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ABSTRACT
Background: A minority of individuals meeting diagnostic criteria for alcohol use disorders (AUD)
receive any type of formal treatment. Developing options for AUD treatment within primary care
settings is imperative to increase treatment access. A multi-faceted implementation intervention
including provider and patient education, clinician reminders, development of local champions
and ongoing facilitation was designed to enhance access to AUD pharmacotherapy in primary
care settings at three large Veterans Health Administration (VHA) facilities. This qualitative study
compared pre-implementation barriers to post-implementation barriers identified via provider
interviews to identify those barriers addressed and not addressed by the intervention to better
understand the limited impact of the intervention. Methods: Following the nine-month implemen-
tation period, primary care providers at the three participating facilities took part in qualitative
interviews to collect perceptions regarding which pre-implementation barriers had and had not
been successfully addressed by the intervention. Participants included 20 primary care providers
from three large VHA facilities. Interviews were coded using common coding techniques for quali-
tative data using the Consolidated Framework for Implementation Research (CFIR) codebook.
Summary reports were created for each CFIR construct for each facility and the impact of each
CFIR construct on implementation was coded as positive, neutral, or negative. Results: Some bar-
riers identified during pre-implementation interviews were no longer identified as barriers in the
post-implementation interviews. These included Relative Advantage, Relative Priority, and
Knowledge & Beliefs about the Innovation. However, Compatibility, Design Quality & Packaging,
and Available Resources remained barriers at the end of the implementation period. No substan-
tial new barriers were identified. Conclusions: The implementation intervention appears to have
been successful at addressing barriers that could be mitigated with traditional educational
approaches. However, the intervention did not adequately address structural and organizational
barriers to implementation. Recommendations for enhancing future interventions are provided.

KEYWORDS
Alcohol use disorders;
implementation; health
care delivery

Background

In 2019, 14.1 million individuals in the United States over
the age of 18 years (5.6%) met diagnostic criteria for an alco-
hol use disorder (AUD).1 Despite the high prevalence of
and the high societal costs associated with AUDs, treatment
rates in the general population remain astonishingly low. In
2019, only 7.3% of individuals meeting diagnostic criteria
for AUD received any type of AUD treatment.1 Effective,
guideline-recommended treatments for AUD include both
psychosocial interventions (e.g., cognitive behavior therapy,
motivational enhancement therapy) and pharmacotherapies

(e.g., acamprosate, disulfiram, oral or extended-release nal-
trexone).2 Pharmacological treatments for AUD are sup-
ported by randomized controlled trials and meta-analyses
demonstrating improved drinking outcomes and are recog-
nized as an important treatment option.3–6 However, receipt
of pharmacotherapy is exceedingly rare, with only 1.6% of
patients with AUD receiving any FDA approved pharmaco-
therapy in 2019.1,7 Improving treatment rates for AUD has
potential to reduce suffering, improve clinical outcomes, and
realize savings in health care costs. In the Veterans Health
Administration (VHA), AUD treatment rates are better than
in the general population, with approximately 25% of
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patients with an AUD receiving any specialty care AUD
services and 7.5% receiving FDA-approved pharmacother-
apy.8 Within VHA, AUD medications are substantially less
frequently prescribed than nicotine replacement therapy and
pharmacotherapy for other major mental illnesses.9–12

Clearly, different care delivery models are needed to offer
and increase accessibility of treatment for individuals with
AUD. Healthcare systems such as the VHA have high inter-
est in integrating AUD treatment services into primary care
settings to address patients’ needs where they present for
care and reduce stigma surrounding accessing AUD treat-
ment.13,14 A few models for implementation of AUD treat-
ment into primary care have been tested.15–19 Several of
these models have incorporated pharmacotherapy for AUD
(e.g., naltrexone, acamprosate) given the assumption that
pharmacological treatments would be more easily integrated
into primary care environments than complex psychosocial
interventions.

The Alcohol use Disorder Pharmacotherapy and
Treatment in Primary Care (ADaPT-PC) trial sought to
increase implementation of AUD pharmacotherapy in pri-
mary care clinics in three large VHA facilities using a multi-
faceted implementation intervention targeting multiple
stakeholder groups. Details of the methods for the larger
project are available in the published protocol and main out-
come paper.20,21 The intervention phase of the study took
place from March through November of 2015. To summar-
ize, local substance use disorder specialists and primary care
mental health integration providers were trained to serve as
local champions and consultants for primary care providers.
Primary care providers received access to a website with
educational materials regarding management of AUD in pri-
mary care settings, contact information for local and
national AUD treatment consultants, and a personalized
dashboard of their patients with a documented AUD diag-
nosis in their charts. Primary care providers also received
email alerts if a patient from their dashboard had a clinic
visit scheduled within the next week. Finally, patients with
AUD diagnoses received direct mailing of a brochure
describing pharmacotherapy options for AUD treatment,
including naltrexone and acamprosate. As previously
reported, the probability of a patient with AUD being pre-
scribed an evidence-based AUD pharmacotherapy increased
significantly during the intervention period, but changes at
the intervention sites did not outpace control sites.21 Results
varied by site with one site having a significant increase in
prescribing, one demonstrating a non-significant trend
toward an increase and one demonstrating no change in
prescribing.

Prior to initiating the intervention period, we conducted
interviews with primary care providers at each participating
facility to identify local barriers to implementation.
Information from these formative interviews was used to
modify the intervention and qualitative data were analyzed
to understand pre-intervention differences between the sites
which may have contributed to the variable intervention
impact. As previously reported, these pre-implementation
interviews identified multiple pre-implementation barriers

across sites including: (1) lack of insight into the relative
advantage of providing AUD pharmacotherapy in primary
care over current practice of referral to substance use dis-
order specialty care, (2) complaints about design quality and
packaging of implementation intervention materials, (3) lim-
ited compatibility of AUD treatment with existing primary
care processes, (4) limited priority of addressing AUD in
primary care, (5) limited available resources to implement
AUD pharmacotherapy in primary care, and (6) providers’
limited knowledge and negative beliefs about AUD
pharmacotherapy.22

To understand the impact (or lack thereof) of the inter-
vention, a second round of provider interviews was con-
ducted after completion of the intervention period. Results
of these post-intervention interviews are presented here with
the goals of: (1) identifying pre-implementation barriers that
were successfully addressed by the intervention and (2) pre-
implementation barriers that remained unaddressed at the
end of the intervention. Lessons learned regarding
the nature of how barriers shift and persist throughout the
implementation project was used to inform the design of a
sister project to increase use of pharmacotherapy for opioid
use disorder, Advancing Pharmacological Treatments for
Opioid Use Disorder (ADAPT-OUD).23–24 We conclude by
providing recommendations for future efforts to enhance
access to AUD pharmacotherapy in primary care settings.

Methods

Participants

Three large, geographically diverse VHA facilities were
recruited to participate in the implementation intervention
based on the availability of local substance use disorder spe-
cialty care providers and primary care mental health integra-
tion providers interested in serving as local champions for
the project. Facilities with identified providers to fill the
champion roles were also required to secure approval from
the chief of primary care. Following the end of the 9-month
intervention period, primary care providers were recruited
for interviews via email solicitations. Recruitment emails
were sent to all primary care providers with prescribing priv-
ileges at one of the three participating facilities. Initial emails
were followed by reminder emails one week and two weeks
following the initial email. There were no exclusion criteria
for interviews. Interviews were conducted with all providers
who responded to the email solicitation with a goal of con-
ducting up to 10 interviews per site. Actual enrollment was
20 providers across all three sites. Enrollment was similar to
pre-implementation interviews where the goal was to con-
duct up to 10 interviews per site and actual enrollment was
24 providers across all three sites. Identifying information
was not collected from interview participants to maintain
confidentiality, therefore the extent to which the same pro-
viders participated in both pre- and post-implementation
interviews is not known. This study received approval from
the VHA Central Institutional Review Board. All participants
provided written informed consent.
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Procedures

Interviews were conducted by the local project coordinator
at each site in the primary care providers’ office space and
lasted approximately 60min. Interviewers all completed an
in-person, two-day training on semi-structured interviewing
techniques conducted by the research team’s qualitative
expert (JPW). The semi-structured interview guide was
modeled after the pre-implementation interview guide which
requested feedback on study resources, asked about current
practice for screening and treating AUD, and assessed for
local barriers and facilitators to implementation guided by
Consolidated Framework for Implementation Research
(CFIR) constructs.25 The CFIR integrates implementation
theories and provides consistent definitions and terminology
for 39 constructs in five domains: Innovation/Intervention
Characteristics, Outer Setting, Inner Setting, Characteristics
of Individuals, and Process. The post-implementation inter-
view guide again walked the providers through each of the
resources provided by the intervention to determine if they
were aware of the resource, if they had used it, and their
opinion of the resource if they were familiar with it. The
interviewers also asked providers about their current
approach to screening and treating AUD and whether this
had changed as a result of the intervention. Finally, the
interview repeated the questions about potential local bar-
riers and facilitators to implementation guided by CFIR con-
structs.25 Interviews were audio recorded and transcribed to
create written documents for qualitative coding.

Data analysis

Data analysis methods for post-implementation interviews
were the same as those used for pre-implementation inter-
views. All transcripts were entered into a qualitative data
analysis program (NVivo) that enables researchers to mark
blocks of text with thematic codes and explore relationships
among and between codes and groups. Transcripts were
analyzed using common coding techniques for qualitative
data.26 Transcripts were coded using the CFIR code-
book.27–28 The coding strategy allowed for coding a single
chunk of text to multiple CFIR constructs if deemed appro-
priate. The coding strategy also allowed for the addition of
inductive emergent codes that identified important themes
not represented by the CFIR constructs.

Three members of the research team, blinded to the facil-
ity from which an interview was collected, were responsible
for coding. This included the two team members who had
coded all of the pre-implementation interviews. Two mem-
bers were randomly assigned to code each transcript separ-
ately. Then collectively, along with the research team
qualitative expert (JPW) who also provided oversight of cod-
ing for pre-implementation interviews, they came to consen-
sus on coding decisions. Inconsistencies were resolved
through discussion and mutual agreement. The consensus
process rather than a process of calculating reliability statis-
tics is typically used for CFIR coding given the complexity
of the coding scheme26 The original codebook was modified
to add exemplar text segments for individual CFIR

constructs as the qualitative coding team came to agreement
on text segments that would or would not receive a particu-
lar CFIR construct code.

Once agreement was reached on coding for all tran-
scripts, code reports were created for each CFIR construct
for each facility. Because double coding was allowed, specific
text could appear on more than one coding report. Only
code reports that contained text segments from a minimum
of three respondents from that facility were analyzed. This
protected against idiosyncratic responses and ensured that
constructs were addressed by multiple respondents and thus
more likely to be reflective of the facility as a whole.
Qualitative analysts, remaining blind to facility, then
reviewed each code report and rated each CFIR construct
for each facility as a barrier (i.e., coded as negative), a facili-
tator (i.e., coded as positive), or having a neutral (i.e., coded
as neutral) impact on implementation. Analysts also indi-
cated whether a rating for a particular construct was
“mixed,” where at least one provider comment was not con-
sistent with the overall rating, e.g., negative mixed indicates
that the predominance of coded text segments indicated a
barrier to implementation but there was at least one positive
comment. Code reports were then unblinded to create facil-
ity-level reports of identified barriers and facilitators to
implementation.

Results

The results presented here focus on CFIR constructs that
were identified as pre-implementation barriers as no
substantial new barriers were identified. The pattern of
successfully addressed barriers (e.g., rated positive at post-
implementation) and unaddressed barriers (e.g., rated nega-
tive at post-implementation) was highly consistent across all
three clinics with no discernable pattern related to the vary-
ing impact of the intervention.

Research question 1: which pre-implementation barriers
were successfully addressed by the intervention?

Of the six barriers identified during pre-implementation
interviews (see Table 1), three were identified as facilitators
in the post-implementation interviews. These were the per-
ceived relative advantage of providing AUD pharmacother-
apy in primary care over current practice of referral to
substance use disorder specialty care, the relative priority of
addressing AUD in primary care, and providers’ knowledge
and beliefs about AUD pharmacotherapy.

Relative advantage
Prior to the intervention, providers rarely recognized a clin-
ical advantage to treating AUD in primary care, feeling that
patients would rather go to specialty care when they were
ready and would be better served with referrals to specialists.
Following the intervention period, although there were occa-
sional negative comments at two sites, providers at all sites
overwhelmingly reported that offering treatment in the
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primary care setting might provide options for patients who
were reluctant to go to specialty AUD care or did not feel
they needed a higher level of intervention. For example, one
respondent said:

I think most physicians really feel that this has been a great
thing in terms of being able to offer patients medications in
primary care. In other words, we’re used to sending them to
Mental Health or Behavioral Health. But I think for Primary
Care, they have more of a ‘hands-on’ on people that maybe are
not at the point where they need rehab or treatment, intensive
treatment, but maybe we can decrease the amount of alcohol
and binge drinking. I think that’s a good tool for them. And I
think Primary Care [providers] really do want to do that.

In other words, this respondent reported that providers
understood and reiterated some of the key messaging from
the educational materials and presentations provided by the
intervention; that AUD pharmacotherapy may be appropri-
ate for individuals with milder disorder or who are not will-
ing to seek care in a specialty setting and that treatment
options in primary care where the individual feels comfort-
able seeking care may assist in harm reduction goals.

Relative priority
Prior to the intervention period, providers frequently
pointed out other high priority issues within the VHA that
were demanding attention and did not see addressing AUD
in primary care as reaching that level of priority. Following
the intervention period, while there were occasionally nega-
tive comments at one site, providers at all sites were more
likely to speak about the benefits that addressing AUD
would have for their patients’ other health issues and the
increase in focus on AUD as a priority issue. For example,

We need to find a way to help these people. Just like any other
mental illness, alcohol dependence affects the care of my patients
when I am dealing with their diabetes and hypertension
everything else and so, it’s a barrier to dealing with anything else.

Providers also indicated that after the intervention, they
view AUD as a higher priority than they did previously:

Well, speaking for the entire section is hard to do but [AUD is]
given a higher priority than it used to get, probably moderate.
It’s not like someone is banging the drum all the time about it,
but definitely the pharmacist is more aware, the psychologist is
more aware of it, we are more aware of it.

These findings suggest that the intervention enhanced
awareness of the importance of addressing AUDs to the
overall health of patients and the place of AUD treatment in
the primary care setting.

Knowledge & beliefs about the innovation
Prior to the intervention, providers reported little to no
exposure to any education or training in how to use AUD
medications effectively and, although understanding that
AUD medications were evidence-based, many reported
negative attitudes toward medications as an appropriate
mechanism for treating a substance use disorder. Following
the intervention period, while there were occasional negative
comments at two sites, comments from providers at all sites
overwhelmingly reflected an increased knowledge of AUD
medications and an increase in their comfort level for hav-
ing conversations with their patients about problematic alco-
hol use and potential medication options. For example, one
provider said:

I was aware that there were some studies about naltrexone
and topiramate but I felt a little reluctant to use those. But I
think now that we’ve had some education, I feel a lot more
comfortable using those medications. [… ] And I think it’s
made me more aware that there are medications out there
for patients that are binge drinkers that maybe aren’t to the
point where they need rehab or they have an alcohol disorder
but more of a binge drinking pattern that maybe I can help
them with. So I think it definitely made me more aware of it
and made me more comfortable with using those
medications.

The intervention clearly filled a gap in knowledge for
providers who had little exposure to education focused on
this topic prior to this project.

Research question 2: which pre-implementation barriers
were not addressed by the intervention?

Design quality and packaging
Prior to the intervention, providers at two sites expressed
concern that project resources were located on a separate
website from the patient computerized medical record that
they would have open during a clinical appointment.
Unfortunately, time limitations of the project precluded

Table 1. Primary pre-implementation barriers identified.

Domain Construct Definition

Intervention Characteristics Relative Advantage� Stakeholders’ perception of the advantage of implementing the innovation versus
an alternative solution

Intervention Characteristics Design quality and packaging Perceived excellence in how the intervention is bundled, presented, and assembled.
Inner Setting Compatibility The degree of tangible fit between meaning and values attached to the

intervention by involved individuals, how those align with the individuals’ own
norms, values, and perceived risks and needs, and how the intervention works
with existing workflows and systems.

Inner Setting Relative priority� Individuals’ shared perception of the importance of the implementation within the
organization

Inner Setting Available resources The level of resources dedicated for implementation and on-going operations,
including money, training, education, physical space, and time

Characteristics of Individuals Knowledge & Beliefs about the Innovation� Individuals’ attitudes toward and value placed on the innovation, as well as
familiarity with facts, truths, and principles related to the innovation

�These constructs were successfully addressed during the intervention.
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integrating resources into the official VHA computerized
medical record. As a result, these concerns continued to be
cited as a major barrier to implementation by these same
two sites at the end of the intervention:

I kind of like knew it was there but forgot how to access it. It’s
nice to look through it once; most of that information is not
going to stick in my head that well, so having a way to get back
to it in the middle of a busy clinic would be useful. If I was just
looking for that practical information, which medication to use
first, and if I could get to that very easily though CPRS
(Computerized Patient Record System) which is already open on
my screen, then that would be the most useful thing for me.

Although providers expressed positive opinions of the
materials that were made available to them, they clarified
that finding and using the materials did not fit within their
usual workflows and drastically limited the impact of the
materials. This concern was not expressed by providers at
the third site either before or after the intervention, but this
did not correlate with improved intervention outcomes at
that site.

Compatibility
Prior to the intervention, providers indicated that addressing
AUD during a primary care appointment did not fit or align
with how primary care clinics were currently organized.
Patient appointments are usually scheduled for 20min,
patients have typically scheduled an appointment to address
a specific concern, and providers often have several clinical
reminders that they are required to address in the appoint-
ment. These challenges leave little time to delve into a con-
versation about the patients’ alcohol use, particularly when
this issue is not raised by the patient. Following the inter-
vention, providers at all sites consistently continued to
express concerns about how addressing alcohol use would
fit within the time they are allotted for each patient.

It’s just hard, there are a million things we take care of. It’s
hard to be on top of all of it. Yes, if I were Superwoman I
would have planned out the meeting, but people have a
20minute appointment and I don’t know how many questions
are going to be on their list. So doing a ton of advanced
prepping on my part can often be non-patient centered because
now I am setting the whole agenda and the patient has no time
to ask their questions.

This statement illustrates that although the limited
amount of time available for patient appointments is a con-
cern, providers also experience conflicts between the impera-
tive to provide patient-centered care and addressing alcohol
use when a patient has presented for a different med-
ical issue.

Resources
Prior to the intervention, providers felt that they did not
have the resources required to adequately address AUD in
the primary care setting. Specifically, they reported not hav-
ing the time to address AUD given their perception that pri-
mary care providers are constantly being asked to take on
“one more thing” without additional resources. They also
did not feel they had adequate access to behavioral health

support within the primary care setting. The project team
made efforts to identify procedures to connect with Primary
Care Mental Health Integration staff to assist with diagnosis
and follow-up. However, despite occasional positive com-
ments, concerns about time burden and lack of back-up per-
sisted at all sites:

For me, impact would [be increased by] making sure that there
are adequate resources for us to refer to, rather than having us
be the main source of treatment. Primary care is already
stretched enough. You don’t want to keep stretching it more by
saying, “Okay, you guys can do this. You can be the
orthopedist, and you can be the neurologist, and you can be,”
you know, we know how to do a lot of these things. Sometimes
it’s just a matter of time.

Such responses suggest that the primary care providers
felt unfairly targeted by the implementation strategy; that
they were expected to do “one more thing” and that real
needs for additional resources or supports across many
implementation efforts, including this one, have not been
taken seriously.

Discussion

The ADAPT-PC intervention attempted to implement AUD
pharmacotherapy prescribing within primary care settings in
three large VHA medical facilities. The quantitative results
of that effort indicated little increase in prescribing rates
compared to control facilities. The qualitative interview data
collected prior to and following the implementation inter-
vention allowed for a more nuanced understanding of why
the intervention was not more successful and how the inter-
vention could be enhanced.

Of the implementation barriers identified prior to the
implementation intervention, the qualitative interview results
indicate that several were adequately addressed by the inter-
vention. Addressed barriers (Relative Advantage, Relative
Priority, and Knowledge & Beliefs) have clear similarities to
each other in that, by definition, they are dealing with indi-
vidual’s attitudes, perceptions, and knowledge.25 Up-front
training, educational resources, and the on-going focus on
evidence-based pharmacotherapy for AUD during the course
of the project appear to have been sufficient to increase
knowledge about AUD treatment and to change perceptions
about whether and how AUD can be managed in a primary
care setting.

While these changes in knowledge and attitudes may
have translated into changes in how providers speak with
their patients about their alcohol use, this did not translate
into a detectable change in the frequency of the target
behavior of prescribing medications to treat AUD. Findings
suggest this is because more complex organizational level
barriers (Design Quality & Packaging, Compatibility, and
Resources) were not sufficiently addressed by the interven-
tion. While providers may have had the best of intentions,
the project resources were not adequately integrated into
their usual workflow, the intervention was not compatible
with the structure of brief primary care visits focused on the
issues presented by the patient, and the intervention was

SUBSTANCE ABUSE 1047



perceived as yet another task placed on already overbur-
dened clinicians with no additional resources provided.

Based on these results, the implementation intervention
for a subsequent sister project, ADAPT-OUD,23,24 was
designed to more specifically address these complex organ-
izational level barriers. The aim of ADAPT-OUD was to
increase prescribing of medication treatment rates for opioid
use disorders (MOUD) in VHA facilities with low perform-
ance on the VHA national MOUD access metric. The target
of this intervention was not a specific clinical setting within
the facility but rather the implementation team worked with
the facility to identify key areas for expansion which,
depending on the facility, meant expanding prescribing
within SUD specialty care, expanding access to other clinics
such as pain, general mental health or primary care, or
both. While we acknowledge that a key difference in treat-
ment of OUD compared to AUD is the fact that medication
treatments are recognized as the evidence-based, essential
treatment for OUD while medications are one of several evi-
dence-based options for AUD treatment, we consider the
lessons learned from ADAPT-OUD to be applicable to
efforts to improve access to AUD treatment as well.

Key differences between the ADAPT-PC and the
ADAPT-OUD interventions are summarized in Table 2.
Specifically, for actionable patient information and monitor-
ing of implementation progress, ADAPT-OUD relied on
readily available administrative metrics and dashboards that
were already integrated into providers’ usual workflow.
ADAPT-OUD also focused heavily on developing and sup-
porting a multi-disciplinary and cross-clinic implementation
team at each facility to identify specific project goals that fit
with local priorities and took into account local resources
and barriers. Facilitation was designed to be individualized
to each site rather than utilizing cross-site meetings. This
individualized team approach was designed to address the
issue of limited provider time as teams specifically consid-
ered options for how other disciplines (e.g., nursing, phar-
macy) could be engaged to assist with patient monitoring

and care. This individualized team approach was also
designed to increase a sense of ownership over intervention
details on the part of local providers to reduce the percep-
tion that the intervention was another requirement being
placed onto them. ADAPT-OUD successfully expanded
access to medication treatments for opioid use disorder,
which is likely at least in part due to these implementation
enhancements. Analysis of ADAPT-OUD barriers across the
timespan of the project supported the notion that imple-
mentation barriers fluctuate over time with knowledge and
attitudes shifting early and more complex organizational
issues requiring more time to address.29

It must also be acknowledged that the national focus on
addressing the opioid overdose epidemic impacted the suc-
cess of ADAPT-OUD. Despite the fact that alcohol misuse
and AUD affect a much larger number of individuals1 and
contribute to a larger number of deaths than opioid over-
dose,30 addressing expansion of access to evidence-based
pharmacotherapy for AUD has never received the same
focused attention as expanding access to medication treat-
ments for OUD. It is not possible to know to what degree
the differing effectiveness of the ADAPT-PC intervention
and the ADAPT-OUD intervention can be attributed to the
differences in the implementation interventions themselves
or to the perceived higher priority of addressing OUD.

Key limitations to this study are that qualitative inter-
views were completed with a convenience sample of pro-
viders who volunteered to participate. The number of
providers who participated was below the targeted recruit-
ment number both pre- and post-intervention. Therefore,
the opinions expressed may not have been generalizable to
the population of primary care providers at the participating
facilities. To maintain provider anonymity, identifying infor-
mation was not tracked meaning we do not know how
many of the same providers participated in both interviews
and therefore cannot state with certainty that the interven-
tion resulted in changes to individual provider’s responses.
In addition, all study facilities were within the VHA and

Table 2. Differences between ADAPT-PC and ADAPT-OUD implementation intervention.

Identified Barrier ADAPT-PC ADAPT-OUD

Project resources not integrated into
usual workflow

Progress Monitoring Project-specific dashboard for
tracking actionable patients and
prescribing rates; available on
separate website not integrated
into electronic medical record

Pre-existing administrative
dashboards and metrics already
familiar to implementation team
members used to track actionable
patients and prescribing rates

Goals not compatible with structure
of primary care visits

Project Goal Defined project goal of increasing
AUD medication prescribing in
primary care

Broad project goal of increasing OUD
medication prescribing within the
facility; target clinic, specific goals
and action steps determined by
local team based on local
resources and barriers

Project perceived as added burden
with no additional resources provided

Local Champions Identified two local champions per
facility; one SUD specialist and one
primary care/mental health
integration specialist

Developed local implementation
teams consisting of cross-
disciplinary and cross-
clinic members

Facilitation Brought champions from all facilities
together for one 1.5 day project
kickoff meeting

1.5 day kickoff site visit at each site
separately; X-waiver training and
other educational sessions offered
during site visit

9 monthly facilitation calls for
champions from all
facilities together

12 monthly facilitation calls with
each local site implementation
team separately
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therefore, findings may not generalize to other hos-
pital systems.

Conclusions

The findings highlight key lessons learned for implementa-
tion of AUD pharmacotherapy in primary care settings
which may be applicable to health care systems outside of
the VHA. Specifically, (1) metrics and patient tracking dash-
boards should be integrated into the clinical tools that pro-
viders are used to using for clinical management; (2)
implementation efforts should be approached as a healthcare
team effort rather than a new responsibility placed on indi-
vidual providers; (3) implementors should not only identify
SUD specialists for consultation but should assist in building
relationships and communication across clinics; and (4)
implementors should ensure team input into details of how
AUD care will be integrated into individual clinics, e.g.,
defining who is responsible for what tasks. Building a team-
based approach to addressing AUD in primary care is not
only likely to improve provider receptiveness to, and satis-
faction with, the resulting intervention but could also
increase patient receptiveness to, and satisfaction with, AUD
care, as they could receive more frequent follow-up and
greater continuity of care.

These findings also highlight the value of qualitative pro-
cess evaluation for developing a more nuanced understand-
ing of the outcomes of implementation efforts. The less than
ideal outcomes of the ADAPT-PC study informed and
enhanced the ADAPT-OUD intervention. The ADAPT-PC
implementation intervention was designed to be cost-
efficient, highly scalable, and rapid. While these goals were
laudable, the results, especially in comparison to those of
ADAPT-OUD, highlight the fact that implementation is
complex and resource and time intensive. Implementation
efforts should be sufficiently resourced to provide the great-
est opportunity for success otherwise they risk squandering
resources and the good will of the stakeholders (health
system leaders and providers) who engage with implementa-
tion teams.
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