37 We additionally drew upon recommended

strategies for verification of qualitative data, including ensuring inter-

nal coherence between the research question and methods, selecting

an appropriate sample, and continuously reexamining the fit between

our theory-driven coding for ERIC implementation and trust-building

strategies, inductively-derived codes, and data.60 Although this case

study was observational in nature and made no explicit effort to

improve team capacity for partnerships, cultivating skillsets for trust,

relationships, and collaboration is likely to be of benefit in amplifying

implementation impact.20,21

4.2 | Conclusions

This case study is among the first to directly examine strategies for

establishing partnerships in implementation. Scale-up of complex ini-

tiatives like those required for population-level suicide prevention is

likely to require strong partnerships, and attending to the characteris-

tics of successful partnership-building is an important element of

accelerating scale-up and spread. Implementation research and prac-

tice should continue to explore how an intentional focus on fostering

trust-based relationships can support spread, sustainment, and inno-

vation in confronting wicked problems in health and health care.
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