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Abstract

Integrated dual disorder treatment is an evidence-based practice for coordinating complex
care for people with severe mental illnesses and comorbid substance use disorders in a
single program. Despite its effectiveness, the program can be difficult to implement and is
not routinely implemented in Veterans Health Administration settings. This study sought to
better understand factors in implementation of this model using. We evaluated the model in
four different programs at two Veterans Health Administration medical centers and docu-
mented costs associated with implementation efforts at one site. We used interviews and
observations to characterize factors (with initial coding based on the Consolidated Frame-
work for Implementation Research) impacting implementation. Critical factors included
the perceived usefulness of the model for patients served by the program, the need for
ongoing case-based coaching after initial training, staff openness to stage-wise approaches
as opposed to abstinence-only interventions, leadership at both the team and upper-level
manager levels, and the need for model adaptation within varied program settings. Costs
for implementation were relatively modest for both programs observed. These results
should inform future efforts to implement the model in the Veterans Health Administration
and are also relevant to implementation challenges in other mental health service settings.

Keywords Implementation - Mental health - Substance use disorder - Costs

Comorbid mental health and substance use disorders (SUDs) are common and complicate
clinical presentation and prognosis, requiring careful coordination of treatment for both
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conditions. Among adults with severe mental illnesses (SMI), SUDs are among the most
common and clinically significant comorbid disorders (Kessler et al., 2005; Mueser et al.,
1992, 2000). People with SMI also are at substantially greater risk of developing SUDs
compared to the general public. For example, one recent study documented that rates of
comorbid recreational drug use for people with psychotic illness was far greater than rates
found for general population controls (OR=4.62) (Hartz et al., 2014). For veterans, the
problem of comorbid mental health and SUDs is also a significant concern. Nearly 1 out
of every 5 veterans receiving Veterans Health Administration (VA) mental health care are
dually diagnosed with both mental health and SUD (Institute of Medicine, 2006). When
examining comorbid substance use disorder rates among veterans receiving care for psy-
chiatric conditions, rates range from 21 to 60%, with higher rates of comorbidity among
veterans with bipolar disorder and schizophrenia (Petrakis et al., 2011). In meta-analyses
across a wide range of studies, largely civilian populations, the rate of SUD among peo-
ple with schizophrenia was 42% (Hunt et al., 2018) and among people was 50% or higher
(Hunt et al., 2016).

Comorbid SMI and SUDs have been associated with a wide range of negative out-
comes, including higher rates of psychiatric relapse and re-hospitalization (Drake et al.,
1989), homelessness (Caton et al., 1994; Edens et al., 2011; Osher et al., 1994), serious
infectious disease (Rosenberg et al., 2001), violence (Bowers et al., 1990), incarceration
(Abram & Teplin, 1991), disability, and unemployment (Zivin et al., 2011). Additionally,
there is some evidence that substance use may interfere with the effectiveness of com-
monly prescribed psychopharmacological treatments (Bowers et al., 1990). Not surpris-
ingly, these negative outcomes generally translate into greater service utilization resulting
in higher costs for families (Clark, 1994) and communities (Bartels et al., 1993). Given the
high rates of comorbid mental health and substance use disorders among veterans receiv-
ing VA healthcare, the implications for negative consequences in VA settings is substantial.

Studies have consistently shown that the traditional approach of parallel but separate
mental health and substance abuse treatment is ineffective for consumers with dual disor-
ders (Dixon et al., 2010; Drake et al., 2004; Drake et al., 2008; Ridgely et al., 1987). To be
most effective, services for both mental health and substance use disorders should be care-
fully coordinated to support recovery from both conditions. Integrated dual disorder treat-
ment (IDDT) is an evidence-based practice for people with SMI and co-occurring SUD
that integrates mental health and substance abuse interventions on the same team, working
in one setting, providing individualized treatment and rehabilitation for both disorders in a
coordinated fashion (Drake et al., 2001a). Contrary to traditional treatment for dual disor-
ders, IDDT does not require abstinence as a prerequisite to pursuing housing or employ-
ment. This is an important distinction, as research has shown that meaningful activities,
social supports, safe housing, and a supportive therapeutic relationship are strongly cor-
related with consumers’ efforts to reduce substance use (Alverson et al., 2000). Integrated
treatment is superior to nonintegrated approaches in reducing substance use and in produc-
ing positive outcomes in some other domains (Dixon et al., 2010; Drake et al., 1998; Drake
et al., 2008; Kikkert et al., 2018), even after long-term follow-up (Drake et al., 2016, 2020).

Although IDDT is a complex intervention where some of the empirical evidence comes
from diffuse studies of clusters of interventions (Drake & Bond, 2010), the literature has
identified critical components of IDDT programs that show good consumer outcomes;
when these components are not present, outcomes are generally poor (Drake et al., 2001a;
Havassy et al., 2000). These components include the following: (1) stage-wise treatment
interventions based on stage of change including engagement, persuasion, active treat-
ment, and relapse prevention (Drake et al., 2008); (2) assertive outreach to consumers and
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significant others to reduce dropout and noncompliance rates (Hellerstein et al., 1995; Ho
et al., 1999; Mercer-McFadden et al., 1997); (3) motivational interventions to increase
readiness for change and more active interventions (Dixon et al., 2010); (4) substance abuse
counseling provided in individual, group, or family formats to help consumers to manage
their illness and gain the skills and support needed for symptom control and ongoing absti-
nence (Dixon et al., 2010; Drake et al., 2008; Mueser et al., 1998); (5) social supports
that embrace sober living (Alverson et al., 2000); (6) long-term intervention and support
(Drake et al., 1998, 2001a; McHugo et al., 1999), (7) access to comprehensive, integrated
services including crisis intervention, inpatient hospitalization, medication management,
money management, housing, and vocational rehabilitation (Alverson et al., 2000; Drake
et al., 2008; Greenfield et al., 1995) that are provided within a cohesive team of provid-
ers; and (8) culturally competent practice (Drake et al., 2001a). Contingency management
has also emerged as an important component of integrated treatment in a recent review
(Drake et al., 2008). Although not considered a critical element in early conceptualizations
of IDDT, the use of peer providers in a large statewide roll-out of IDDT outside VA was
associated with higher fidelity to the model Harrison et al., 2017a).

Drake and colleagues (2001b) identified IDDT as one of the six evidence-based mental
health practices targeted for dissemination as part of the National Implementing Evidence-
Based Practices Project (Drake et al., 2001b), a large national study in routine community
mental health settings. Consequently, IDDT implementation has been attempted in a range
of settings (e.g., rural and urban settings, diverse racial and ethnic groups) with varying
degrees of success in achieving full fidelity (Boyle & Kroon, 2006; Brunette et al., 2008;
Chandler, 2009; Harrison et al., 2017a, 2017b; Mercer-McFadden et al., 1997). Unfortu-
nately, IDDT is not universally implemented in routine practice, including in VA facili-
ties, and in some cases may require significant reorganization when programs are defined
along traditional parallel treatment lines. Better understanding of implementation contexts
and practice adaptions are increasingly important in understanding how best to implement
evidence-based practices (Hoej et al., 2020).

The purpose of this study was to pilot test the IDDT model in VA settings and inform
future implementation efforts for IDDT in the VA by addressing two specific objectives:
(1) identify barriers and facilitators to VA implementation following the broad domains
of the Consolidated Framework for Implementation Research (CFIR) (Damschroder et al.,
2009), via a qualitative evaluation in four pilot sites, varying on both implementation dura-
tion and program type, and (2) document costs associated with providing and receiving
IDDT implementation supports to inform future implementation efforts.

Methods
Settings and Programs

We purposefully selected four programs located at two VA medical centers which repre-
sented different program settings and experience in using IDDT. As seen in Table 1, two
programs were Mental Health Intensive Case Management (MHICM) teams, one was a
Psychiatric Rehabilitation and Recovery Center (PRRC), and one was a Housing and Urban
Development VA Supported Housing (HUD VASH) team. All staff, regardless of pro-
gram, were medical center employees. MHICM services are loosely based on the assertive
community treatment model (Stein & Test, 1980), serving veterans at risk for psychiatric
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hospitalization, incarceration, and/or homelessness who may be less well served by tradi-
tional office-based mental health services. MHICM services are intensive, frequent, and
community-based and include assertive outreach to engage and retain veterans in care.
PRRC programs provide outpatient recovery services for veterans with a wide range of
mental health disorders, including those with comorbid substance use disorders. The struc-
ture of PRRC teams and format for their services can vary across the USA, but mandated
services involve psychiatric medication management, group, and individual psychiatric
rehabilitation services that focus on improving both symptoms and overall functioning to
support a healthy life in the community. HUD VASH programs also vary by structure and
function but are designed to provide supported housing to veterans who receive special
veteran-designated HUD vouchers. Nationwide, HUD VASH programs are intended to fol-
low the Housing First model (Tsemberis & Eisenberg, 2000), a model where housing is
provided with minimal requirements to participate in treatment services but with ample
use of creative engagement strategies to facilitate treatment and promote housing stability.
All four programs strive to assist veterans with SMI to achieve their personalized recovery
goals in the community.

At the first VAMC, the MHICM team (Program A) was co-located with a PRRC (Pro-
gram B). The MHICM Program A was a large team with 15 staff, including a team leader,
peer specialists, social workers, registered nurses (RNs), and a psychiatrist. The team was
located away from the main hospital setting. The PRRC program (Program B) was located
in the same hospital system with the large MHICM team (Program A) and both shared an
overarching leadership structure within their facility. The PRRC program included 7 staff:
a psychologist program leader, three peer support specialists, a certified nurse specialist, an
RN, and social worker. These two programs had been receiving externally provided tech-
nical assistance and training on IDDT for 2 years prior to the study, initiated outside of
research procedures. Because of their previous active implementation experience in IDDT,
we refer to these two programs as more “mature” in their implementation of IDDT, as
opposed to the two “new” early-phase implementation programs.

At the second VAMC, a MHICM team (Program C) was co-located with a Housing
and Urban Development VA Supported Housing (HUD VASH) team (Program D). This
VAMC’s programs (Programs C and D) started implementation with this study (“newly
implementing”) and used a different external facilitator, funded by the research project.
MHICM Program C was much smaller than the first MHICM Program A, with only four
full-time staff including a team leader, two social workers, a certified nurse specialist, and a
small percentage of effort from a psychiatrist based at the main hospital location (approxi-
mately a mile away from the MHICM team). This team also had a volunteer peer specialist
who worked occasionally with veterans. The HUDVASH Program D was co-located in the
same office space with the newly implementing MHICM team, although their leadership
“chain of command” was Social Work service, whereas the MHICM team reported to psy-
chiatry service. The HUDVASH team was budgeted for 20 FTE, although staffing was 18
FTE for the majority of the study period. Staffing included a team leader, one peer special-
ist, two substance abuse specialists, and multiple registered nurses and social workers.

Implementation Process
For each program, implementation began with external facilitation that included intensive

onsite clinical training for staff, a baseline and 12-month fidelity assessment with report and
recommendations, and ongoing monthly consultation for the first year of implementation.
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For the two mature programs (A and B), facilitation was ongoing but included brief visits
or phone calls every 2-3 months.

Procedures: Barriers and Facilitators of Implementation

Five study investigators with PhDs in a clinical field and who were familiar with IDDT and
VA mental health services conducted interviews in all four programs and observed imple-
mentation events in the two new Programs (C and D). Interviews were audio-recorded,
transcribed verbatim, and de-identified. At baseline of this study (prior to implementation
at programs C and D), interviews were conducted with key stakeholders at all four pro-
grams (n=39), including three administrators with authority over the implementing pro-
grams, four program leaders, 31 implementing staff, and one veteran recipient of IDDT
services. For implementing staff, we interviewed a broad range of team participants, rep-
resenting diverse team roles across the four programs, including social workers, psycholo-
gists, nurses, peer specialists, vocational rehabilitation specialists, and addiction counse-
lors. For the two newly implementing programs, we also conducted 12-month follow-up
interviews with a subset of participants: two program leaders, an administrator, and six
staff. A total of 48 interviews took place either in person or over the phone and typically
were 3045 min in length. Written informed consent was obtained from all interviewed
subjects. While observing implementation events, study investigators also wrote obser-
vation memos during and after the event. All human subject research procedures were
approved by the university Institutional Review Board and the VA Research and Develop-
ment committee responsible for monitoring the study team’s research ethics.

Interviews

The semi-structured interview questions followed the CFIR domains thought to impact
implementation: intervention characteristics, characteristics of individuals involved, inner
setting, outer setting, and the implementation process (Damschroder et al., 2009). Inter-
vention characteristics include the nature of the practice being implemented, such as the
advantages of the approach (e.g., evidence that the model works), skills necessary to imple-
ment it, the program’s adaptability for various settings, or its complexity or cost. IDDT’s
inclusion of advanced clinical techniques and underlying harm reduction philosophy have
had significant impact on implementation (Drake & Bond, 2010). Relatedly, the people
providing the intervention bring with them certain characteristics, skills, attitudes, and
experiences that affect implementation. Implementation takes place within an inner setting
or the program actually providing the service. The inner setting might include team struc-
ture, culture, climate, or readiness to engage in the new program. The inner setting is vari-
ably affected by the outer setting which includes the broader treatment system, the needs
of veterans served by the larger context, and local socio-political environment (e.g., incen-
tives that influence a program’s decision-making regarding interventions and programs).
Finally, implementing agencies vary in the strategies and implementation tools (implemen-
tation process) that they employ in putting a new practice into place, such as planning and
engagement in implementing the program, facilitation and training in the program, or using
internal champions or opinion leaders in the implementation process.

Interviews typically began with a broad question followed by more specific follow-up
probes consistent with CFIR domains. As an example, the early part of the interview began
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with “We would like to start by getting your perspective on why and how your program
decided to implement IDDT. Tell us as much as you can about who made the decision to
implement.” Follow-up questions to this broad opener included “Are you aware of any dis-
sent or disagreement among staff with the decision to implement IDDT? Why/why not?”
and “Were there VA policies that influenced this decision?”” and “What other external fac-
tors influenced this decision?” and “What influenced the decision to implement IDDT in
this particular program/setting over others?”. Similarly constructed opening questions and
probes were used for other key aspects in each CFIR domain.

Analyses

The same study team members who collected data served as qualitative coders. The study
team used a rapid, deductive approach, assigning coding categories to roughly corre-
spond to broad CFIR domains (Damschroder et al., 2009). For the purposes of this work,
we included facility and VACO-level themes as outer context themes because, in many
cases, these programs viewed themselves as cohesive units separated from their facility
and sometimes separated even from other programs within the same facility’s service line.
Inner context was restricted to team level culture, structure, and other characteristics dic-
tated by the program itself. For team characteristics dictated by external facility or other
policies, we coded those characteristics as outer context because they were influenced by
policies external to the team.

Consistent with rapid qualitative analysis techniques (Hamilton, 2013), the study team
held intensive coding sessions early in the project to code sample interviews and observa-
tions. Coders critiqued one another’s work, discussed clarifications regarding the coding
framework, and added detail to the codebook for reliability. Investigators then coded all
interviews and observation events using the refined codebook. Later, study investigators
compiled a program-level summary template (site profile) synthesizing barrier and facilita-
tor themes corresponding to each implementation domain. Midway through the project,
study investigators convened an expert panel of both local and VA Central Office leaders to
reflect on site profiles and preliminary findings.

Implementation Support Cost Identification Data Collection and Analyses

For cost identification to capture the costs of supporting implementation of the clinical
practice, we prospectively collected reports on each facilitation event for the two newly
implementing sites (C and D), using sign-in sheets, observations, and facilitator logs of
phone calls and email contacts outside of scheduled events. For each staff person taking
part in an implementation activity, we aggregated time spent (e.g., in fidelity assessment,
training, coaching, planning, and shadowing efforts) and multiplied the time by the individ-
uals’ published salary, plus 30% fringe. We used annualized data for ease of interpretation.

@ Springer



588 International Journal of Mental Health and Addiction (2024) 22:578-598

Results
Barriers and Facilitators by Implementation Factor

In addressing the study’s first objective, analyses resulted in a synthesis of barrier and facil-
itator themes by IDDT program type and age, organized by primary implementation factor
category: intervention characteristics, people, inner context, outer context, and implemen-
tation process.

Intervention Characteristics IDDT was described as advantageous by multiple respond-
ents from the mature teams and by early champions within the newer teams. Aspects of
IDDT that they found useful included the use of MI, staging, and harm reduction to engage
veterans in active treatment. One peer specialist noted:

“I like the approach. It’s not really that directive...you’re actually getting the answers
to come from them. So, I thought it was beautiful...it gives you [as the veteran] the
authority or...the power to change on your own...it puts the ball back in their court.”

However, there was some dissent amongst staff who felt the model required too much
“chasing” of veterans unwilling to address their substance use: “It’s time consuming to run
after people. So I don’t agree with that part.” The mature team leaders liked the fact that
the model is packaged with its own fidelity scale, even if some expressed concerns with
some of the scale’s scoring rules. They also endorsed the value of facilitators providing
visual aids to help staff learn the clinical staging required by IDDT. The adaptability and
flexibility of the model also was endorsed as a positive by some. For example, interview-
ees highlighted how the model does not require clinical knowledge regarding “which came
first’—MH or SUD—and this “makes things easier.” Conversely, a common refrain on all
teams was a desire for more concrete clarifications about what the IDDT model indicates
as an appropriate intervention for a particular veteran, based on stage of change.

Staff were inconsistent in their depiction of IDDT’s complexity, with some referring to
the model as “simple” and others finding that the staging of veterans complicated treatment
planning. Several respondents referred to IDDT’s components as consistent with other
important aspects of their teams, including the assertive community treatment model for
the MHICM teams, Housing First for the HUD VASH team, and recovery-oriented care
principles such as honoring client choice and self-determination. Several respondents com-
mented on the “fit” of IDDT with their current services. The mature MHICM IDDT pro-
gram gave examples including community-based outreach provided by the MHICM team
as consistent with IDDT.

Characteristics of Individuals All four program leaders highlighted the helpfulness of an
individual staff person’s willingness to learn the model or, conversely, the barrier of staff
resistance. One common barrier was staff preference for confrontation over IDDT’s less
traditional emphasis on engagement and enhancing motivation for veterans who continue
to use substances. In general, experience with motivational interviewing, stage of change,
and/or IDDT itself (sometimes from previous employment outside the VA) were consid-
ered strong facilitators. Even without direct experience with IDDT practice, team mem-
bers with a willingness to learn new approaches and tendency to embrace veteran-centered
care were considered more “ready” to implement IDDT. Team members with a strong
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background in 12-step models or those less familiar with the recovery model were noted as
resisting the change to IDDT:

..that traditional consequences addiction approach, where people need to suffer con-
sequences in order for them to change...I mean these people live on the streets, they
eat out of dumpsters...what else could you possibly take away from them as a conse-
quence to get them to change?

Likewise, some nursing and other staff trained primarily in the medical model in some
cases found it difficult to adapt to IDDT’s stage-wise approach where treatment strategies
shift based on both symptoms and readiness to engage rather than symptoms alone. Having
staff who were comfortable talking about substance use also was identified as a facilita-
tor in the PRRC program. In a similar vein, the newer MHICM team identified needing to
learn more about substance use disorders in general because their staff came from an exclu-
sively mental health background.

Inner Setting Inner setting facilitators varied considerably by program type, team size,
and team cohesion. The two smaller teams (PRRC program Program B and MHICM Pro-
gram C) were cohesive work units with a strong team culture where staff input was valued.
A respondent from the PRRC program described their team’s culture as a facilitator in
terms of their commitment to an implementation effort once selected: “our group is kind
of a group of people that are like, ‘if we’re gonna do this, let’s do it right’.” These teams
also described a strong sense of the team being veteran-centered and recovery-oriented,
an important philosophical consistency with IDDT that is not universally embraced. In
contrast to these smaller teams, the large HUD VASH team consisted of almost 20 cli-
nicians who expressed varying degrees of acceptance of IDDT model philosophy, with
some voicing outright resistance to treatment principles other than abstinence-only or
12-step models (e.g., stage-wise, harm reduction). A few staff on this team expressed con-
cern during training that IDDT would pull resources away from veterans who were ready
actively engaged in recovery so that they would spend more time with veterans in “denial”
who continue to use. Another was skeptical of the value of motivational interventions,
preferring a “harder” approach with “consequences” for relapses. To a certain extent, this
was also the case early on for the larger, mature MHICM team. However, that team had an
experienced team leader who was able to gently persuade the few resistant staff to “buy-
in” to the stage-wise and veteran-centered mindset required by IDDT by first taking note
of their concerns: “our supervisor is very good at allowing people to express their con-
cerns ... he tries to help them address those concerns and explains, and you know, helps
them just process them.”

Team leaders’ confidence in the value of IDDT was also viewed as helpful for shap-
ing implementation at the team level: “so if you have a program supervisor...that...thinks
this is going to work, I think that’s helpful.” Also, a team leader’s experience with IDDT
or its clinical skills or philosophies were considered facilitators. For example, two of the
team leaders had experience with direct IDDT provision prior to employment at the VA,
while a third had experience with staging and motivational interviewing outside the VA.
The fourth was familiar with motivational interviewing. Observations revolved around
the importance of having a solid foundation of the clinical and philosophical content of
the model, in order to “sell” these elements. Clear and strategic leadership in communica-
tion about IDDT implementation efforts, timelines, and tools (e.g., fidelity assessments)
were cited as either a valuable facilitator of implementation in the mature sites or barriers
requiring improvement in the new sites.
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Staffing was also a critical element of inner setting. For instance, staff turnover was a
noted barrier to implementation, with a new influx of IDDT staff requiring ongoing atten-
tion to training efforts. On the other end of the spectrum, one of the more mature programs
(the PRRC) also described having ample peer support specialists within the program as “a
must” for engaging veterans in IDDT. Among their peer specialists, this program made a
concerted effort to hire at least one with both mental health and comorbid substance use
disorder who was in recovery.

Outer Setting Themes in this domain serving as facilitators to IDDT implementation
across all sites included high veteran need for IDDT in their existing program population,
addressing gaps in VA services for coordinated care, and hearing about the success of other
IDDT programs. Program respondents almost universally described their patient popula-
tion including a high proportion of dually diagnosed veterans who needed IDDT services.
All teams had at least one respondent report that well over half of their veterans were strug-
gling with comorbid mental health and substance use disorders. For the two mature pro-
grams, proximity to national experts in IDDT was a facilitator, as was support from their
service line and facility leaders. Many of the respondents on those teams had been hearing
positive aspects of IDDT for some time. IDDT was also perceived by some as a potential
tool to address external pressures from regional and national VA leadership. One program
administrator cited IDDT’s emphasis on outreach and engagement as potentially contrib-
uting to improvements in veteran access to care, a high priority VA performance metric.
The PRRC program cited improvements to their “unique encounters” performance metric
as a facilitating factor. As the program began successfully engaging some consumers at
the appropriate staging and thinking about the veteran’s goals for recovery, one respondent
reported having a sense that the veterans were more likely to show up for appointments and
improve the program’s performance on this metric. Similarly, a HUD VASH respondent
felt that IDDT could be a programmatic tool to help VA “end homelessness” (a strategic
priority for VA), particularly by helping veterans reduce their substance use and thereby
reduce “negative exits” from the housing voucher program (a performance metric for HUD
VASH programs) as a result of a substance abuse relapse.

Outer context barriers included lack of support from facility and service line leadership
for some sites, detailing (e.g., reassigning the team leader away from program and not gen-
erally valuing the effort), and VA policies on staffing or procedures inconsistent with the
IDDT model (e.g., no dedicated psychiatrist in PRRC or HUD VASH; no national guide-
lines requiring a substance abuse specialists for MHICM teams; minimal outreach capabili-
ties for PRRC since they are designed to be office-based). In one case, there was a clear
theme of feeling disconnected from the rest of the facility: “it’s just difficult to...coordinate
that with other groups in the hospital. We’re not always on the same page about what’s
needed.” Staff also reported policies that kept them from fully meeting veteran needs. The
HUD VASH team, for example, included numerous licensed social workers trained in psy-
chotherapy but was prohibited from providing therapy because the HUD VASH program
is considered an ancillary service by national policy. This policy was interpreted in a way
that kept HUD VASH social workers from providing individual and group substance abuse
counseling within an integrated team, as required by IDDT model ideals.

Implementation Process All four teams specifically noted that the implementation pro-

cess for IDDT is long and requires ongoing focused attention, leadership, and coaching,
with initial start-up probably taking more than 1 year. Facilitation for both of the newly
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implemented programs could have also been improved with more knowledge about the
VA service system (a possible disadvantage for external facilitation), better engagement
of service leadership at the facility, and faster movement from abstract model concepts to
coaching and shadowing in actual IDDT casework. These sentiments were echoed, albeit
less strongly, in the two more mature teams who had different external facilitators. Mature
teams expressed a strong desire to have facilitators continue to shadow or coach them in
the field in providing IDDT interventions. When asked about ideal facilitation factors, both
newer and mature teams in the implementation process endorsed shadowing a more mature
team in a VA setting to see how the model really looks after it “goes live.” One program
leader referred to this shadowing experience as “extremely helpful.” Respondents from the
two mature teams appreciated their facilitator’s handouts, visual aids, and ready to tailor
forms and tracking sheets in aiding in implementation. Because staff turnover was a fre-
quent phenomenon, the mature MHICM team also expressed a need for repeating basic
IDDT training for new staff at various intervals—a single implementation event or even
a year of implementation work would not meet the needs of an evolving team with new
members being on-boarded frequently.

The HUDVASH team (a large team) eventually decided to implement with a small
“teamlet” of 7 staff midway through the year, rather than trying to train and coach the entire
team (close to 20 individuals at any given time). The team leader also focused on staff
who volunteered to implement the model, rather than continue trying to convert unwilling
participants. This was a modestly successful change. The two new programs eventually
decided to pursue a service agreement to coordinate services between the two teams in
order to complement the strengths and weaknesses of each (substance abuse specialists
and housing resources of HUDVASH with the psychiatrist effort and treatment coordina-
tor function of MHICM). The mature PRRC and MHICM teams attempted to coordinate
in similar way but, according to several staff on each team, struggled to do so effectively
when experiencing philosophical or staging disagreements.

Costs of IDDT Implementation Support Efforts For the newly implementing sites, costs
were estimated based on both the cost of the facilitator and lost productivity of staff partici-
pating in facilitation. For HUDVASH (Program D), 29 unique staff spent 377 staff hours
($14,634) in implementation efforts. For MHICM (Program C), 7 unique MHICM staff
spent 191 staff hours ($8,739) in implementation efforts. External facilitation annualized
hours were fairly constant for HUDVASH and MHICM: 69 h ($2,424) and 63 h ($2,222),
respectively. When added together, the overall greater cost for HUDVASH can be attrib-
uted primarily to the larger team size taking part in training and fidelity assessment efforts.
We also computed a per-FTE average implementation cost for each program, including
both program staff time and facilitator time. Using an average of 18 FTE for HUDVASH
for the first half of the year and 7 FTE for the second half of the year (after the change in
implementation approach to target a teamlet), this resulted in costs of $1365 per person per
year for HUDVASH. Using 4 FTE for MHICM, this resulted in costs of $2740 per person
per year for MHICM.
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Discussion

This study examined multiple programs that varied by type, size, and duration of imple-
mentation to learn more about the barriers, facilitators, and costs of implementing IDDT in
routine VA care settings. Consistent with research on IDDT outside VA care settings, criti-
cal factors in implementation included leadership from both within and outside the imple-
menting team and mastery of important skills in implementation at both the team leader
and supervisory level (Brunette et al., 2008; Moser et al., 2004). Also consistent with other
findings, the complexity of IDDT, as well as staff turnover, necessitated more intensive,
ongoing coaching from facilitators, even beyond refresher training, to support the applica-
tion of the model in practice (Brunette et al., 2008; Chandler, 2009; Kikkert et al., 2018;
Moser et al., 2004; Wieder & Kruszynski, 2007; Woltmann & Whitley, 2007). Specifically,
Chandler and colleagues (2009) found staff turnover to be a significant challenge to IDDT
implementation efforts. Results yielded useful factors to consider in selecting and support-
ing programs and staff for implementation, as well as time and costs associated with imple-
mentation activities. These findings could be helpful in setting appropriate expectations for
how an organization might need to support a successful implementation effort.

IDDT implementation was bolstered by the fact that most staff perceived the interven-
tion as helpful for the population. The match between high needs of the veteran population
served (outer setting) and the staging, motivational interviewing, and harm reduction com-
ponents of the intervention (intervention characteristics) might be a way to make the case
for implementing the program in future efforts. For instance, IDDT could be proposed as a
tool to help VA programs engage, retain, and meet the needs of some of their most vulner-
able veterans. Outcomes (e.g., hospitalization, substance use, negative exits from housing/
housing stability) and process metrics (e.g., service access, service retention, positive vet-
eran experiences with care) from these early adopters might also be helpful in creating the
marketing package to further disseminate the model across VA—Iinking IDDT implemen-
tation with key VA priorities for reform, such as coordinating care more efficiently to serve
complex veteran needs (VA MISSION ACT, 2018).

The complexity of the intervention and the need for ongoing coaching and instruction
in the use of the model was clear. Even in the more mature IDDT programs, staff contin-
ued to want coaching during actual contacts with veterans. This is a model that is easy to
talk about in the abstract but sometimes difficult to execute in practice. For instance, sev-
eral respondents asked for much more concrete help from facilitators in processing how to
intervene with specific veterans in early stages of change, such as those in pre-contempla-
tion or contemplation stages. Although we had conceptualized start-up as 1 year of imple-
mentation facilitation and fidelity assessment, our contacts with the mature sites confirmed
our suspicions that 2 years is probably the minimum start-up time required for IDDT, con-
sistent with other findings (Brunette et al., 2008; Chandler, 2009; Moser et al., 2004). In
our newly implementing sites, the implementation process was modified substantially mid-
way through implementation with a re-focus on a teamlet of volunteers rather than forcing
implementation on a team of roughly 20 staff, some of whom were highly skeptical of
harm reduction. Based on this experience, larger teams might begin by taking this volun-
teer approach and building internal champions who can later help the remaining members
of the team implement the model after they have had some initial success.

We noticed an interesting trade-off in the skills and backgrounds of staff implement-
ing the model across both newly implementing teams. All teams noted that staff who were
entrenched in either the 12-step or abstinence-only substance abuse treatment traditions
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were more likely to resist the main philosophies and principles underlying IDDT: harm
reduction, stage-wise interventions focusing on engagement and reductions in use for early
stage veterans, and motivational enhancement over confrontation. In many ways, staff
with only a mental health background, as opposed to substance abuse treatment experi-
ence, seemed more willing to learn IDDT philosophies. Unfortunately, this also meant that
several staff with a mental health background reported being “on board” with IDDT phi-
losophy but having little knowledge and comfort with discussing substance use directly
with veterans. Staff from the more mature teams reported that this comfort level took some
time to develop. Skilled facilitation for implementation requires a delicate balance between
providing concrete suggestions and advice to eager champions ready to implement and
potentially “turning off” resistant clinicians who are slow to change their practice to match
guidelines. Implementation efforts might include a pre-implementation assessment of team
background in order to design specific technical assistance to address the needs of staff
from these disparate backgrounds. A critical element of the inner setting is good leadership
at the team level, a finding consistent with other implementation literature regarding the
critical role of leadership in driving implementation efforts (McGuire et al., 2015).

The outer setting of the VA at both the facility and national level held substantial influ-
ence over team structure (technically, the inner setting). While VA has a wide variety of
mental health programs and staffing (an asset), these resources introduce complexities that
are unique to the VA as well. Since our study concluded, VA VISNs have also been reor-
ganized, with new leadership in some cases, and are beginning to take interest in IDDT and
other evidence-based mental health practices. Although various facilities and teams may
exert some independence with how they structure teams, most closely follow the minimum
national guidelines and do not add staff positions that are not required. For example, the
two teams at each facility began working with one another to coordinate the provision of
IDDT components across the teams, a substantial adaptation from IDDT proper where all
components are provided by a single team. As an example, the PRRC team and the large
MHICM team had many overlapping veterans between their programs. PRRC provided the
IDDT group treatments for these veterans, a natural decision given the existing support for
group psychotherapy within hospital-based PRRC programs with licensed psychologists
and other therapists, while the MHICM team provided outreach and case management.
This might be an example of how adaptations of IDDT may need to look for implemen-
tation without undertaking sweeping changes in national program guidelines. This is not
surprising as CFIR and other implementation frameworks emphasize local adaptation as
a natural and potentially beneficial part of implementation (Aarons et al., 2012; Chambers
& Norton, 2016). Other recent literature also points to the importance of implementation
contexts, such as social networks and organizational belonging in practice adaptions (Hoej
et al., 2019). However, additional research is necessary to explore how particular adapta-
tions impact effectiveness of the practice. For large bureaucratic services settings like VA,
this may be the only way to implement IDDT components in a manageable way. Imple-
mentors may benefit from revising fidelity measurement to focus on overly restrictive, spe-
cific “forms” of IDDT and rather guide implementors toward core functions of IDDT that
may be fulfilled according to local settings (Perez Jolles et al., 2019).

The two teams followed prospectively for cost identification varied widely in size. Total
costs for each team’s time spent in implementation activities for the first year was less than
$20,000. For the smaller team, the cost was less than $10,000, although the per staff costs
for that team were double due to their small team size coupled with consistent contacts
with the facilitator. Future efforts could maximize economies of scale by working jointly
with multiple programs at once. Overall, in the wider context, these implementation costs
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are relatively modest if they offer a way to efficiently coordinate services for veterans with
complex needs.

Conclusion/Impact

Because MHICM teams already have an integrated team structure, we might conclude
that for VA, implementing IDDT on MHICM teams is the path of least resistance. For
instance, MHICM teams should already offer comprehensive support services required by
IDDT, such as psychiatry, mental health counseling, nursing, employment services, and,
in many cases, peer specialists to engage veterans. MHICM teams are also equipped with
the ability to perform outreach and provide intensive, frequent services, if necessary, for
veterans with complex needs. The adjustment for implementing IDDT on a MHICM team
might include either adding a substance abuse specialist to specifically target substance
abuse assessments and counseling or conversion of an existing position to take on those
duties. However, a team culture that is willing to embrace stage-wise interventions and
harm reduction is another critical ingredient that cannot be sufficed by structure alone. In
2 of the study sites, critical substance abuse counseling services for individuals and groups
were supported or at least enhanced by VA staff outside of a particular team (e.g., a PRRC
program). In some ways, coordinating across team lines is a common strategy in VA efforts
even if this detracts from an IDDT model ideal: a single, cohesive team to provide com-
prehensive services to veterans with dual disorders. In cases where the personnel and hos-
pital administrative support is present, this type of adaptation may be a way to speed up
implementation of care that is at least minimally integrated, if not in perfect adherence to
model fidelity. As is the case with many implementation efforts, administrators may be
wise to consider these recommendations but also perform their own assessment of existing
programs and their “fit” with IDDT in terms of both structure, function, and philosophy.
Implementation supports should include ample coaching for intervention selection and pro-
vision to meet stage-wise needs and be sustained long enough, likely 2 years or more, for
team members to obtain feedback and coaching as they begin to change practice and imple-
ment required techniques.

This project will inform future efforts to implement IDDT in the VA and improve ser-
vices for veterans struggling with severe mental illness and substance use disorders. IDDT
addresses a critical gap in services provided to veterans with both mental health and sub-
stance use disorders but remains challenging to implement for even mature teams.
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