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Abstract

There is a critical need to improve linkage to alcohol care for veterans in primary care with hazardous drinking and PTSD
and/or depression symptoms (A-MH). We adapted an alcohol care linkage intervention, “Connect to Care” (C2C), for this
population. We conducted separate focus groups with veterans with A-MH, providers, and policy leaders. Feedback centered
on how psychologists and other providers can optimally inform veterans about their care options and alcohol use, and how
to ensure C2C is accessible. Participants reported that veterans with A-MH may not view alcohol use as their primary con-
cern but rather as a symptom of a potential co-occurring mental health condition. Veterans have difficulty identifying and
accessing existing alcohol care options within the Veterans Health Administration. C2C was modified to facilitate alcohol
care linkage for this population specific to their locality, provide concrete support and education, and offer care options to

preserve privacy.
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Introduction

Hazardous alcohol use, referring to drinking above low-
risk limits to meeting diagnostic criteria for an alcohol use
disorder (AUD) (Saitz, 2005), is relatively common among
US military veterans presenting to primary care. In the
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US, about 10% of veterans presenting to a Veterans Health
Administration (VHA) primary care clinic screen positive
for hazardous drinking (HD) with higher rates (23%) among
younger veterans (Grossbard et al., 2017). Further, rates of
HD among veterans in primary care are likely higher given
known challenges to alcohol screening in this setting (Wil-
liams et al., 2015). Among veterans, HD is associated with
high rates of comorbid mental health disorders including
PTSD (25%) and depression (38%) (Trivedi et al., 2015). For
example, veterans with an AUD are four times more likely
to meet diagnostic criteria for PTSD or depression than vet-
erans without an AUD (Seal et al., 2011). Veterans with
HD and co-occurring PTSD and/or depression symptoms
(shortened here as A-MH, for alcohol-mental health) report
more anger, marital and legal problems, poorer quality of
life and alcohol treatment outcomes, more suicide attempts,
and greater risk of death than veterans with HD but with-
out these co-occurring mental health conditions (Fontana
& Rosenheck, 2010; Rosen et al., 2008; Sayer et al., 2010).

The high occurrence of A-MH among veterans is particu-
larly concerning given that alcohol use can worsen symp-
toms of both PTSD and depression (Boden & Fergusson,
2011; U.S. Department of Veterans Affairs, 2018). However,
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treating HD can help alleviate symptoms of both conditions
(Bahorik et al., 2016; Foa et al., 2013). Unfortunately, many
primary care patients with HD, PTSD and/or depression,
including veterans, do not initiate or engage with alcohol-
related care (Frost et al., 2020; Papini et al., 2022). In a large
national study of 1,172,606 positive screens documenting
HD, representing 830,825 veteran patients, only 127,259
(10.9%) received specialty addiction treatment within one
year following alcohol screening (Frost et al., 2020). These
findings suggest that primary care visits are an important
point in care to introduce alcohol treatment to veterans with
A-MH to improve their outcomes (Mintz et al., 2021). Fur-
ther, there is a critical need for co-located mental health
providers, such as psychologists or social workers, to help
facilitate linkage to alcohol care for veterans with A-MH to
improve their alcohol care initiation and engagement, as well
as reduce alcohol use and mental health symptoms.
Strengths-based linkage interventions are effective at
linking persons with substance use disorders (SUDs), some
with co-occurring mental health symptoms, to care (Rapp
et al., 2008; Strathdee et al., 2006). These interventions
generally consist of four components delivered by a Care
Coach: (a) identifying and leveraging patient strengths to
facilitate care initiation, (b) collaborative decision-making
using a menu of care options, (c¢) identifying and resolving
barriers to care initiation, and (d) monitoring and facilitat-
ing progress toward care initiation through such activities as
identifying barriers and solutions and revisiting care options
when needed (Rapp et al., 2014). A Care Coach is someone
experienced in providing care for persons with a substance
use disorders including AUD. A Care Coach could include
a psychologist, social worker, nurse, and peer recovery sup-
port specialist. In a study of adult civilians with substance
use problems presenting to a centralized intake unit, many
of whom also reported co-occurring mental health symp-
toms, those randomized to receive up to 5 sessions of a
strengths-based linkage intervention had higher rates (55%)
of linkage to care (early intervention, outpatient, residen-
tial, or medically managed inpatient) than patients receiv-
ing motivational interviewing (MI, 45%) or standard referral
(recommendation for treatment and the phone number for a
treatment center, 39%) (Rapp et al., 2008). Similarly, in a
study of injection drug users, over one-half with co-occur-
ring depression referred to a medication-based treatment
program, those receiving a strengths-based linkage interven-
tion were more likely to link to care (40%) than those receiv-
ing passive referral (26%; care voucher with date and time of
appointment) (Strathdee et al., 2006). In addition, two meta-
analyses show that strengths-based linkage interventions for
patients with SUDs are associated with reduced need for
inpatient services, greater retention in treatment, improved
quality of life, and greater satisfaction with the treatment
process (Rapp et al., 2014; Vanderplasschen et al., 2007).
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The present study drew on this literature on the effec-
tiveness of strengths-based linkage interventions and docu-
mented low rates of alcohol care following alcohol screen-
ing among veterans (Frost et al., 2020). It sought to adapt a
strengths-based linkage intervention (Connect to Care, C2C)
that incorporates patient strengths, collaborative care deci-
sion-making, identifying and resolving barriers to care ini-
tiation, and monitoring (Academy for Educational Develop-
ment Center on AIDS Community Health (COACH) (n.d.)).
The adaptation, intended for use among veterans presenting
to VHA primary care with A-MH, is a first step toward eval-
uating C2C’s effectiveness with this patient population and
studying its implementation potential in VHA primary care.
Although strengths-based linkage interventions are effective
for civilians with a SUD, they have yet to be implemented in
VHA primary care and utilized among veterans with A-MH.

It is well established that adapting interventions for new
patient populations and care settings improves intervention
acceptability among the target patient population, feasibility
of delivery in the target care setting, and the intervention’s
effectiveness (O'Donnell et al., 2022). Adapting behavio-
ral interventions, found to be effective among civilians, to
US military veterans is critical to promoting their initial
uptake and sustained use among veterans and VHA provid-
ers (McCarthy et al., 2021). Research shows that conduct-
ing focus groups with key stakeholders (e.g., individuals
from the target population, decision-makers), that includes
presenting the main components of an intervention and
obtaining feedback, can help identify intervention needs and
preferences such as when and where to deliver an interven-
tion (Ayala & Elder, 2011). Further, presenting the basic
functionality of behavioral interventions to focus groups of
key stakeholders is useful for informing the design, content,
acceptability, relevance, and barriers to implementation
(Laidlaw et al., 2017). We have found, in our own research,
that presenting the basic elements of a behavioral interven-
tion to separate focus groups consisting of primary care
patients and decision-makers can lead to improvements in
the intervention’s “look and feel,” content modifications, and
a better understanding of factors that affect the intervention’s
uptake in the “real world” (Cucciare et al., 2022). However,
an important gap in the existing literature remains which is
how to optimally design and implement a behavioral inter-
vention to improve linkage to alcohol care for veterans with
A-MH. Thus, as suggested by the Institute of Healthcare
Improvements Going to Scale Framework (Barker et al.,
2015), in the present study, we aimed to identify necessary
modifications to C2C to improve its contextual fit for the
primary care setting while maintaining core intervention
components contributing to C2C’s effectiveness among
civilians with SUDs.

In this study, we used a qualitative approach to adapt C2C
for use among veterans with A-MH. We used elements of



Journal of Clinical Psychology in Medical Settings (2024) 31:417-431

419

the Analysis, Design, Development, Implementation, and
Evaluation (ADDIE) framework to guide the adaptation of
C2C to the target population. The approach included con-
ducting separate focus groups with three stakeholder types:
VHA-enrolled veterans screening positive in primary care
for A-MH, VHA primary care providers, and national policy
leaders with expertise in primary care-mental health integra-
tion and in the treatment of SUDs. We present the qualitative
findings obtained from the focus group discussions, includ-
ing emergent themes representing participants’ opinions
about veterans’ health priorities and the perceived usefulness
of C2C with the target patient population. We also present
participants’ feedback on and recommendations for adapt-
ing the C2C intervention protocol and alcohol care menu
to veterans with A-MH and for delivery by a mental health
provider, such as a psychologist, in the primary care setting.
We further provide example images from the alcohol care
menu to highlight some key adaptations to the C2C protocol
for this population and health care setting. This study is a
first step toward evaluating and implementing C2C in VHA
primary care to improve alcohol care linkage and outcomes
for this high-need population of US military veterans.

Methods
Study Design

We conducted separate focus groups with three stakeholder
types between January and November 2022 to adapt C2C
to veterans with A-MH and for the VHA primary care set-
ting. Participants were veterans with A-MH, VHA primary
care providers (physicians, social workers, and psycholo-
gists), and national policy leaders. The study was approved
by the VA Central Institutional Review Board (protocol
#1,641,659) and the Research and Development Commit-
tees at the two study sites: Central Arkansas Veterans Health
Care System and the Veterans Affairs Palo Alto Health Care
System. The Standards for Reporting Qualitative Research
were used to guide the reporting of study results (O’Brien
et al., 2014).

Connect to Care

Connect to Care is an evidence-based practice that leverages
telephone and video technology, which was utilized heav-
ily during and since the COVID pandemic, to help support
individuals with a substance use problem initiate and sustain
SUD treatment (see Table 1; Cucciare et al., 2023). It is a
strengths-based approach, not yet evaluated with veterans,
that includes four components (e.g., collaborative decision-
making, monitoring) delivered by a Care Coach. In the con-
text of C2C, a Care Coach is someone who is experienced

in caring for and providing treatment to individuals with
a SUD including AUD. Care Coaches can include a range
of provider types including psychologists, master’s level
social workers and mental health counselors, nurses, and
peer recovery specialists. Connect to Care can include up to
5 (30-60 min) sessions with a Care Coach conducted over
the phone, virtually or in person. The 5 sessions occur over
a 7-week period with the first 3 sessions occurring 1 week
apart. Session 4 occurs two weeks after session 3 and ses-
sion 5 occurs two weeks after session 4. The core elements
of C2C are to assess and leverage patient strengths to help
people connect to care, introduce a menu of evidence-
based alcohol care options, identify the person’s care goals,
and help them develop a plan, and helping coordinate and
link the person to care by advocating on their behalf, and
facilitating (e.g., helping with phone calls to providers or
programs) care initiation and problem-solving challenges
to care linkage.

Conceptual Model Guiding the Adaptation of C2C

The adaptation of C2C was guided by the ADDIE frame-
work (Kemp et al., 1998). Analysis refers to sharing with
stakeholders the goals of C2C such as improving initiation
of and engagement with alcohol care to benefit outcomes
and identifying care needs within the context of the primary
care setting and patient population (veterans with A-MH).
The Analysis phase included providing an overview of the
C2C protocol during each focus group with a description
of its main components, session content, and objectives
(Table 1). A draft of the alcohol care menu describing evi-
dence-based alcohol care options including medications for
AUD, e-health, mutual-help groups, and counseling was also
provided to focus group participants in this phase. Design
refers to adapting the C2C protocol based on information
gathered during the Analysis phase. The Design phase
involved documenting and organizing focus group feedback
on C2C, including suggested modifications, and arriving at
a consensus (via the study team) on which modifications to
implement in the next version of the intervention. The pro-
cess of arriving at a consensus among study team members
on which modifications to implement was guided by, for
example, resource and time constraints and a desire to main-
tain the integrity of the intervention (ADDIE Model, 2018).
Development is the process of producing a final version of
C2C (being tested in a current pilot randomized controlled
trial, RCT) based on feedback from participants and modifi-
cations agreed upon during the Design phase. Implementa-
tion refers to putting the adapted C2C protocol into action,
e.g.,, implementing the adapted version of C2C in primary
care, including training the Care Coach to deliver C2C in
the current pilot RCT and later in a planned larger RCT.
The Evaluation phase consists of a formative evaluation to

@ Springer



420

Journal of Clinical Psychology in Medical Settings (2024) 31:417-431

Table 1 Description of the C2C protocol (main components of each session) presented to focus groups

Session 1
Provide an overview of C2C and its purpose
Develop rapport with patient to facilitate alcohol care decisions

Introduce the importance of personal strengths, skills and abilities and how they relate to staying healthy and connecting to alcohol care

Session 2

Formally assess personal strengths and how they can help facility care linkage

Introduce the alcohol care menu and educate patient on evidence-based alcohol care options

Assess readiness to link to an alcohol care option

Assess preferences for alcohol care and support linkage (e.g., offer to help make an appointment or find a mutual-help group) to chosen option

Discuss the pros and cons to alcohol care linkage with persons ambivalent about pursuing a care option

Session 3
Assess any alcohol care linkage

Discuss how personal strengths (e.g., persistence, being organized, caring about one’s health) could be used to help support care linkage

Identify barriers to care seeking and engage in collaborative problem-solving to address barriers

Revisit discussion of care options and preferences as needed
Session 4

Monitor patient progress toward linkage to alcohol care

Assess barriers to care linkage and problem-solve solutions

Help facilitate linkage to care, when requested

If needed, revisit alcohol care menu to discuss care options
Session 5

Continue to monitor progress toward linkage to alcohol care

Continue to offer help identifying barriers to care linkage and problem-solving solutions

Continue to offer help connecting to care, when requested
If needed, revisit alcohol care menu to discuss care options

obtain feedback from participants, at the end of the pilot
RCT, on C2C to optimize its acceptability, effectiveness,
and implementation potential (ADDIE Model, 2018). This
includes conducting qualitative interviews with study par-
ticipants, after they have used C2C, to obtain their feedback
on how to further improve the intervention’s effectiveness
and to identify barriers and facilitators for implementation.
For this study, we used the Analysis, Design, and Develop-
ment phases of ADDIE to guide our qualitative approach to
adapting C2C for this patient population and care setting.

Participants and Recruitment

We recruited veterans (n=19) screening positive for A-MH
in the past 12-months in VHA primary care, providers
(n=17; primary care physicians, social workers, and psy-
chologists in integrated primary care-mental health), and
national policy leaders (n=8) to participate in separate focus
groups. The sample size for each group was determined
using recommendations for the number of interviews needed
to obtain theoretical saturation, which is the point at which
no new insights emerge from additional interviews (Guest
et al., 2006; Hennink et al., 2017).

@ Springer

To recruit veterans, we used the VHA Corporate Data
Warehouse (CDW; a national database housing clinical,
administrative, and financial information) to identify poten-
tially eligible veterans seen, and screening positive for
A-MH, in primary care at each of the two sites. Veterans
with A-MH had (1) an Alcohol Use Disorders Identifica-
tion Test-consumption items (AUDIT-C) score of > 5 (used
by VHA to indicate hazardous drinking) and (2) a positive
screen for PTSD and/or depression, i.e., Primary Care PTSD
Screen for DSM-V (PC-PTSD-5) score of >3 (Prins et al.,
2016) and/or Patient Health Questionnaire-2 (PHQ-2) score
of >3 (Kroenke et al., 2003) in a VHA primary care visit
within the past year.

Veterans identified in the CDW were invited to participate
in the study. Specifically, we randomly selected a subsample
of eligible patients from the CDW dataset to mail a study
packet that included an invitation letter, an informed consent
document, and notification that we would contact them by
telephone 10 days following the mailing (unless they replied
with an opt-out letter provided or phone call). The study
was presented to potential participants as research to learn
more about VHA and community resources to improve their
health. Study staff explained to potential participants that
during a recent health care visit they answered questions
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about their alcohol use in a way that indicated possible dif-
ficulties around drinking. Research assistants confirmed
eligibility of interested patients by re-administering screens
(AUDIT-C, PHQ-2, PC-PTSD-5) to determine whether
patients continued to meet screening criteria for A-MH.
Research assistants answered any questions about study par-
ticipation and obtained informed consent from interested
and eligible patients. Veterans were compensated ($30) for
participation in the focus group.

To recruit providers, at each site, project staff emailed
providers to briefly explain the project’s purpose and invite
them to contact the study team to participate. Emails were
followed with a phone call to answer questions, obtain
informed consent, and schedule the focus group by tele-
video. We used the same procedures to recruit VHA national
policy leaders to participate in focus groups. Per VHA regu-
lations, neither providers nor policy leaders were reimbursed
for participating in the study.

Data Collection

Two authors (MC and CT) co-facilitated each focus group by
tele-video using Microsoft Teams. Each focus group lasted
approximately 60 min. Prior to each focus group, partici-
pants were asked to review a handout, elaborated upon by
the facilitators, providing a description of the C2C proto-
col (Table 1). An interview guide was developed for each
focus group and refined by the study’s interprofessional
team. Guided by interview questions (Table 2), the co-
facilitators asked participants about the core components of
C2C, such as which parts may be hard to understand, how to
best inform veterans with A-MH about alcohol care options
using an alcohol care menu, and duration of the intervention
(e.g., whether C2C provides enough monitoring). Additional
interview questions were asked to help ensure that C2C com-
ponents, including the alcohol care menu, are appropriate
for use with veterans with A-MH and that C2C is optimally
accessible to this population.

Data Analysis

Rapid analytic techniques (Hamilon, 2013; Sobo et al.,
2006) were used to produce recommendations for adapt-
ing C2C to the target patient population and care setting.
Rapid analytic techniques are useful and appropriate when
results are needed quickly to inform the implementation
of a behavioral intervention (Nevedal et al., 2021). In
contrast to traditional qualitative analysis, rapid analysis
involves a streamlined process for collecting and analyz-
ing data, and requires fewer resources including money
and time needed to arrive at informative results. Template
analysis, used in the present study, is a common approach
to rapidly analyzing qualitative data (Hamilon, 2013). It

consists of summarizing data collected from focus groups
into templates organized by domains covered by interview
questions.

To complete the analysis, the lead qualitative researcher
(CB) developed a prototype coding template in a Micro-
soft Word document consisting of a priori themes related
to the goals of the study. The coding template consisted of
instances of a particular theme (e.g., feedback on how to
optimize the accessibility and effectiveness of C2C) includ-
ing specific quotes from focus group participants providing
support for a theme (Brooks et al., 2015). The team captured
participants’ feedback and recommendations on the content
and structure of C2C including the alcohol care menu to
help ensure their appropriateness and usefulness for veter-
ans with A-MH and primary care. The team also captured
emergent themes including opinions about veterans’ health
priorities and the perceived usefulness of C2C by creating
an “other” domain to record these observations in the coding
templates. Emergent themes were qualitative data represent-
ing issues raised by focus group participants that were not
identified a priori by the study team as an anticipated area
of importance (Anderson, 2010). For the present study, if an
issue was raised by at least two participants in a stakeholder
group, it was documented as an emergent theme.

To analyze focus group data, two study team members
trained in qualitative research methods (CB and DH) first
listened to example audio-recordings of the focus groups
and discussed their coding decisions with each other and the
co-facilitators (MC and CT) until they reached 100% agree-
ment on their codes. The two coders then systematically
populated the template categories with focus group data.
Content analysis was used to ensure that the full range of
experiences, perspectives, and feedback were included in the
templates (Hsieh & Shannon, 2005). Templates largely con-
sisted of paraphrased content from the discussions reflect-
ing participants’ recommendations, reactions, concerns, and
questions about the C2C protocol. Templates were organ-
ized along each a priori category of feedback that was of
interest in this study. Particularly impactful statements were
transcribed verbatim into the templates separately for each
participant type. Following this initial step, the study team
members synthesized individual templates from each focus
group into one summary template. The co-facilitators (MC
and CT) reviewed the summary template for completeness
and accuracy.

To guide the adaptation of C2C, after each focus group,
the co-facilitators (MC and CT) met with the study team to
review the summary templates that included feedback from
all participants. Recommended adaptations to C2C that were
deemed to be of high priority, such as suggestions made by
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Table 2 Focus group Interview guides for veterans, VHA providers and policy leaders

Veteran interview

‘What thoughts and opinions do you have on how to best approach veterans with A-MH about participating in C2C who are hesitant or not
interested in changing their drinking behavior at this time?

What are your thoughts and opinions about how to introduce the menu of care options to veterans with A-MH? To what extent are these care
options sufficient, feasible, and/or acceptable? Are there any we’re missing? If so, what other options should be included and why? For exam-
ple, are there e-health options that would be helpful to include?

To what extent is the information we provide about each care option listed helpful to veterans with A-MH in making a care decision? Are there
other details about these care options we should include or delete? If so, what are those details? Is there information provided that we should
delete or modify?

What are your thoughts and opinions about how to best help veterans with A-MH identify and overcome barriers to linking to alcohol care?
What is the best way to continue to encourage veterans with A-MH who have decided not to link to care at this time?

What do you feel would be a helpful number of follow-up contacts for the Care Coach to check-in about how things are going? How long
should the check-ins be and what should the content of the meeting(s) consist of?

To what extent do you feel helping to facilitate connection to a chosen alcohol care option would be helpful to the veteran? How could we best
do this for veterans with A-MH? or “How much should we help?

How should we deliver C2C?
VHA provider interview

‘What thoughts and opinions do you have on how to best approach veterans with A-MH about participating in C2C who are hesitant or not
interested in changing their drinking behavior at this time?

What is the best way to offer veterans with A-MH not interested in help at this time to continue to participate in C2C including learning about
how their drinking impacts their physical and mental health, exploring the pros and cons of seeking help, or learning about available care
options?

What are your thoughts and opinions about how to introduce the menu of care options to veterans with A-MH? To what extent are these care
options sufficient, feasible, and/or acceptable? Are there any we’re missing? If so, what other options should be included and why? For exam-
ple, are there e-health options that would be helpful to include?

To what extent is the information we provide about each care option listed helpful to a veteran with A-MH in making a care decision? Are
there other details about these care options we should include/delete? If so, what are those details? Is there information provided that we
should delete or modify?

What are your thoughts and opinions about how to best help veterans with A-MH identify and overcome barriers to linking to alcohol care?
What is the best way to continue to encourage veterans with A-MH who have decided not to link to care at this time?

What do you feel would be a helpful number of follow-up contacts for the Care Coach to check-in about how things are going? How long
should the check-ins be and what should the content of the meeting(s) consist of?

To what extent do you feel helping to facilitate connection to a chosen alcohol care option would be helpful to the veteran? How could we best
do this for veterans with A-MH? or “How much should we help?

VHA policy leader interview

‘What thoughts and opinions do you have on how to best approach veterans with A-MH about participating in C2C who are hesitant or not
interested in changing their drinking behavior at this time?

To what extent are the alcohol care options presented sufficient, feasible, and/or acceptable?

Are there any alcohol care options we’re missing? If so, what other options should be included and why? For example, are there e-health
options that would be helpful to include?

To what extent is the information we provide about each care option listed helpful to a veteran with A-MH in making a care decision?

Are there other details about these care options we should include or delete? If so, what are those details? Is there information provided that we
should delete or modify?

To what extent do you feel helping to facilitate connection to a chosen alcohol care option would be helpful to the veteran? How could we best
do this for veterans with A-MH? or How much should we help?

How should we deliver C2C?

multiple participants and participant types, and considered Results

feasible, such as being within the cost and time parameters

needed to implement the recommendation, were identified A total of 13 Veterans, 7 providers, and 7 policy leaders

and incorporated into a subsequent version of the C2C pro- participated in separate focus groups. Table 3 displays par-

tocol which is summarized below. ticipants’ demographic characteristics. The mean AUDIT-C
score for veterans, all of whom had HD, was 6.8 (SD=1.7).
A score of >4 and >3 on the AUDIT-C indicates hazardous
drinking for men and women, respectively (Bradley et al.,
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Table 3 Demographic characteristics of focus group participants

Veteran (n=13) Demographics %, n

Age M, SD) 43.1 (16.0)

Race 54% (n=17)
White 31% (n=4)
Black 15% (n=2)
Other

Gender 69% (n=9)
Male

AUDIT-C (M, SD) 6.8 (1.7)

PC-PTSD +PHQ-2 positive 38% (n=5)

PC-PTSD positive only 31% (n=4)

PHQ-2 positive only 31% (n=4)
Study Site 31% (n=4)
Palo Alto 69% (n=9)
Little Rock

Provider (n=7) Demographics

Gender 57% (n=4)
Male

Provider Type 29% (n=2)
Physician 57% (n=4)
Psychologist 14% (n=1)
Social Worker

Study Site 57% (n=4)

Palo Alto 43% (n=3)

Little Rock

National Policy Leader (n=7) Demographics

Gender 57% (n=4)
Male

MMean, SD Standard Deviation, PC-PTSD Primary Care Post Trau-
matic Stress Disorder (positive score is 3 or greater), PHQ-2 Patient
Health Questionnaire (positive score is 3 or greater), AUDIT-C Alco-
hol Use Disorders Identification Test-consumption items (positive
score is 5 or greater)

2007). Within VHA primary care, an AUDIT-C score of >5
is used to indicate HD and a need for brief alcohol coun-
seling, for men and women, consisting of recommended
drinking limits and health effects of alcohol use (Cucciare
et al., 2013). Four veterans also screened positive for PTSD
only, 4 screened positive for depression only, and 5 screened
positive for both PTSD and depression. Among primary care
providers, 1 was a social worker, 2 were primary care physi-
cians, and 4 were psychologists. VHA National policy lead-
ers were mostly male.

Emergent Themes Representing Participants’
Opinions about Veterans’ Health Priorities

and the Perceived Usefulness of C2C with the Target
Population and in Primary Care

Three major themes emerged from the qualitative analysis,
which were participants’ opinions that (1) veterans with
A-MH may not necessarily view alcohol as their primary

concern, (2) current VHA primary care does not sufficiently
help veterans link to alcohol care, and (3) C2C may be par-
ticularly beneficial for veterans who are ambivalent about
seeking alcohol care (Table 4).

Emergent Theme 1: Veterans with A-MH may not View
Alcohol Use as their Primary Health Concern

Three veteran participants were concerned that some vet-
eran patients may not view their alcohol use as their primary
problem, e.g., “In a lot of cases that’s [alcohol] not the root
of the problem. If we don’t discuss other options or broader
options... like things that cause the PTSD...their behavior
[drinking] is not going to be addressed” (V10). Moreover,
three veterans emphasized the importance of acknowledging
the impact of mental health symptoms on alcohol use, for
example, “There are underlying issues that’s causing them
to drink. They use alcohol to get away from everything”
(VI11).

Emergent Theme 2: Current VHA Primary Care does
not Facilitate Linkage to Alcohol Care

Three veterans, 2 providers, and 5 policy leaders stated
limitations on how VHA primary care facilitates linkage to
alcohol care for veterans with HD, e.g., “the problem with
the [VHA] system is there’s plenty of chances to fall through
the cracks...” (V16). The same veteran highlighted the chal-
lenge of knowing how to connect to alcohol care within
VHA: “The real problem is not a lack of resources...but lack
of knowledge on how get to them” (V16). One provider also
emphasized this point: “I have a theoretical understanding
of like where I can refer people to [alcohol care]...but what
actually goes on in those services is definitely a mystery
sometimes” (P7).

Policy leaders commented on how C2C might supple-
ment existing efforts in VHA primary care for veterans
with A-MH, e.g., “Providers and some facilities may not
feel like they have the capacity to address SUD” (PL7).
Another stated that, “PCPs are sometimes not comfortable
with sensitive topics like alcohol and thus often ‘drop the
ball’ in respect to having conversations around problematic
drinking (PL6).”

Emergent Theme 3: C2C may be Particularly Helpful
for Veterans Ambivalent Toward Alcohol Care

All providers and policy leaders felt that C2C could be
helpful for veterans with A-MH who are uncertain about
how to get help or in need of additional support to initiate
alcohol care, e.g., C2C “...would be good for veterans
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Table 4 Emergent themes from focus groups and participants’ feedback and recommendations on C2C and the alcohol care menu

Emergent themes

Emergent theme 1-veterans with A-MH may not view alcohol use to be their primary health concern

Emergent theme 2-current VHA primary care does not facilitate linkage to alcohol care

Emergent theme 3-C2C may be particularly helpful for veterans ambivalent toward alcohol care

Feedback and recommendations on C2C

Recommendation 1-how to provide information about alcohol care options

Inform veterans about important aspects of each alcohol care option

The coach should educate and not try to persuade veterans to seek alcohol care

Recommendation 2-educational components and C2C structure

Educate veterans about their screening results and recommended drinking limits

The coach should “walk through” the alcohol care menu with veterans

The coach and length of each session should be flexible depending on the needs of the person

Inform veterans on how treating hazardous drinking can positively impact symptoms of PTSD and depression

Recommendation 3-optimally facilitate alcohol care linkage
Help facilitate an initial appointment or contact with a care option
Identify concrete next steps toward alcohol care linkage
Provide problem-solving to overcome barriers to care linkage

The coach should understand processes for linking to care, including to their primary care medical team, at each study site

Provide continued follow-up and monitoring to support decision-making

Recommendation 4-making C2C accessible to veterans with A-MH
C2C should be offered after hours and on weekends

Veterans should have the choice to access C2C by tele-video or telephone

Feedback and recommendations on the alcohol care menu

Recommendation 1-include statistics on the rates of A-MH among veterans in primary care

Recommendation 2-educate veterans on more private care and help options including mutual-help and e-health options

Recommendation 3-help veterans locate mutual-help meetings

Recommendation 4-educate veterans on non-VA alcohol care options

Recommendation 5-educate veterans about how to obtain medications for AUD

who may benefit from support around alcohol, but maybe
they're not ready yet” (P7). Providers and policy leaders
also discussed the importance of C2C’s focus on patient-
centeredness: “I think it (C2C) kind of hits where our
interventions are lacking, which is sort of engaging the
patient in their own decision making about their treat-
ment” (P4), and, “The emphasis is on meeting veterans
where they are rather than necessarily referrals” (PL7).

Focus Group Feedback on Recommendation
for Adapting the C2C Protocol to Veterans
with A-MH and the Primary Care Setting

Focus group participants’ recommendations on C2C
focused on how to optimally (1) inform patients about their
alcohol care options to facilitate care decision-making,
(2) educate veterans on important aspects of their alcohol
use, (3) facilitate linkage to alcohol care for veterans with
A-MH, and (4) ensure C2C is accessible to this popula-
tion (Table 4).
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Recommendation 1: How to Provide Information
about Alcohol Care Options

Veterans suggested that the Care Coach and alcohol care
menu should educate patients about important aspects of
their alcohol care options without attempting to persuade
them to seek alcohol care (Fig. 1), e.g., “I would be willing
to meet with the coach to get an idea and see how it goes
before I committed to anything beyond that” (V09). Veterans
emphasized that the manner in which the coach provides
education on available options can affect receptivity to the
information provided: “...the biggest thing is the personality
of the coach and being able to talk options, and sort-of not
scare you away” (V03).

Recommendation 2: Educational Components and C2C
Structure

Veterans stated the importance of helping patients under-
stand their primary care screening results and important
aspects of their alcohol care options within the first one or
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Fig. 1 Modified alcohol care -
men with &health options What are the treatment options?
There are four main options.
1. Counseling or psychotherapy
2. Medications
3. Mutual-help groups
4. E-Health alternatives (e.g., mobile apps)
These treatments and help options can be used by themselves or
combined. Forexample, some people might want counseling only.
Other people might want to take medications, go to mutual-help group
meetings, or use a mobile app. Your Care Coach is here to help you
connect to the option(s) you prefer and determine the best approach
for you and your needs.
A brief overview of the four main types of options:
C li Mutual-Hel
B Medications wual-Help e-Health
Psychotherapy Groups
Downloading
z Talking with a Taking Going to and interacting
Basic S 2 - -
Descripti counselor or medications community with a mobile
ERCUFEN therapist regularly meetings app or online
website
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Learn to manage desire to drink, P rtt use and learn
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OW. e and new coping unpleasant S0P qr r.e e alcohol use,
: : drinking
skills symptoms if you and manage
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Up to you, but "
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outcomes
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put a check.

two C2C sessions: “Education about their screening and
care options...all of the vast VA resources and levels of
what you can get is to me very, very important to be able to
have that up front” (V03). Further, veterans pointed out the
importance of the Care Coach adjusting to patients’ level
of motivation to seek care: “The coach is going to have
to be very flexible depending on the veteran...Some people
are going to be motivated...whereas others may need more
motivation and more ideas and more contact” (V09). Veter-
ans also suggested that the length of initial C2C sessions be
flexible to support rapport building and alcohol care deci-
sion-making: “I think 30 min for each session is not enough

time. If you’re going to do 30 min, then some of the content
needs to get split up so they can actually focus versus feeling
rushed through it” (V13).

Providers stated the importance of educating veterans
about low-risk drinking limits, emphasizing that reduc-
ing or abstaining from alcohol use can improve PTSD and
depression symptoms (Fig. 2) and highlighting the impor-
tance of monitoring veterans to facilitate alcohol care link-
age. For example, the Care Coach should educate veterans
on “...recommended drinking limits for men and women
based on like age and gender” (P7), and would “...get a
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Fig.2 Modified education on
the negative effects of alcohol
use on PTSD and depression

Alcohol Use & Your Health

Drinking can have negative effects on a person’s mental and physical
health. For example, risky drinking can worsen symptoms of
posttraumatic stress disorder (PTSD) and depression. Alcohol use can
also lead to other health problems such as high blood pressure, heart
disease, liver disease, and sleep problems (e.g., insomnia, sleep
apnea).

Facts about alcohol use and PTSD:

e Alcohol use and PTSD commonly occur together. About one-third of
Veterans seeking treatment for an alcohol or drug use disorder also
have PTSD.

e Alcohol is often used by Veterans to cope with PTSD symptoms. For
example, people with PTSD might use alcohol to help them sleep, but
alcohol can actually worsen sleep quality, leaving people tired and less
rested.

e Using alcohol can make it harder to cope with stress and trauma
memories.

e Alcohol can make common symptoms of PTSD worse, including feeling
“numb”, cut-off from others, jittery or on guard, irritable, and angry.

e Alcohol use can make PTSD treatment less effective.

Facts about alcohol use and depression:
e About1in 3 people with depression also have an alcohol problem.

e Alcohol use can also make depression worse and increase the
frequency of suicidal thoughts.

e Alcohol can make depression treatment less effective.

Why is reducing alcohol use important fo managing
symptoms of PTSD and Depression? Reducing or stopping alcohol
use can improve symptoms of PTSD and depression and make treatment for
these problems more effective.

lot more traction trying to get someone into treatment or
keep them into treatment if talking about how treating the
substance use will help with the other things...” (P1, P7).
Policy leaders echoed this recommendation: “Leverage a
PTSD or depression diagnosis to engage veterans in care
by emphasizing the negative impacts of drinking on these
conditions...” (PL2, PL6).
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Recommendation 3: How to Optimally Facilitate Alcohol
Care Linkage

Veterans recommended that the Care Coach help patients set
up an initial care appointment (“Give the veteran the option
of having the coach be on the line with them when they
are scheduling appointments”; VO1) and identify concrete
next steps toward care linkage: “If the coach could just nail
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down-what are you going to do between now and next week?
What would you say is your next step?” (V16). Another vet-
eran pointed out the importance of the Care Coach assisting
in linking to care but also encouraging veterans to make their
own decisions: “If a veteran wants to try AA [Alcoholics
Anonymous], help them identify when and where meetings
take place and how they will get there. If a veteran is having
trouble, the coach can help problem solve solutions, but it’s
up to the veteran to make the decision” (V13).

Providers suggested that the Care Coach be aware of dif-
ferences in processes for linking veterans to alcohol care
options at each VA medical facility: “Be well-educated
about each site...and even have points of contact to reach
out to say, ‘Hey is this still what your admissions process
looks like’” (P1)? Another provider stated the importance of
veterans connecting with their primary care medical team to
link to care: “The veteran should know how to connect with
their PACT [Patient Aligned Care Team in primary care],
although some may need guidance” (P4).

Policy leaders highlighted the importance of follow-up
and monitoring progress to facilitate alcohol care linkage:
“Check in with veterans after 2—4 weeks regarding their
decision. Most people are willing to accept a courtesy call
after a few weeks” (PL4).

Recommendation 4: Making C2C Optimally Accessible
to Veterans with A-MH

Policy leaders commented on the importance of the Care
Coach being available at different times: “Make C2C ses-
sions available after hours to reduce work-related barriers”
(PL1). Veterans stated a preference to make C2C available
by both tele-video and telephone: “I would definitely offer
phone when you call them. I would also offer Zoom or Teams
because a lot of people like that” (V16). Another veteran
commented on the flexibility of offering C2C by tele-video,
“Being able to jump on a video call is a lot more convenient
than driving all the way to the clinic” (V09).

Focus Group Feedback on the Alcohol Care Menu

Overall, veterans indicated that the alcohol care menu was
clear and acceptable (Table 4); specifically, the menu “

looks broken down pretty well” (V17), “is pretty straight-
forward” (V09), and “makes sense, it’s logical, it’s easy
to follow, easy to understand, and easy to accept” (VOT).
Veterans recommended that the alcohol care menu include
statistics about the occurrence of A-MH among veterans to
help them open up about their experiences, e.g., “It needs
to be stressed that this is a common occurrence among vet-
erans” (VO1). Veterans suggested that we educate patients

on mutual-help options such as Alcoholics Anonymous
to support a preference for privacy: “A lot of people like
anonymous stuff. Maybe identify which ones provide that
anonymity” (V19).

Policy leaders suggested that we also inform veterans of
alcohol care options that are not located at a VHA medical
facility. “Offer options outside the VHA for veterans who
have had negative experiences with our system (PL2).”
Policy leaders also stressed the importance of inform-
ing veterans about e-health options and including VHA-
developed mobile apps. Providers talked about inform-
ing veterans interested in medications for AUD that their
primary care provider can help them gain access to these
medications. “There will have to be some other framing,
such as ‘check with your PACT to see who could help you
with these’ because I suspect that probably wouldn't be
the primary care provider. Most PACTs would then defer
to the mental health provider” (P6).

Case Summaries from an on Going Clinical Trial
of C2C

We illustrate how C2C was received in practice with two
case summaries from our recently initiated multi-site
pilot clinical trial of C2C. The first patient is a 76-year-
old White male with a positive screen for HD, PTSD,
and depression. He scored a “7” on the readiness ruler
(1 =not ready to link to care to 10 =ready to link to care;
Harris et al., 2008) indicating he was “unsure” about ini-
tiating alcohol care. He attended 4 of 5 planned virtual
C2C coaching sessions. His self-reported strengths were
his strong support system, persistence, and discipline. He
was most interested in initiating e-health (e.g., mobile
apps) and outpatient counseling options to reduce his
drinking. However, he noted several barriers to initiating
care which include difficulty navigating technology and
there being few health care providers in his rural commu-
nity. After discussing solutions to these barriers, he was
strongly considering, in session 4, downloading a mobile
app (e-health) to help with his drinking.

The second patient is a 43-year-old White male. He had
positive screens for HD and PTSD. He scored “7” on the
readiness rule measuring readiness to initiate alcohol care.
He attended 5 of 5 planned virtual C2C coaching sessions.
His self-reported strengths were his confidence, organiza-
tional skills, good insight, and taking care of his health.
He was interested in initiating outpatient counseling and
mutual-help group options for his drinking. However, he
noted the barriers of long work hours and lack of child-
care. After discussing solutions to these barriers, he initi-
ated a first meeting with an outpatient counselor to address
his drinking.
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Discussion

Findings from focus groups included three emergent
themes. These themes reinforced the need for an inter-
vention to link veterans with A-MH to alcohol care in the
VHA primary care setting, particularly among veterans
who may be ambivalent toward seeking alcohol care. A
novel finding from this study is that veterans with A-MH
may not view their drinking as their primary health con-
cern relative to their mental health symptoms. As a result,
to enhance the potential effectiveness of C2C with this
patient population, we modified how the Care Coach
might educate veterans about A-MH. This might include
the coach reviewing with participants information on the
occurrence and interrelatedness of alcohol use and PTSD
and depression symptoms. Indeed, adding educational
content about health factors that are negatively affected
by alcohol use can enhance the effectiveness of psycho-
logical interventions aimed at reducing drinking (Ettner
et al., 2014). Results from an RCT of a psychoeducational
intervention targeting HD in adults in primary care and
consisting of information about the negative impact of
alcohol use on problems such as sleep difficulties and drug
use indicated that this combined intervention was more
effective at reducing HD than alcohol counseling alone
(Ettner et al., 2014).

Our findings also support the notion that patients who
are ambivalent toward changing their alcohol use may
be particularly responsive to C2C which incorporates
aspects of MI and shared decision-making. For example,
the two case summaries presented show that C2C may help
some participants who are initially unsure about initiat-
ing alcohol care, link to alcohol care or strongly consider
initiating care following their participation in C2C. C2C
includes components of MI which is a well-established
psychological intervention for responding effectively to
a person’s ambivalence toward behavior change (Miller
& Rose, 2015) and is effective for persons with an AUD
(Smedslund, et al., 2011). The C2C protocol includes MI
components such as incorporating a guiding style of com-
munication, empowering people to become more informed
about their alcohol care options, and providing support to
make a care decision that is personalized, while avoiding
giving unsolicited advice, directing, or warning (The Moti-
vational Interviewing Network of Trainers, 2023). In addi-
tion, the spirit of C2C is grounded in shared decision-mak-
ing which centers on helping patients take an active role
in their care decisions (Agency for Healthcare Research &
Quality, 2020). In C2C, this is achieved by using an option
grid or care menu that helps patients understand impor-
tant aspects of each care option (e.g., how each option
helps, side effects) to support decision-making (Elwyn
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et al., 2013) including the decision to not to seek care at
this time. C2C places particular importance on the coach-
patient deliberation and partnership instead of empha-
sizing the making of a final care decision. The utility of
these aspects of C2C in supporting care decision-making
is reinforced by findings from a qualitative study with US
military veterans diagnosed with a mental health condition
(e.g., mood disorder, PTSD) which found that the level of
trust in their care provider was an important factor affect-
ing how involved patients were in making mental health
care decisions (Eliacin et al., 2015).

Participants provided several novel recommendations
for adapting the C2C protocol to veterans with A-MH.
They recommended adding educational components for
patients including alcohol and mental health screening
results and low-risk drinking limits. Participants also
recommended that C2C sessions have flexible timing and
be offered “after hours” and by telephone and tele-video,
depending on patients’ needs and preferences. These sug-
gestions parallel efforts made during VHA’s rapid shift
toward providing flexible approaches to mental health care
delivery, including the increased use of telehealth, during
the Covid-19 pandemic (Rosen et al., 2021). Furthermore,
participants stressed the importance of the C2C Care
Coach or psychologist helping veterans identify concrete,
manageable next steps, problem-solving challenges toward
care linkage, and providing monitoring, and follow-up that
includes continued problem-solving of challenges and
revisiting the care menu, if needed.

Participants’ suggestions for adaptations to C2C’s alcohol
care menu highlight the importance of psychologists educat-
ing veterans on and helping them link to more “private” alco-
hol care options including mutual-help groups and e-health
selections such as mobile apps and websites. The request
for more anonymous alcohol care options might stem from
the high degree of stigmatization associated with having
and seeking treatment for a SUD (Livingston et al., 2012).
SUDs are among the most highly stigmatized health condi-
tions (Schomerus et al., 2011) and stigma can negatively
impact a person’s life including exacerbating employment
and housing problems, worsening social relationships, and
contributing to difficulties gaining access to and completing
SUD treatment (Brener et al, 2010; Radcliffe & Stevens,
2008). Participants also suggested that the alcohol care menu
include data on the prevalence of A-MH among veterans to
help them feel more comfortable discussing their alcohol use
and mental health symptoms with the Care Coach. Quali-
tative research shows that providers often avoid conversa-
tions with their patients about alcohol use and that when
conversations do occur, providers often display discomfort
(McCormick et al., 2006). Thus, it is possible that by con-
veying the prevalence of A-MH, which tends to be relatively
high among veterans, patients may feel less stigmatized and
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that a provider or Care Coach is more comfortable having
discussions about alcohol use with the patient.

Study Limitations

This study has several limitations. First, focus group partici-
pants, including veterans with A-MH, were provided a writ-
ten and verbal description of the C2C protocol to facilitate
discussions about needed adaptations, and did not receive
the intervention. In contrast, as suggested by the coach sum-
maries for two trial participants included here, we expect
to find a richer description of C2C elements’ strengths and
weaknesses during qualitative interviews that are being con-
ducted with veterans who receive C2C in the ongoing pilot
RCT. Second, six of the 19 veterans with A-MH recruited
did not participate in focus groups or interviews despite
repeated attempts to engage these individuals in the study.
Additional recommendations for adapting C2C, including
the alcohol care menu, may have been provided by this sub-
group that was more difficult to engage in this research study.

Conclusion

This qualitative study highlights adaptations to a strengths-
based alcohol care linkage intervention (C2C) that were
informed by three groups of stakeholders including psy-
chologists co-located in primary care. Although this inter-
vention’s evaluation and implementation are in development,
the study identified clinically informative findings. Notably,
veterans with A-MH may not see alcohol use as their pri-
mary concern but rather as a symptom of a co-occurring
mental health condition. This is an important consideration
for health care providers who want to facilitate patients’ ini-
tiation of alcohol care in order to not only reduce drinking
but prevent exacerbation of mental health symptoms pre-
cipitated by drinking. We also learned that veterans with
A-MH may find it difficult and confusing to identify and
access alcohol care options in the VHA health care system.
This expands the literature finding that patient navigators are
needed across health care systems to enable timely access
to services and ensure initiation of screenings and follow-
through on referrals to care (Budde et al., 2021). Further,
there is a need for providers such as psychologists to help
facilitate alcohol care linkage among patients with A-MH
that is specific to their locality, concrete in terms of support,
and offers care options to preserve their privacy. Next steps
in this research are to determine whether the adapted ver-
sion of C2C improves alcohol care linkage and outcomes in
veteran patients with A-MH.

Author Contributions All authors contributed to the study conception
and design, and performed material preparation. Data collection and
analysis were performed by Benton, Hildebrand, Marchant, and Ghaus.
The first draft of the manuscript was written by Cucciare and Timko.
All authors commented on previous versions of the manuscript and
read and approved the final manuscript.

Funding This work was supported by the Department of Veterans
Affairs (VA), Health Services Research and Development (HSR&D)
Service (IIR 20-058 to Drs. Cucciare and Timko and RCS 00-001 to
Dr. Timko). The views expressed are the authors.

Data Availability Not applicable.

Code Availability Not applicable.

Declarations

Competing Interests No conflicts of interest are reported by any of the
authors listed on this manuscript.

Ethical Approval Ethics approval was received from the VA Central
Institutional Review Board (protocol #1641659) and the Research and
Development Committees at the two study sites: Central Arkansas Vet-
erans Health Care System and the Veterans Affairs Palo Alto Health
Care System. This manuscript was guided by the Standards for Report-
ing Qualitative Research.

Consent to Participate Informed consent to participate in the study was
obtained from all participants.

Consent for Publication Not applicable.

References

Academy for Educational Development Center on AIDS & Community
Health (COACH) (n.d.). Anti-Retroviral Treatment and Access to
Services (ARTAS) An Individual-level, multi-session intervention
for people who are recently diagnosed with HIV. Retrieved from
https://aidsetc.org/sites/default/files/resources_files/artas_imple
mentation_manual.pdf. Accessed on February 21, 2023.

ADDIE Model (2018). Retrieved from https://www.instructionalde
sign.org/models/addie/. Accessed on September 7, 2023

Agency for Healthcare Research and Quality. (2020, March). Strategy
61: Shared decision-making. Retrieved from https://www.ahrq.
gov/cahps/quality-improvement/improvement-guide/6-strategies-
for-improving/communication/strategy6i-shared-decisionmaking.
html Accessed on January 27, 2023

Anderson, C. (2010). Presenting and evaluating qualitative research.
American Journal of Pharmaceutical Education, 74(8), 141.
https://doi.org/10.5688/aj7408141

Ayala, G. X., & Elder, J. P. (2011). Qualitative methods to ensure
acceptability of behavioral and social interventions to the target
population. Journal of Public Health Dentistry, 71, S69-S79.
https://doi.org/10.1111/j.1752-7325.2011.00241.x

Bahorik, A. L., Leibowitz, A., Stirling, S. A., Travis, A., Wiesner, C., &
Satre, D. D. (2016). The role of hazardous drinking reductions in
predicting depression and anxiety symptom improvement among
psychiatry patients: A longitudinal study. Journal of Affective Dis-
orders, 206, 169—173. https://doi.org/10.1016/j.jad.2016.07.039

Barker, P. M., Reid, A., & Schall, M. W. (2015). A framework
for scaling up health interventions: Lessons from large-scale

@ Springer


https://aidsetc.org/sites/default/files/resources_files/artas_implementation_manual.pdf
https://aidsetc.org/sites/default/files/resources_files/artas_implementation_manual.pdf
https://www.instructionaldesign.org/models/addie/
https://www.instructionaldesign.org/models/addie/
https://www.ahrq.gov/cahps/quality-improvement/improvement-guide/6-strategies-for-improving/communication/strategy6i-shared-decisionmaking.html
https://www.ahrq.gov/cahps/quality-improvement/improvement-guide/6-strategies-for-improving/communication/strategy6i-shared-decisionmaking.html
https://www.ahrq.gov/cahps/quality-improvement/improvement-guide/6-strategies-for-improving/communication/strategy6i-shared-decisionmaking.html
https://www.ahrq.gov/cahps/quality-improvement/improvement-guide/6-strategies-for-improving/communication/strategy6i-shared-decisionmaking.html
https://doi.org/10.5688/aj7408141
https://doi.org/10.1111/j.1752-7325.2011.00241.x
https://doi.org/10.1016/j.jad.2016.07.039

430

Journal of Clinical Psychology in Medical Settings (2024) 31:417-431

improvement initiatives in Africa. Implementation Science.
https://doi.org/10.1186/s13012-016-0374-x

Boden, J. M., & Fergusson, D. M. (2011). Alcohol and depression.
Addiction, 106(5), 906-914. https://doi.org/10.1111/j.1360-
0443.2010.03351.x

Bradley, K. A., DeBenedetti, A. F., Volk, R. J., Williams, E. C.,
Frank, D., & Kivlahan, D. R. (2007). AUDIT-C as a brief screen
for alcohol misuse in primary care. Alcoholism, Clinical and
Experimental Research, 31(7), 1208—1217. https://doi.org/10.
1111/j.1530-0277.2007.00403.x

Brener, L., von Hippel, W., von Hippel, C., Resnick, I., & Treloar,
C. (2010). Perceptions of discriminatory treatment by staff as
predictors of drug treatment completion: Utility of a mixed
methods approach. Drug and Alcohol Review, 29(5), 491-497.
https://doi.org/10.1111/j.1465-3362.2010.00173.x

Brooks, J., McCluskey, S., Turley, E., & King, N. (2015). The utility
of template analysis in qualitative psychology research. Qualita-
tive Research in Psychology, 12(2), 202-222. https://doi.org/10.
1080/14780887.2014.955224

Budde, H., Williams, G. A., Windlemann, J., Pfirter, L., & Maier,
C. B. (2021). The role of patient navigators in ambula-
tory care: Overview of systematic reviews. BMC Health
Services Research, 21, 1166. https://doi.org/10.1186/
$12913-021-07140-6

Cucciare, M. A., Abraham, T. H., Kemp, L., White, P., Marchant, K.,
Hagedorn, H. J., & Humphreys, K. (2022). Adapting the eliminat-
ing medications through patient ownership of end results protocol
to promote benzodiazepine cessation among US military veterans:
Focus group study with US military veterans and national veter-
ans health administration leaders. Journal of Medical Internet
Research, 24(9), €35514. https://doi.org/10.2196/35514

Cucciare, M. A., Marchant, K., Benton, C., Hildebrand, D., Ghaus,
S., Han, X., Thompson, R. G., & Timko, C. (2023). Connect To
Care (C2C): Protocol for two-site randomized controlled pilot trial
to improve outcomes for patients with hazardous drinking and
PTSD and/or depression symptoms. Addiction Science & Clinical
Practice, 18(1), 50. https://doi.org/10.1186/s13722-023-00403-z

Cucciare, M. A., Weingardt, K. R., Ghaus, S., Boden, M. T., & Frayne,
S. M. (2013). A randomized controlled trial of a web-delivered
brief alcohol intervention in Veterans Affairs primary care. Jour-
nal of Studies on Alcohol and Drugs, 74(3), 428-436.

Eliacin, J., Salyers, M. P., Kukla, M., & Matthias, M. S. (2015). Factors
influencing patients’ preferences and perceived involvement in
shared decision-making in mental health care. Journal of Mental
Health (Abingdon, England), 24(1), 24-28. https://doi.org/10.
3109/09638237.2014.954695

Elwyn, G., Lloyd, A., Joseph-Williams, N., Cording, E., Thomson,
R., Durand, M. A., & Edwards, A. (2013). Option grids: Shared
decision making made easier. Patient Education and Counseling,
90(2), 207-212. https://doi.org/10.1016/j.pec.2012.06.036

Ettner, S. L., Xu, H., Duru, O. K., Ang, A., Tseng, C. H., Tallen, L.,
Barnes, A., Mirkin, M., Ransohoff, K., & Moore, A. A. (2014).
The effect of an educational intervention on alcohol consumption,
at-risk drinking, and health care utilization in older adults: The
project SHARE study. Journal of Studies on Alcohol and Drugs,
75(3), 447-457.

Foa, E. B., Yusko, D. A., Mclean, C. P., Suvak, M. K., Bux, D. A., Jr.,
Oslin, D., O’Brien, C. P., Imms, P., Riggs, D., & Volpicelli, J.
(2013). Concurrent naltrexone and prolonged exposure therapy
for patients with comorbid alcohol dependence and PTSD: A ran-
domized clinical trial. JAMA, 310(5), 488—495. https://doi.org/10.
1001/jama.2013.8268

Fontana, A., & Rosenheck, R. (2010). War zone veterans returning
to treatment: Effects of social functioning and psychopathology.
The Journal of Nervous and Mental Disease, 198(10), 669-707.
https://doi.org/10.1097/NMD.0b013e3181f4ac88

@ Springer

Frost, M. C., Glass, J. E., Bradley, K. A., & Williams, E. C. (2020).
Documented brief intervention associated with reduced linkage to
specialty addictions treatment in a national sample of VA patients
with unhealthy alcohol use with and without alcohol use disor-
ders. Addiction (Abingdon, England), 115(4), 668—678. https://
doi.org/10.1111/add.14836

Grossbard, J., Malte, C. A., Lapham, G., Pagulayan, K., Turner, A.
P., Rubinsky, A. D., Bradley, K. A., Saxon, A.J., & Hawkins, E.
J. (2017). Prevalence of alcohol misuse and follow-up care in a
national sample of OEF/OIF VA patients with and without TBI.
Psychiatric Services, 68(1), 48-55. https://doi.org/10.1176/appi.
ps.201500290

Guest, G., Bunce, A., & Johnson, L. (2006). How many interviews
are enough?: An experiment with data saturation and variabil-
ity. Field Methods, 18(1), 59-82. https://doi.org/10.1177/15258
22X05279903

Hamilon, A. B. (2013, December 11). Qualitative methods in rapid
turn-around health services research [Cyber Seminar]. Veterans
Affairs Health Services Research & Development Los Angeles,
CA. Retrieved from www.hsrd.research.va.gov/for_research-
ers/cyberseminars/archives/video_archive.cfm?SessionID=780
Accessed November 16, 2020.

Harris, T. R., Walters, S. T., & Leahy, M. M. (2008). Readiness to
change among a group of heavy-drinking college students: Cor-
relates of readiness and a comparison of measures. Journal of
American College Health: J of ACH, 57(3), 325-330. https://doi.
org/10.3200/JACH.57.3.325-330

Hennink, M. M., Kaiser, B. N., & Marconi, V. C. (2017). Code satura-
tion versus meaning saturation: How many interviews are enough?
Qualitative Health Research, 27(4), 591-608. https://doi.org/10.
1177/1049732316665344

Hsieh, H. F., & Shannon, S. E. (2005). Three approaches to qualitative
content analysis. Qualitative Health Research, 15(9), 1277-1288.
https://doi.org/10.1177/1049732305276687

Kemp, J. E., Morrison, G. R., & Ross, S. M. (1998). Designing effective
instruction (2nd ed.). Prentice Hall.

Kroenke, K., Spitzer, R. L., & Williams, J. B. (2003). The Patient
Health Questionnaire-2: Validity of a two-item depression
screener. Medical Care, 41(11), 1284—-1292. https://doi.org/10.
1097/01.MLR.0000093487.78664.3C

Laidlaw, R., Dixon, D., Morse, T., Beattie, T. K., Kumwenda, S., &
Mpemberera, G. (2017). Using participatory methods to design
an mHealth intervention for a low income country, a case study
in Chikwawa, Malawi. BMC Medical Informatics and Decision
Making, 17(1), 98. https://doi.org/10.1186/s12911-017-0485-6

Livingston, J. D., Milne, T., Fang, M. L., & Amari, E. (2012). The
effectiveness of interventions for reducing stigma related to sub-
stance use disorders: A systematic review. Addiction, 107(1),
39-50. https://doi.org/10.1111/j.1360-0443.2011.03601.x

McCarthy, M. S., Ujano-De Motta, L. L., Nunnery, M. A., Gilmartin,
H., Kelley, L., Wills, A., Leonard, C., Jones, C. D., & Rabin, B. A.
(2021). Understanding adaptations in the Veteran Health Admin-
istration’s Transitions Nurse Program: Refining methodology and
pragmatic implications for scale-up. Implementation Science: IS,
16(1), 71. https://doi.org/10.1186/s13012-021-01126-y

McCormick, K. A., Cochran, N. E., Back, A. L., Merrill, J. O., Wil-
liams, E. C., & Bradley, K. A. (2006). How primary care provid-
ers talk to patients about alcohol: A qualitative study. Journal of
General Internal Medicine, 21(9), 966-972. https://doi.org/10.
1111/.1525-1497.2006.00490.x

Miller, W. R., & Rose, G. S. (2015). Motivational interviewing and
decisional balance: Contrasting responses to client ambivalence.
Behavioural and Cognitive Psychotherapy, 43(2), 129-141.
https://doi.org/10.1017/S1352465813000878

Mintz, C. M., Hartz, S. M., Fisher, S. L., Ramsey, A. T., Geng, E. H.,
Gucza, R. A., & Bierut, L. J. (2021). A cascade of care for alcohol


https://doi.org/10.1186/s13012-016-0374-x
https://doi.org/10.1111/j.1360-0443.2010.03351.x
https://doi.org/10.1111/j.1360-0443.2010.03351.x
https://doi.org/10.1111/j.1530-0277.2007.00403.x
https://doi.org/10.1111/j.1530-0277.2007.00403.x
https://doi.org/10.1111/j.1465-3362.2010.00173.x
https://doi.org/10.1080/14780887.2014.955224
https://doi.org/10.1080/14780887.2014.955224
https://doi.org/10.1186/s12913-021-07140-6
https://doi.org/10.1186/s12913-021-07140-6
https://doi.org/10.2196/35514
https://doi.org/10.1186/s13722-023-00403-z
https://doi.org/10.3109/09638237.2014.954695
https://doi.org/10.3109/09638237.2014.954695
https://doi.org/10.1016/j.pec.2012.06.036
https://doi.org/10.1001/jama.2013.8268
https://doi.org/10.1001/jama.2013.8268
https://doi.org/10.1097/NMD.0b013e3181f4ac88
https://doi.org/10.1111/add.14836
https://doi.org/10.1111/add.14836
https://doi.org/10.1176/appi.ps.201500290
https://doi.org/10.1176/appi.ps.201500290
https://doi.org/10.1177/1525822X05279903
https://doi.org/10.1177/1525822X05279903
http://www.hsrd.research.va.gov/for_researchers/cyberseminars/archives/video_archive.cfm?SessionID=780
http://www.hsrd.research.va.gov/for_researchers/cyberseminars/archives/video_archive.cfm?SessionID=780
https://doi.org/10.3200/JACH.57.3.325-330
https://doi.org/10.3200/JACH.57.3.325-330
https://doi.org/10.1177/1049732316665344
https://doi.org/10.1177/1049732316665344
https://doi.org/10.1177/1049732305276687
https://doi.org/10.1097/01.MLR.0000093487.78664.3C
https://doi.org/10.1097/01.MLR.0000093487.78664.3C
https://doi.org/10.1186/s12911-017-0485-6
https://doi.org/10.1111/j.1360-0443.2011.03601.x
https://doi.org/10.1186/s13012-021-01126-y
https://doi.org/10.1111/j.1525-1497.2006.00490.x
https://doi.org/10.1111/j.1525-1497.2006.00490.x
https://doi.org/10.1017/S1352465813000878

Journal of Clinical Psychology in Medical Settings (2024) 31:417-431

431

use disorder: Using 2015-2019 National Survey on Drug Use and
Health data to identify gaps in past 12-month care. Alcoholism,
Clinical and Experimental Research, 45(6), 1276—1286. https://
doi.org/10.1111/acer.14609

Nevedal, A. L., Reardon, C. M., OpraWilderquist, M. A., Jackson, G.
L., Cutrona, S. L., White, B. S., & Damschroder, L. J. (2021).
Rapid versus traditional qualitative analysis using the Consoli-
dated Framework for Implementation Research (CFIR). Imple-
mentation Science. https://doi.org/10.1186/s13012-021-01111-5

O’Brien, B. C., Harris, 1., & B., Beckman, T. J., Reed, D. A., & Cook,
D. A. (2014). Standards for reporting qualitative research: A syn-
thesis of recommendations. Academic Medicine, 89(9), 1245—
1251. https://doi.org/10.1097/ACM.0000000000000388

O’Donnell, A., Anderson, P., Schmidt, C., Braddick, F., Lopez-Pelayo,
H., Mejia-Trujillo, J., Natera, G., Arroyo, M., Bautista, N., Piazza,
M., Bustamante, I. V., Kokole, D., Jackson, K., Llopis, E., & J.,
Gual, A., & Schulte, B. (2022). Tailoring an evidence-based clini-
cal intervention and training package for the treatment and preven-
tion of comorbid heavy drinking and depression in middle-income
country settings: The development of the SCALA toolkit in Latin
America. Global Health Action, 15(1), 2080344. https://doi.org/
10.1080/16549716.2022.2080344

Papini, S., Chi, F. W., Schuler, A., Satre, D. D., Liu, V. X., & Sterling,
S. A. (2022). Comparing the effectiveness of a brief intervention
to reduce unhealthy alcohol use among adult primary care patients
with and without depression: A machine learning approach with
augmented inverse probability weighting. Drug and Alcohol
Dependence. https://doi.org/10.1016/j.drugalcdep.2022.109607

Prins, A., Bovin, M. J., Smolenski, D. J., Marx, B. P., Kimerling, R.,
Jenkins-Guarnieri, M. A., Kaloupek, D. G., Schnurr, P., Kaiser,
A., & P, Leyva, Y. E., & Tiet, Q. Q. (2016). The primary care
PTSD screen for DSM-5 (PC-PTSD-5): Development and evalu-
ation within a veteran primary care sample. Journal of General
Internal Medicine, 31(10), 1206-1211. https://doi.org/10.1007/
s11606-016-3703-5

Radcliffe, P., & Stevens, A. (2008). Are drug treatment services only
for “thieving junkie scumbags”? Drug users and the management
of stigmatised identities. Social Science & Medicine, 67(7), 1065—
1073. https://doi.org/10.1016/j.socscimed.2008.06.004

Rapp, R. C., Otto, A. L., Lane, D. T., Redko, C., McGatha, S., Carlson,
R., & G. (2008). Improving linkage with substance abuse treat-
ment using brief case management and motivational interviewing.
Drug and Alcohol Dependence, 94, 172-182.

Rapp, R. C., Van Den Noortgate, W., Broekaert, E., & Vanderplass-
chen, W. (2014). The efficacy of case management with persons
who have substance abuse problems: A three-level meta-analysis
of outcomes. Journal of Consulting and Clinical Psychology,
82(4), 605-618. https://doi.org/10.1037/a0036750

Rosen, C. S., Kuhn, E., Greenbaum, M. A., & Drescher, K. D. (2008).
Substance abuse-related mortality among middle-aged male VA
psychiatric patients. Psychiatric Services, 59, 290-296. https://
doi.org/10.1176/ps.2008.59.3.290

Rosen, C. S., Morland, L. A., Glassman, L. H., Marx, B. P., Weaver, K.,
Smith, C. A., Pollack, S., & Schnurr, P. P. (2021). Virtual mental
health care in the Veterans Health Administration’s immediate
response to coronavirus disease-19. The American Psychologist,
76, 26-38. https://doi.org/10.1037/amp0000751

Saitz, R. (2005). Unhealthy alcohol use. The New England Journal
of Medicine., 352(6), 596—607. https://doi.org/10.1056/NEJMc
p042262

Sayer, N. A., Noorbaloochi, S., Frazier, P., Carlson, K., Gravely, A.,
& Murdoch, M. (2010). Reintegration problems and treatment

interests among Iraq and Afghanistan combat veterans receiving
VA medical care. Psychiatric Services, 61, 589-597. https://doi.
org/10.1176/ps.2010.61.6.589

Schomerus, G., Lucht, M., Holzinger, A., Matschinger, H., Carta, M.
G., & Angermeyer, M. C. (2011). The stigma of alcohol depend-
ence compared with other mental disorders: A review of popula-
tion studies. Alcohol and Alcoholism (oxford, Oxfordshire), 46(2),
105-112. https://doi.org/10.1093/alcalc/agq089

Seal, K. H., Cohen, G., Waldrop, A., Cohen, B. E., Maguen, S., &
Ren, L. (2011). Substance use disorders in Iraq and Afghanistan
veterans in VA healthcare, 2001-2010: Implications for screening,
diagnosis, and treatment. Drug and Alcohol Dependence, 116(1—
3), 93-101. https://doi.org/10.1016/j.drugalcdep.2010.11.027

Smedslund, G., Berg, R. C., Hammerstrgm, K. T., Steiro, A., Leiknes,
K. A., Dahl, H. M., & Karlsen, K. (2011). Motivational inter-
viewing for substance abuse. Cochrane Database of Systematic
Reviews. https://doi.org/10.1002/14651858.CD008063.pub2

Sobo, E. J., Seid, M., & Gelhard, L. R. (2006). Parent-identified bar-
riers to pediatric health care: A process-oriented model. Health
Services Research, 41(1), 148—172. https://doi.org/10.1111/j.
1475-6773.2005.00455.x

Strathdee, S. A., Ricketts, E. P., Huettner, S., Cornelius, L., Bishai, D.,
Havens, J. R., Beilenson, P., Rapp, C., Lloyd, J., & J., & Latkin,
C. A. (2006). Facilitating entry into drug treatment among injec-
tion drug users referred from a needle exchange program: Results
from a community-based behavioral intervention trial. Drug and
Alcohol Dependence, 83(3), 225-232. https://doi.org/10.1016/].
drugalcdep.2005.11.015

The Motivational Interviewing Network of Trainers. (n.d.). Under-
standing motivational interviewing. Retrieved from https://motiv
ationalinterviewing.org/understanding-motivational-interviewing
Accessed on January 30, 2023.

Trivedi, R. B., Post, E. P., Sun, H., Pomerantz, A., Saxon, A. J., Piette,
J. D., Maynard, C., Arnow, B., Curtis, I., Fihn, S. D., & Nelson, K.
(2015). Prevalence, comorbidity, and prognosis of mental health
among US veterans. American Journal of Public Health, 105(12),
2564-2569. https://doi.org/10.2105/AJPH.2015.302836

U.S. Department of Veterans Affairs. (2018, May). PTSD and problems
with alcohol use. Retrieved from https://www.ptsd.va.gov/public/
problems/ptsd-alcohol-use.asp Accessed on May 14, 2008.

Vanderplasschen, W., Wolf, J., Rapp, R. C., & Broekaert, E. (2007).
Effectiveness of different models of case management for sub-
stance-abusing populations. Journal of Psychoactive Drugs,
39(1), 81-95. https://doi.org/10.1080/02791072.2007.10399867

Williams, E. C., Achtmeyer, C. E., Thomas, R. M., Grossbard, J. R.,
Lapham, G. T., Chavez, L. J., Ludman, E. J., Berger, D., Litt, M.,
& Bradley, K. A. (2015). Factors underlying quality problems
with alcohol screening prompted by a clinical reminder in primary
care: A multi-site qualitative study. Journal of General Internal
Medicine, 30, 1125-1132.

Publisher's Note Springer Nature remains neutral with regard to
jurisdictional claims in published maps and institutional affiliations.

@ Springer


https://doi.org/10.1111/acer.14609
https://doi.org/10.1111/acer.14609
https://doi.org/10.1186/s13012-021-01111-5
https://doi.org/10.1097/ACM.0000000000000388
https://doi.org/10.1080/16549716.2022.2080344
https://doi.org/10.1080/16549716.2022.2080344
https://doi.org/10.1016/j.drugalcdep.2022.109607
https://doi.org/10.1007/s11606-016-3703-5
https://doi.org/10.1007/s11606-016-3703-5
https://doi.org/10.1016/j.socscimed.2008.06.004
https://doi.org/10.1037/a0036750
https://doi.org/10.1176/ps.2008.59.3.290
https://doi.org/10.1176/ps.2008.59.3.290
https://doi.org/10.1037/amp0000751
https://doi.org/10.1056/NEJMcp042262
https://doi.org/10.1056/NEJMcp042262
https://doi.org/10.1176/ps.2010.61.6.589
https://doi.org/10.1176/ps.2010.61.6.589
https://doi.org/10.1093/alcalc/agq089
https://doi.org/10.1016/j.drugalcdep.2010.11.027
https://doi.org/10.1002/14651858.CD008063.pub2
https://doi.org/10.1111/j.1475-6773.2005.00455.x
https://doi.org/10.1111/j.1475-6773.2005.00455.x
https://doi.org/10.1016/j.drugalcdep.2005.11.015
https://doi.org/10.1016/j.drugalcdep.2005.11.015
https://motivationalinterviewing.org/understanding-motivational-interviewing
https://motivationalinterviewing.org/understanding-motivational-interviewing
https://doi.org/10.2105/AJPH.2015.302836
https://www.ptsd.va.gov/public/problems/ptsd-alcohol-use.asp
https://www.ptsd.va.gov/public/problems/ptsd-alcohol-use.asp
https://doi.org/10.1080/02791072.2007.10399867

	Adapting an Alcohol Care Linkage Intervention to US Military Veterans Presenting to Primary Care with Hazardous Drinking and PTSD andor Depression Symptoms: A Qualitative Study
	Abstract
	Introduction
	Methods
	Study Design
	Connect to Care
	Conceptual Model Guiding the Adaptation of C2C
	Participants and Recruitment
	Data Collection
	Data Analysis

	Results
	Emergent Themes Representing Participants’ Opinions about Veterans’ Health Priorities and the Perceived Usefulness of C2C with the Target Population and in Primary Care
	Emergent Theme 1: Veterans with A-MH may not View Alcohol Use as their Primary Health Concern
	Emergent Theme 2: Current VHA Primary Care does not Facilitate Linkage to Alcohol Care
	Emergent Theme 3: C2C may be Particularly Helpful for Veterans Ambivalent Toward Alcohol Care

	Focus Group Feedback on Recommendation for Adapting the C2C Protocol to Veterans with A-MH and the Primary Care Setting
	Recommendation 1: How to Provide Information about Alcohol Care Options
	Recommendation 2: Educational Components and C2C Structure
	Recommendation 3: How to Optimally Facilitate Alcohol Care Linkage
	Recommendation 4: Making C2C Optimally Accessible to Veterans with A-MH

	Focus Group Feedback on the Alcohol Care Menu
	Case Summaries from an on Going Clinical Trial of C2C

	Discussion
	Study Limitations

	Conclusion
	References




