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• Positionality/Disclosure

• Implementation Science
– Definitions, resources, and select tools we use in our work

• Application of Tools: Selected Research
– Implementing alcohol-related care in VA Primary Care  + 

Lessons learned
– Current Application to VA Liver Care: Tailoring an 

implementation intervention for testing

• Questions

Outline



Positionality/Disclosure



Positionality/Disclosure Statement

Implementation Scientist 
and Addictions Health 
Services Researcher: 
Research focused on 

ensuring patients with 
addictive disorders 

receive evidence-based 
treatments equitably

Educator, Mentor, 
and Administrator: 

Added focus on social 
determinants of 

health, anti-racism, 
and disparities

Patient: Living with 
chronic condition 
with regular need 

to navigate a health 
“system”CONFLICT OF INTEREST STATEMENT:

I have no financial or other business conflicts of interest, but I come with biases as a 
result of socialization and life experiences.



Implementation Science



Implementation Science is:
• “The scientific study of methods and strategies that facilitate 

the uptake of evidence-based practice and research into 
regular use by practitioners and policymakers.” –UW Imple Sci

• “The scientific study of methods to promote the systematic 
uptake of research findings and other evidence-based 
practices (EBPs) into routine practice, and, hence, to improve 
the quality and effectiveness of health services.” –Eccles and 
Mittman, Impl Sci, 2006

Implementation Science: Definitions

“Implementation scientists aim to understand barriers 
(what makes it harder to implement) and facilitators (what 
makes it easier to implement), and design and test 
different strategies to scale evidence-based practices, to 
ensure that the promise of scientific discovery is 
realized”—Rinad Beidas, Penn Medicine



Consolidated Framework for Implementation 
Research

Damschroder, Impl Sci



Formative Evaluation as a Tool of 
Implementation Science

“In an action-oriented improvement program, summative data are 
essential but insufficient to meet the needs of implementation/QI 

researchers.. . .

Implementation researchers need to answer critical questions 
about the feasibility of implementation strategies, degree of real-
time implementation, status and potential influence of contextual 

factors, response of participants, and any adaptations necessary to 
achieve optimal change” 



Uses of Formative Evaluation 
in Implementation Science

 Understanding the nature of the local 
implementation setting

 Understanding the experience of those directly 
affected by implementation efforts

Modifying intervention as needed
 Informing future similar implementation efforts

√

√
√

√



“Rapid assessment is defined as intensive team-based qualitative inquiry using 

triangulation, iterative data analysis, and additional data collection to quickly 

develop a preliminary understanding of a situation from the insider’s perspective.”

Raw data (e.g. 
transcript or 
notes from 
meetings)

Coded RAP 
template

Matrix of RAP 
templates

Summary of 
themes & 
learnings

Rapid Assessment/Analysis Process
(RAP)

https://www.hsrd.research.va.gov/for_researchers/cyber_seminars/archives/3846-notes.pdf

https://www.hsrd.research.va.gov/for_researchers/cyber_seminars/archives/3846-notes.pdf


RAP 
Overview: 
Example 

Template + 
MatrixDescriptive summaries of data 

& strong representative 
quotes

Example RAP Matrix

Example RAP Template

RAP Example



RAP Gets The Job Done!



Common IS Study Designs



Questions?



Applications: Select 
Research



Spectrum of Unhealthy Alcohol Use

Unhealthy 
Alcohol Use

Low-level Drinking

Alcohol Use 
Disorder

Drinking above 
Recommended 

Limits*

NIAAA Clinician’s Guide; Saitz, New Eng J Med, 2005; Cohen 2007; Glass JGIM 2016

*< 14 drinks/week or 3/occasion for men; < 7 drinks/week or 3/occasion women



Evidence-Based Care: Unhealthy Alcohol Use

Unhealthy 
Alcohol Use

Low-level Drinking

Alcohol Use 
Disorder

Drinking above 
Recommended 

Limits*

Brief interventions 

Effective Treatment Options
• Behavioral Treatments
• Pharmacotherapy

*< 14 drinks/week or 3/occasion for men; < 7 drinks/week or 3/occasion women
NIAAA Clinician’s Guide; Saitz, New Eng J Med, 2005; Cohen 2007; Glass JGIM 2016



Unhealthy 
Alcohol Use

Low-level Drinking

Alcohol Use 
Disorders

Drinking above 
Recommended 

Limits*

NIAAA Clinician’s Guide; Saitz, New Eng J Med, 2005; Cohen 2007; Glass JGIM 2016

*< 14 drinks/week or 3/occasion for men; < 7 drinks/week or 3/occasion women

These Interventions are Historically Rarely 
Received by Patients Who Need Them

Brief interventions 

Effective Treatment Options
• Behavioral Treatments
• Pharmacotherapy

4.4%

15%

5%



Nilsen et al, Scandinavian J Primary Health Care. 2006.
Johnson et al, J Pub Health, 2010.

Williams et al, Psych Addict Behav, 2011
Anderson, et al, Alcohol Alcohol, 2004

Large study, well-funded by the WHO, described rates of 10% of screen-positive 
patients being offered brief intervention as “high” rates in 2004.

Historically Challenging to Implement



VA Setting: Primed for Implementation

• National electronic health record

• Performance Measures to incentivize quality care
 Performance feedback given to networks quarterly

• Clinical Decision Support (“clinical reminders”)

• Condition-specific research/clinical partnerships (former 
SUD QUERI program) enabled expert input

• Large Health Study—most Veterans with unhealthy 
alcohol use reported not getting needed help

Kizer et al, Ann Rev Pub Health, 2009
Bradley et al, Am J Managed Care. 2006.

VA Offered Prime Opportunity for 
Implementation ~2003/2004



• VA  implemented annual screening for unhealthy alcohol 
use starting in 2004:

– National performance measure incentivized screening
– Self-scoring electronic clinical reminder disseminated nationally to 

prompt and document results of screening with the validated Alcohol 
Use Disorders Identification Test Consumption (AUDIT-C) Questionnaire

• The AUDIT-C clinical reminder was used 1.5 million times 
in its first year

• >90% of all established outpatients have had documented 
screening since 2004
• >30 million screens documented in last 5 years

Bradley and Williams. Principals of Addiction Medicine. 2009. Lapham et al, Medical Care, 2010. Bradley et al, J Gen Intern Med, 2011. 
Bradley et al, Alc Clin Exp Res. 2007

VA’s Iterative Implementation:  
Started with Screening



• Brief intervention implementation took more time 
and was preceded by development and local pilot 
tests of the electronic clinical reminder.

• National Implementation had four phases:
• Medical record review began monitoring follow-up on 

positive screening (2006)
• Performance measure for brief intervention announced 

(2007)
• National dissemination of revised clinical reminder for 

brief intervention (2008)
• Benchmark goal set (2010)

Williams et al JGIM 2010; Williams et al JSAD 2010; 
Lapham et al, Medical Care, 2012 Bradley, Chavez, and Williams, Addiction, 2012

National Implementation of 
Brief Intervention in VA



Lapham et al, Medical Care, 2012
Bradley, Chavez, and Williams, Addiction, 2012
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No Reminder Use Reminder Use

Brief Intervention Documented with the Clinical Reminder

Adjusted odds of screening negative at follow-up: 
1.18, 95% Confidence Interval 1.03 – 1.34 (p=0.013); NNT = 25

28%
(95% CI: 25-31%)

31%
(95% CI: 30-33%)

Williams et al, J Gen Intern Med. 2010

Documented Brief Intervention Associated 
with Reduced Drinking at Follow-up



• Both screening and brief intervention reached high 
rates after announcement of performance 
measures and dissemination of clinical reminders

• Results of an early pilot evaluation of the clinical 
reminder were hopeful regarding the effectiveness 
of brief intervention when offered in practice.

Bradley & Williams, Principles of Addiction Medicine, 2009 Lapham et al, Medical Care, 2012 Bradley, Johnson & Williams, Addiction, 2011 
Williams et al, Psych Addict Behav, 2011 Moyer and Finney, 2010

Summary of VA’s Implementation Successes



Too 
Good to 
Be 
True?



Hawkins et al, Substance Abuse, 2007; Bradley et al, J Gen Intern Med, 2011

Identification of Quality Issues

KEY FINDINGS
• Approximately one-quarter of patients identified as “non-drinkers” in clinical 

screening reported past-year drinking on survey screen.

• 61% of patients who screened positive on surveys screened negative during clinical 
screening.



Identification of Quality Issues

KEY FINDING
• Documented brief intervention was NOT associated with resolution of unhealthy 

alcohol use at follow-up screening in the 6 months following brief intervention 
implementation

Williams et al, Addiction, 2014



Harris et al, Psychiatric Services, 2010 and 2012.  

In 2009 in  the VA, only 4.7% of patients with diagnosed alcohol use disorder 
filled prescriptions for AUD medications

Other Gaps in Care: AUD Pharmacotherapy



Unequal Treatment

Mulia et al 2014; Glass et al DAD 2010; Dobscha et al JSAD 2010; Williams et al ACER 2012, Williams et al ACER 2016; Williams et al DAD 2017; 
Glass et al Soc Pysch Psych Epi, 2017; Lehavot et al DAD 2017; Owens et al DAD, 2018; Williams et al JSAT 2017; Zemore et al JSAD 2017



Receipt of Alcohol-Related Care among PLWH

KEY FINDING
• Among VA patients screening positive for unhealthy alcohol use, PLWH were less 

likely than HIV-uninfected persons to receive brief intervention, specialty 
addictions treatment, and pharmacotherapy for alcohol use disorders

Williams et al DAD 2017



Similar Lower Access to Care for Other Groups

Williams et al DAD 2017

• Racial/Ethnic Minorities
• Persons with Hepatitis C
• Persons Living in Rural Areas
• Women



Qualitative Data:
Barriers to High-Quality Alcohol-Related Care



Three Qualitative Studies Identified Barriers

Williams et al, J Gen Intern Med, 2015; Williams et al JSAT, 2015; VA QUERI RRP 12-268 and CDA 12-281 (Williams PI); Williams et al JSAT 2016



Three Qualitative Studies: Overview

Study #1: 
Understanding factors 
underlying quality 
issues in screening
•Observational 

ethnographic study  
at 9 primary care 
clinics. 
 Observed staff 

conducting alcohol 
screening 72 times

Study #2: 
Understanding 
perspective of the 
frontline post-
implementation 
•Qualitative interview 

study with staff, 
providers, and 
administrators at 5 
additional clinics.
Interviewed 34 

participants

Study #3: 
Understanding 
barriers to provision 
of AUD 
pharmacotherapy 
•Qualitative 

interview study 
with providers at 5 
original clinics.
Interviewed 24 

providers

Williams et al, J Gen Intern Med, 2015; Williams et al JSAT, 2015; VA QUERI RRP 12-268 and CDA 12-281 (Williams PI); Williams et al JSAT 2016

All analyzed with both inductive and deductive methods as 
guided by the broad domains of the Consolidated 
Framework for Implementation Research (CFIR)



Barriers Across CFIR Domains

Williams et al, J Subst Abuse Treat, 2015

PROCESS OF 
IMPLEMENTATION 

INDIVIDUAL 
CHARACTERISTICS

OUTER 
SETTING

INNER
SETTING



Barriers Across CFIR Domains

Williams et al, J Subst Abuse Treat, 2015

PROCESS OF 
IMPLEMENTATION 

INDIVIDUAL 
CHARACTERISTICS

OUTER 
SETTING

INNER
SETTING• Pervasive culture of addiction-related stigma

• Historical separation of addiction treatment from medicine
• Treatment availability (perceived and actual)

• Worry that alcohol screening program would create 
demand for scare resources

OUTER & INNER SETTING 

“We don’t need anybody to drum up 
business for that program, I mean 

they can hardly keep up.”

“I feel like I’m turning folks away and 
I can’t really help them.”



Barriers Across CFIR Domains

Williams et al, J Subst Abuse Treat, 2015; Williams et al, JGIM, 2018

PROCESS OF 
IMPLEMENTATION 

INDIVIDUAL 
CHARACTERISTICS

OUTER 
SETTING

INNER
SETTING• Clinical reminders “Just Showed Up”

• No standardized training offered on the ground for 
screening or brief intervention.

• Providers did not know key information regarding 
prescribing pharmacotherapy

PROCESS OF IMPLEMENTATION

“It [the reminders] just showed up as 
another thing to click.”

“We don’t get trained to do this in 
either alcohol or tobacco or pretty 
much any substance use, we just 

don’t get trained.”

“If I’ve never prescribed it, it’s not in 
my scope of practice, then I don’t 

know what to tell them to look out 
for.”



Barriers Across CFIR Domains

Williams et al, J Subst Abuse Treat, 2015; Williams et al, JGIM, 2018

PROCESS OF 
IMPLEMENTATION 

INDIVIDUAL 
CHARACTERISTICS

OUTER 
SETTING

INNER
SETTING• Discomfort

 Staff expressed discomfort conducting alcohol 
screening

 Staff and providers anticipated patient discomfort and 
worked to ameliorate it.

INDIVIDUAL CHARACTERISTICS

“We don’t do verbatim screening 
because it feels too direct.  We each 

have our own style as that feels 
kinder and gentler.  . .We like to ‘file 

down the rough edges.”““the dance is to try and have a 
person feel comfortable enough 

where they can disclose.”.”



Barriers Across CFIR Domains

Williams et al, J Subst Abuse Treat, 2015; Williams et al, JGIM, 2018

PROCESS OF 
IMPLEMENTATION 

INDIVIDUAL 
CHARACTERISTICS

OUTER 
SETTING

INNER
SETTING• Beliefs

• Misunderstanding the preventive agenda
 Perceived screening instrument to be too sensitive
 Focused on identifying most severe condition—

AUD
 Believed referral to specialty addictions treatment 

was needed for all patients who screen positive

• Belief that medications have to be offered in 
conjunction with specialty addictions treatment

INDIVIDUAL CHARACTERISTICS

“If we really think they’ve got a problem, and 
we think they need help overcoming it, as 
most people drinking to excess do, then it 
would be lovely if I could say ‘I’m going to 

make an appointment for you in this 
substance abuse treatment clinic’”—

“Do I think you can start somebody on 
naltrexone and then pat them on the back 

and then send them on their way? No I 
don’t.  … my impression is, if this is where 
it stops we’re not going to be successful.”



Barriers Across CFIR Domains

Williams et al, J Subst Abuse Treat, 2015; Williams et al, JGIM, 2018

PROCESS OF 
IMPLEMENTATION 

INDIVIDUAL 
CHARACTERISTICS

OUTER 
SETTING

INNER
SETTING• Attitudes / Expressions of societally-driven biases

• Lack of Optimism
• Multiple expressions of stigma:

 Perceptions of character flaw (e.g., untrustworthiness, 
aggression)

 Social Distancing (e.g., someone else should treat this condition)
 Perceptions of control of and culpability for disease
 Labelling language (e.g., alcoholics)

INDIVIDUAL CHARACTERISTICS

“I guess the most disappointing thing is…you don’t feel 
remotely confident that anything is going to become of it [a 

referral to specialty care]”.”“Many alcoholics are not particularly interested in it anyway, 
but if they are interested in it and there isn’t any excuse not to 
do it, there’s a lot of easy ways for them to say, ‘oh just I can’t 

do it..”“Telling someone that you may have a genetic predisposition 
to this issue is, what’s the word, kind of. . .it doesn’t excuse 

them from their choices and their behavior.”



Also Several Facilitators Identified

Williams et al, JGIM 2012; Williams et al, J Subst Abuse Treat, 2015; Williams et al JGIM, 2018 

PROCESS OF 
IMPLEMENTATION 

INDIVIDUAL 
CHARACTERISTICS

OUTER 
SETTING

INNER
SETTINGOuter/Inner Setting

• Support from VA and local clinical leadership

Process of Implementation
• Training and information 
• Reframing goals and purposes 

 e.g., reframing medications as a potential “foot in the door”
• Sharing success Stories

Individual Characteristics
• Beliefs in importance of addressing alcohol use
• Belief that providing AUD treatment in PC might catalyze 

change while reducing stigma and other barriers to care

FACILITATORS



• Despite successes in provision of alcohol-related care in 
VA:
o Quality issues and continued gaps in care exist

• Factors Underlying Gaps Appeared to Reflect:
o Lack of Training
o Discomfort
o Misunderstanding the preventive agenda
o Lack of optimism
o Beliefs
o Alcohol-related Stigma (cultural and individual-level)

May be heightened for people with multiple marginalized identities

o Identification of key facilitators offered opportunity to 
build and improve

Summary: Implementation of Alcohol-Related 
Care in VA

Individuals



So, We Are Now Building on These Learnings



Practice Facilitation: a process of interactive problem solving and 
support that occurs in a context of a recognized need for 
improvement and a supportive interpersonal relationship.  

Internal and External facilitators: Apply multiple discrete
implementation strategies with both flexibility and strong 
interpersonal skills 

Bobb IJERPH 2017; Glass Implementation Science 2018; VA Health Services Research 
& Development IIR-17-120, VA National Center for Patient Safety, Seattle PSCI

PRACTICE FACILITATION: 
An Evidence-Based Implementation Strategy 



Practice Facilitation: a process of interactive problem solving and 
support that occurs in a context of a recognized need for 
improvement and a supportive interpersonal relationship.  

Internal and External facilitators: Apply multiple discrete
implementation strategies with both flexibility and strong 
interpersonal skills 

Bobb IJERPH 2017; Glass Implementation Science 2018; VA Health Services Research 
& Development IIR-17-120, VA National Center for Patient Safety, Seattle PSCI

PRACTICE FACILITATION: 
An Evidence-Based Implementation Strategy 

Employing humble inquiry to link and align ourselves with 
and train interested clinical staff to create an environment 

of collaboration toward shared goals.



TESTING INTERNAL AND EXTERNAL 
FACILITATION IMPLEMENTATION STRATEGIES

Facilitation: a process of interactive problem solving and support that 
occurs in a context of a recognized need for improvement and a supportive 
interpersonal relationship.  

Internal and External facilitators: Apply multiple discrete implementation
strategies with both flexibility and strong interpersonal skills 

SPARC 
(Bradley):

• Alcohol
• 25 PC clinics 
• KP WA

SUPPORT 
(Williams, 
Hawkins):

• Opioids
• VA PC

VA Liver Clinics 
(Williams):

• Alcohol
• 4 VA Liver Clinics
• Western U.S.

Bachrach 
CDA 

(Bachrach):
• Alcohol
• 1 VA PC clinic

Bobb IJERPH 2017; Glass Implementation Science 2018; VA Health Services Research & Development IIR-17-120, VA 
National Center for Patient Safety, Seattle PSCI; NIMH U01 Collaborating to Heal Addiction and Mental Health 



TESTING INTERNAL AND EXTERNAL 
FACILITATION IMPLEMENTATION STRATEGIES

Facilitation: a process of interactive problem solving and support that 
occurs in a context of a recognized need for improvement and a supportive 
interpersonal relationship.  

Internal and External facilitators: Apply multiple discrete implementation
strategies with both flexibility and strong interpersonal skills 

SPARC 
(Bradley):

• Alcohol
• 25 PC clinics 
• KP WA

SUPPORT 
(Williams, 
Hawkins):

• Opioids
• VA PC

VA Liver Clinics 
(Williams):

• Alcohol
• 4 VA Liver Clinics
• Western U.S.

Bachrach 
CDA 

(Bachrach):
• Alcohol
• 1 VA PC clinic

Bobb IJERPH 2017; Glass Implementation Science 2018; VA Health Services Research & Development IIR-17-120, VA 
National Center for Patient Safety, Seattle PSCI; NIMH U01 Collaborating to Heal Addiction and Mental Health 



Unhealthy 
Alcohol Use

Low-level Drinking

Alcohol Use 
Disorder

Drinking above 
Recommended 

Limits*

NIAAA Clinician’s Guide; Saitz, New Eng J Med, 2005; Younossi ZM et al. Aliment Pharm Ther 2013; Singal AK et al. J Clin Gastro 2007; 
Campbell JV et al. Drug Alcohol Depend 2006; 

*< 14 drinks/week or 3/occasion for men; < 7 drinks/week or 3/occasion women

Liver Injury
• Fatty liver
• Cirrhosis
• Hepatitis 
• Fibrosis
• Liver CancerProviding alcohol-related services at the time 

of liver care could help optimize liver health

ALCOHOL USE AND LIVER HEALTH



HCV ELIMINATION AS A CATALYST



“Ongoing substance use. . .should not be an 
automatic exclusion criterion for HCV 

treatment.  There are no published data 
supporting. . .that these patients are less 
likely to achieve SVR with HCV treatment.

HCV ELIMINATION AS A CATALYST



Implementation work to increase access to 
evidence-based alcohol-related care

OPPORTUNITY FOR IMPROVEMENT



Tailoring an implementation 
Intervention to implement 
alcohol-related care in liver 

health clinics

PHASE 1
Implementing and Evaluating 

the implementation 
intervention: implementation 

and clinical outcomes

PHASE 2

2 PHASE HYBRID TYPE III STUDY

Used qualitative interviews with key stakeholders at 
4 VA liver clinics and RAP to tailor a practice 
facilitation intervention

2-PHASE HYBRID TYPE III STUDY



Practice 
Coach

Clinical
Teams

Clinical expertise, 
culture, priorities

Practice improvement 
skills & resources

PLANNED PRACTICE FACILITATION



Practice 
Coach

Liver Clinic 
Teams

Practice Coach
• Content training and support in developing 

systems for communication and workflow
• Local implementation team/champion 
• 3 Hour Design Events
• Ongoing support via monthly teleconferences 
• Patient Educational Materials

Informatics Tools
• Order set for Rx
• Consultation Menu

Performance Feedback
• Monitoring and data feedback of 

screening, brief intervention, and AUD Rx

PLANNED PRACTICE FACILITATION



Site 2
n=12

Site 3
n=8

Site 4
n=13

Site 1
n=14

47 
interviews

STAKEHOLDER INTERVIEWS



OUTER 
SETTING

INNER
SETTING

INDIVIDUAL 
CHARACTERISTICS

FACILITATORS AND BARRIERS



OUTER 
SETTING

INNER
SETTING

INDIVIDUAL 
CHARACTERISTICS

• VA’s HCV elimination effort and related treatment 
guidelines were generally viewed positively and served as 
facilitators, but also created some challenges (e.g., some 
providers not aware of new guidelines and some still 
concerned about treatment adherence with alcohol use).

OUTER SETTING 

FACILITATORS AND BARRIERS



OUTER 
SETTING

INNER
SETTING

INDIVIDUAL 
CHARACTERISTICS

Facilitators
• Leadership support
• Foundational knowledge and experience

• Both alcohol use & quality improvement efforts

Barriers

• No standard approach to alcohol screening

• Logistical challenges (time, space)

• Staffing challenges and wants (e.g., belief/want for care 
offered by behavioral health) 

INNER SETTING 

FACILITATORS AND BARRIERS



OUTER 
SETTING

INNER
SETTING

INDIVIDUAL 
CHARACTERISTICS

• Variability in belief in importance of addressing alcohol use 
within liver clinics (Some strong advocates, some resisters)

• Variability in interest in, knowledge of, and comfort with 
addressing unhealthy alcohol use (Need/wants for 
training!)

INDIVIDUAL CHARACTERISTICS

FACILITATORS AND BARRIERS



Practice 
Coach

Liver Clinic 
Teams

Informatics Tools
• Order set for Rx
• Consultation Menu

Performance Feedback
• Monitoring and data feedback of screening, 

brief intervention, and AUD Rx

Practice Coach
• Content training and support in developing 

systems for communication and workflow
• Local implementation team/champion 
• 3 hour design events
• Ongoing support via monthly teleconferences 
• Patient Educational Materials

PLANNED PRACTICE FACILITATION



SITE 1 SITE 2

SITE 3 SITE 4

SITES DIFFER IN:
• Structure and size
• Staffing models
• Availability of onsite mental health resources
• QI History 
• Communication mechanisms 
• Influential people
• Etc. . .

KEY SITE-LEVEL VARIATION



Practice 
Coach

Liver Clinic
Teams

EHR Tools
• Standard screening tool 
• Order set for Rx

Performance Feedback
• Screening, brief intervention, AUD Rx
• Prevalence of unhealthy alcohol use
• Liver Outcomes

Facilitation
• Content training 
• Patient education materials
• Monthly meetings
• Information re: treatment resources
• Engagement of key advocates
• Support in developing systems for 

communication and workflow

TAILORED PRACTICE FACILITATION



Practice 
Coach

Hepatology 
Teams

EHR Tools
• Standard screening tool 
• Order set for Rx

Performance Feedback
• Screening, brief intervention, AUD Rx
• Prevalence of unhealthy alcohol use
• Liver Outcomes

Facilitation
• Content training 
• Patient education materials
• Monthly meetings
• Information re: treatment resources
• Engagement of key advocates
• Support in developing systems for 

communication and workflow

TAILORED PRACTICE FACILITATION



Practice 
Coach

Hepatology 
Teams

EHR Tools
• Standard screening tool 
• Order set for Rx

Performance Feedback
• Screening, brief intervention, AUD Rx
• Prevalence of unhealthy alcohol use
• Liver Outcomes

Facilitation
• Content training 
• Patient education materials
• Monthly meetings
• Information re: treatment resources
• Engagement of key advocates
• Support in developing systems for 

communication and workflow

TAILORED PRACTICE FACILITATION



TAILORED ACCORDING TO SITES

SITE 1 SITE 2

SITE 3 SITE 4

Example 1. 
Site 3 had no regular team 

meetings, but they regularly 
attend other meetings 
need to incorporate our 

content into these

Example 2. 
Sites 3 and 4 have strong 

fellowship training programs; 
fellows provide all the patient 
care with supervision  need 

to train fellows and 
attendings

TAILORED ACCORDING TO SITES



WHERE WE ARE NOW

• Feedback from semi-structured interviews with 
clinical stakeholders at 4 VA liver clinics was 
useful for refining a practice facilitation 
implementation intervention when analyzed 
rapidly using RAP!!

• Currently testing the revised intervention which:
Capitalizes on key facilitators: strong context for change, 

leadership support, foundations in both alcohol use and 
QI, and key advocates for the importance. 

Addresses key barriers: particularly re: knowledge, skills, 
attitudes, and role changes.

WHERE WE ARE NOW



ONE FINAL NOTE ON PRACTICE FACILITATION



• We work with clinics to integrate evidence-based care for 
unhealthy alcohol use (and other substance use—particularly opioids) 
using implementation science principles and strategies
– We’ve seen big successes + learned to address challenges!

• Our research is generally mixed methods, which is key to 
iterative adaptation of implementation efforts
– You saw some of this in our refining of the liver clinic 

intervention, but I have more examples if you want to know

• Our efforts have helped get alcohol SBI (and 
pharmacotherapy) on the VA’s primary care and liver 
agendas:
– CFIR, formative evaluation, and RAP = key

BIRD’S EYE VIEW SUMMARY



OTHER RELATED WORK

Implementing Medications for OUD
 Patient Safety Center

 VA Primary Care
 Internal Facilitation
 Evaluation Submitted for Publication

 CHAMP—NIMH HEAL Study
 12 Primary Care Clinics Nationally
 External Practice Faciltiation
 Recent pub on OUD screening (Austin 

et al JGIM)

Addressing Inequity
 New NIDA R01 (Chen/Williams

 Mixed methods
 Guided by Critical Race Theory

 Operationally-partnered VA research
 Led by Jess Chen/Rachel Bachrach
 Qualitative inquiry to understand high 

and low performing sites on AUD 
pharm and MOUD



Questions?



UNSOLICITED WORDS OF WISDOM



THANK YOU
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