Main findings from the Substance Abuse Treatment to HIV Care

(SAT2HI1V) Project: A type 2 effectiveness-implementation hybrid trial

*Bryan R. Garner; Stephen J. Tueller, Steve Martino,
Heather J. Gotham, Kate Speck, Michael Chaple, Denna
Vandersloot, Michael Bradshaw , Elizabeth Ball, Alyssa Toro,

Marianne Kluckmann, Mat Roosa, and Jay Ford

*Presented by:

Bryan R. Garner, PhD

Senior Implementation Research Scientist

RTI International

3040 E. Cornwallis Rd.

Research Triangle Park, NC 27709-2194
Phone: (919) 597-5159
Email: bgarner@rti.org

ERTI Funding provided by the National Institute on Drug Abuse SAT ZH IV

(NIDA; R0O1-DA038146; PI: Garner)

INTERNATIONAL FUNDED BY THE NATIONAL INSTITUTE ON DRUG ABUSE



mailto:bgarner@rti.org

The Problem:

Integrating HIV services with other health services
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Costs and efficiency of integrating HIV/AIDS services
with other health services: a systematic review
of evidence and experience

Sedona Sweeney,' Carol Dayo Obure,' Claudia B Maier” Robert Greener,”

Karl Dehne,” Anna Vassall'

AB STRACT
Objectives To review the iteratum on the potential
afficiency gains of imegrating HV senvices with other
health sewces.
Design Systematic iteratwe mview. Seacch of
dectiontc databases, manual searching and snowball
sampling. Studies thal presented results on cost,
afficiency or cost-effectiveness of intagrated HIV
sanvices were included, focusing on low- and middle-
income countries. Evidence was analysed and
synthesised through a namative apoach and the quality
of studies assessed.
Resilts 0f 666 ctatons retieved, 46 wera incuded (35
poar reviewed and 11 from grey Reratwre). A range of
integrated HIV servicas were found to be cost-effactive
compard with ‘de-nothing’ altematives, including HV
sanices into sexual and heath
satvicas, integrated tuberculosisMV senices and HIV
sanvices integrated into primary heathcare. The cost of
HNV and testing is Teely 1o be
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lower than that of stand-alone counselling and testing
provision, however, evidence is limited on the
compamtive costs of other services, particularly HV cane
and treatment. There is also litle known about the most
afficient moddl of ntegation, the eficency gain from
integration beyond the senvice level and any econamic
benefit 1o HV senvice users.

Conclusions In the context of increasing political
commitment and previous fevews suggesting a strong
public health argument for the integration of HIV
sewvices, the authars found the evidence on efiicency
bmady supports further efforts 1o intagrate HIV senvices.
However, key evidence gaps mmain, and there & an
wgent need for further research in this area.

INTRODUCTION

Integration is a growing priarity in the context of
the ALY msponse. HIV/AIDS i intrnsically
linked to mamy other health problems. Integmtion
has the potential to improve the quality and
cantinuity of care far thase living with HIV.ar bring
HIV services to those who would otherwiz not
have access to them.' * For some interventions,
such as prevention of mather-to-child transmission
of HIV (PMTCT) or prevention and treatment of
tuberculozis (TE) co-infection, integration is clini-
cally essential. The integration of HIV services is
supparted by a wide range of evidence on its clinical
and public health benefit™ " These highlight its
benefits to patients with co-marhidities, berefits in
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terms of continuity of care and increased access to
HIV services. It has therefor been called for in
a number of global policies and high-level position
papers, most meently in the 2011 UN Declaration
an HIV/ALDS® It is also commonly assumed that
integmtion can improve progamme efficiency”
Thiz iz of particular interest in the cument
econamic climate, as many countries ar seeking to
rationalise  their health-elted expenditum.
However, to date, the evidence hase to support this
assertion remains unclear, despite the numerous
reviews that focus on HIV integmtion moare
gcnclally.9 ' This paper themfore summarises
the current evidence on the impact of integration
of HIV services on the effidency of health
services, focusing on low- and middle-income
countries.

Integmtion has been approached differently in
a wide varety of settings, making the concept of
integmtion difficult o tie down. Although there
has been some consensus recently in the field of
sexual and mproductive health (SRH) on termi-
nalogy,'® there remain several differing discourses
an 'Lntegl'.:tion.JE % The mast commaon undsr-
standing mlates to horizontal integration or inte-
gration at the point of service delivery; this can
range from structured meferals to physical incor
pomtion providing a ane-stop approach.®' Integra-
tion can alo be seen as part of a wider system of
co-omrdination at the policy and planning, human
resources and financing levels sometimes refered
as linkages.'? For the purpases of this review, we
use the UMAIDS definition of progmmme integrm-
tion: ‘joining together different kinds of services ar
operational programmes in order to maximize
outcomes, eg. by omanizing referrals from ane
service to another or offering onestop compre-
hensive and integmted services'™! This includes
services from a singular provider and from separate
providers (within one site) whem there is a dearly
functional referral system.

Economic theary suggests several patential effi-
ciency advantages at various levels of a health
system arising from the integmtion of HIV and
ather health services'® ™ Integmtion has the
potential to impmve both technical efficiency
(providing services or pmoducdng outputs at the
lowest cost) and allocative effidency (achieving
health outcomes at a low cost). Technical efficiency
focuses on using the right mix of msoumes to
produce health services and can be assemed by
measuring the unit cost of HIV services. Allocative
efficiency iz ako concerned with whether the right

&

“In summary, given the existing evidence that largely
supports HIV integration from a public health and
clinical perspective, the findings of this review support
further efforts to integrate. However, significant
evidence gaps remain. Unfortunately, few of the studies
found adequately address the central questions
currently concerning many programme managers at this

moment in time: not whether to integrate, but
when to, how to, and which model is most
efficient in which setting?”




The Setting:

Community-based AIDS Service Organizations (ASOs)

Substance use can negatively impact

ASOs ability to achieve goals of the

HIV Care Continuum

ORGANIZATIONS
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Integration of Motivational
Interviewing-based brief
intervention for substance use




The Substance Abuse Treatment to HIV Care (SAT2HIV) Project:

A doubly randomized type 2 effectiveness-implementation hybrid trial
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The Method:

A doubly randomized 39-site type 2 effectiveness-implementation hybrid trial

Research Pipeline
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The Substance Abuse Treatment to HIV Care (SAT2HIV) Project: A type 2 effectiveness-implementation hybrid trial
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Staff-level Proficiency

(Miller et al
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A Randomized Trial of Methods to Help Clinicians Learn
Motivational Interviewing

William R. Miller, Carolina E. Yahne, Theresa B. Moyers, James Martinez, and Matthew Pirritano
University of New Mexico

The Evalusting Methods for Mativational Enhancement Education trisl evaluated methods for leaming
motivational interviewing (M1). Licensed substance abuse professionals (V = 140) were mndomized to
5 training conditions (a) clinical warkshap only: (B) workshop phus practice feedback: (¢} workshop plus
individual coaching sessions; (d) workshop, feedback. and coaching: or (<) a waiting list cantrol group
of self-guided training. Audiotaped practice samples were analyzed at baseline, posttrainin
12 months lter. Relative o conirol,the 4 rained groups shawed Iarg‘.r g,ams in pmr.c.

2004 ; Martino et al. 2008)
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Community program therapist adherence and competence in
motivational enhancement therapy
Steve Martino *, Samuel A. Ball, Charla Nich, Tami L. Frankforter, Kathleen M. Carroll

Yale University School of Medicine, Department of Psychiatry, Division of Substance A buse, 950 Campbell Averue, West Haven, CT 06516, LISA
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Proficiency demonstrated when “at least half of
the MI-consistent items rated average or above in

terms of adherence and competence.”
Martino et al., 2008

approaches are used or added™” To rephrase the classic statemnent
of Gordon Paul (1969) regarding behavior therpy, the challenge is

Wilkiam R Miller, Caroling E. Yahne, Theresa B. Moyers, and Matthew
Pirritano, Department of Psychology, and Center on Alcohalism, Sub-
stance Abuse. and Addictions, University of New Mexica; James Martinez,
Center an Alcohalism, Substance Abuse, and Addictions, Uiversity of
New Mexico.

“This research was supporied in part by Naticnal Institute on Drug Abuse
Grant RD1-DAI3081 and National Institute on Alcohcl Abase and Aleo-
holism Grant KOS-AADDII3. All study and consent procedures were
reviewed and approved by the Human Research Institutional Review Board
af the University of New Mexica.

Correspandence concerning this article should be addressed to William
R. Miller, Department of Psychology, University of New Mexico, Albu-
querque, NM §7131-1161. E-mail: wrmiller@unm.edu

Y93}, manjuana |Stephens, K i
(_umn 2000] JI].I] JIa"‘nDi]R (e.g.. Graeber, Moyers, Cnfﬂlh
Guajardo, & Tonigan, 2003), gambling (Hodgins, Cumie, & el-
Guebaly, 2001), hypertension (Woollard et al., 1995), and weight
control in Type 2 diabetes {Smith, Heckemeyer, Kratt, & Mason,
1997). M1 is a relatively brief intervention, consistent with current
trends in managed care and with high early dropout rates in drug
abuse treatment. M1 is also compatible with a range of conceptual
onentations and with cument practices of many clinicians. The
demand for professional training in MI is high, and such training
is already widespread, vet relatively little is known about optimal
methods for helping clinicians to acquire and maintain proficiency
in this method.

Rollnick and Miller (1995) emphasized that M is not a set of
specific technigues but a skilled style of counseling that requires
careful raining. Clients’ outcomes after substance abuse treatment
vary widely, depending on the therapist to whom they were as-

1050

al cmpincal support across single and multi-site
clinical trials for enhancing treatment engagement and reducing
substance use among clients abusing or dependent on alco-
hol (Bien et al., 1993; Brown and Miller, 1993; Miller et al.,
1988, 1993; Project MATCH Research Group, 1997), heroin
(Saunders et al., 1995), cocaine (Stotts et al., 2001), marijuana
(MTP Research Group, 2004; Steinberg ct al., 2002) and mixed
substances (Carroll et al., 2001; Martino et al., 2000, 2006b).

* Comesponding suthor at- Yale University Schocl of Medicine, Department of
Psychistry, VA Connecticut Healthcare System. 950 Campbell Avemue (151-D),
West Haven, CT 06516, USA.

E-mail address: steve martino @y

eedu (5. Martino ).

0376-8716'5 — see front matter © 2008 Elsevier Ireland Lid. All rights reserved.

doi: 10,1016/ dragaledep. 2008.01.020

act with chents n a style that 15 collaborative, supportive of
client autonomy and self-cfficacy, and eliciting of client “change
"'; namely. statements that indicate client’s movement toward
behavior change. These components embody the “spirit” of
MI delivery (Miller and Rollnick, 2002; Rollnick and Miller,
1995). Therapists use both fundamental, or what Miller and
Raollnick (2002) have referred to as “microskills” (open-ended
questions, affirmations and reflections delivered with M1 spirit),
and advanced skills {multiple methods for evoking change talk
and handling client resistance) and avoid strategies inconsis-
tent with the approach (such as unsclicited advice or direct
confrontation) to increase client motivation for change during
the session (Miller and Rollnick, 2002: Rollnick and Miller,
1995). Therapists attend to the balance of client statements sup-




Staff-level Implementation Effectiveness

(Klein & Sorra, 1996; Klein, Conn, & Sorra, 2001)
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THE CHALLENGE OF
INNOVATION IMPLEMENTATION
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Implementing Computerized Technology: An Organizational Analysis

Katherine J. Klein, Amy Buhl Conn, and Joann Speer Soma
Uriavsity of Maryland

Why do o cepantzations suceed and sthers il im implemersisg, the inovations they sdope? To
begin o anewer this question, the anthoes ssudied the implemeration of mamufcuing iesource
planning. an advanced computerissd manuficoring rechiology. in 39 manufacsring plasts (nember of
inafividen] respondents = 1.21%), The reslts of dhe plan-leve]l snalyses sugpest that financial resource
availsbilily &nd mansgement suppont for technalogy implemeniation esgender high-qualey implemen:
tation polisies nd & strong climane for  which in e Foster impl emilation
efectiveness—that is. consisien! s skilkad iechnalogy use. Funher ressarch is peeded 1o rephcaie and
éxlend the findings.

“Implementation effectiveness refers to the

consistency and quality of targeted organizational

members’ use of a specific innovation.”
Klein & Sorra, 1996

many organizations’ inability to uchmva the mlandod beanefits of the inno-
vations they adopt. Quality circles, total quality management, statistical
process control, and computerized technologies often yield little or no
benelit to adopting orgonizations, not because the innovations are ineffec-
tive, analysts suggest, but because their implementation is unsuccesstul

We are very grateful 1o Loti Barman., Amy Buhl. Dov Edan, Marlena Fiol. lohn Gomparts.
Busan Jackson, Steve Kozlowski, Tudy Olion, Michelle Poul, Ban Schneider. and the onony-
mous reviewars for iheir exiremely helpiul comments on earlier varsions of this article. We
glso thank Bath Benjomin, Pamela Carter, Elizobeth Clammer, and Scott Ralls for their help
in collecting and analyzing the interview data for the Buildeo and Wireco cose studies.
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perind during which targeted organizational memsbers wdeally be-
come increasingly skillful, consisient, and committed in their use
of an inmovarton™ (Klein & Sorra, 1996, p. 1057},
Katherise I, Kleis, Amy Buhl Conn, med Joasn Speer Sorm. Department [rurrvesal o ndoopstison s been (e focus of onsiderable research,
af Payolology, University of Marylsd. Thus. for example. numerous sedies have examined the mnova-
Amy Bubd Cone s sow @ Personee] Decisions Imenusional, Bosen,  diva characteristics le.g., inpovativa complexity, insovation trial-
Massachusetis, Joann Speer Soma is sow 3l Westal, Ruckville, Maryisl, ahility) that make &n inncvation particubarly likely to be adegred
This research was supporied by o proat to Kathorine |, Klein from the by individual or orgonizstional wsers (e.g., Tommzky & Klein,
N'mi_-nl Hmm Foundatlon. . . 1982}, Funhermare. many ssadies. have examined the chameiens-
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Staff-level of Sustainment

(Aarons et al., 2011; Hunter et al., 2014)
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Examining the sustainment of the Adolescent-
Community Reinforcement Approach in
community addiction treatment settings:
protocol for a longitudinal mixed method study

Sarah B Hunter'”, Lynsay Ayer’, Bing Han', Bryan R Garner® and Susan H Godley®

“use the term sustainment to denote the

continued use of an innovation in practice.”
Aarons et al. 2011

G. AL Agrons ()
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CA 9X93-0812, USA
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and Primary Care and Oulcomes Research, Stanford University,

for practice focused organizations to consider, implement,
and utilize interventions identified as having the potential
to improve children’s and families” mental health. Expec-
tations that research and service communities will work
together effectively to address the challenges of translating
scientific potential into public health impact are high
(New Freedom Commission on Mental Health 2003; U.S.
Department of Health and Human Services [DHHS] 20000,

Unfortunately, the process of implementing evidence-
based practices is often comple x and fraught withchallenges
(Backer 2000; Bond et al. 2009 Institute of Medicine [1OM]
2007). Many efforts to implement programs designed to
improve the quality and outcomes of human services have
not reached their full potential due to a variety of challenges
inherent in the impl ation process. Impl ion of
innovative human service technologi generally con-
sidered to be mome complex than implementation of other

Background

Numerous interventions for adolescent substance use
disorders (SUDs) have been developed, tested and sup-
ported by empirical evidence, yet of the two million
12- to 17-year-olds in need of SUD treatment, only about
8% actually receive it [1]. Providing high quality care to
those youth who access addiction treatment can mitigate
the adverse consequences of substance use, inchiding
both short and long-term violence, accidents, disease,
and criminal behavior [1,2]. Ensuring the provision of
quality care also can bolster community confidence in

wecomIare

treatment: this, in turn, may lead more families, courts
and schools to refer youth to treatment and help ensure
that adolescents in need of care receive it.

Ome strategy policymakers use to ensure high quality
treatment is to offer discretionary monies that encourage
mmunity-based programs to adopt treatment proto-
mls deemed efficacious in experimental settings (ie.,
evidence-based treatments or EBTs). For example, gov-
ernment agencies such as the Substance Abuse and
Mental Health Services Administration (SAMHSA) have
offered discretionary grant funding in order to help fa-
dlitate EET implementation. In one of the largest such
eforts to date, the SAMHSA's Center for Substance Abuse
Treatment (CSAT) provided over 80 million dollars to

crgimilicdoma
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The Method:

Implementation Conditions

Proctor et al. Implementation Science 2013, 8:139 o

http//www.implementationsdence.com/content/8/1/139 I‘ MPLEMENTATION SCIENCE H
! NS 1. Name it

DEBATE Open Access 2 Deﬁne it

Implementation strategies: recommendations for
specifying and reporting 3. Specify it

Enola K Proctor”, Byron J Powel" and J Curtis McMillen” a) The ACtor
b) The Action
|

Abstract :

c) Action Target
Implementation strategies have unparalleled importance in implementation science, as they constitute the how to' .
component of changing healthcare practice. Yet, implementation researchers and other stakeholders are not able d ) Te m po ra I |ty
to fully utilize the findings of studies focusing on Implementation strategies because they are often inconsistently
labelled and poorly described, are rarely justified theoretically, lack operational definitions or manuals to guide their e) Dose
use, and are part of packaged’ approaches whaose specific elements are poorly understood. We address the challenges
of specifying and reporting implementation strategies encountered by researchers who design, conduct, and report ) 1
research on implementation strategies. Specfically, we propose quidelines for naming, defining, and operationalizing f I m p I eme ntat ion O Utco me

implementation strategies in terms of seven dimensions: actor, the action, action targets, temporality, dose, Ly 4 .
implementation outcomes addressed, and thecrefical justification. Ultimately, implementation strategies cannot be g) 'l u Stlfl Cat ion
used In practice or tested in research without a full description of their components and how they should be used. As
with all intervention research, their descriptions must be precise enough to enable measurement and reproducibility.
We propose these recommendations to Improve the reporting of implementation strategies in research studies and to
stimulate further identification of elements pertinent to implementation strategies that should be included in reporting
guidelines for implerentation strategies.

Keywords: Implementation strategles, Implementation research, Measuremnent, Methodology




The Method:

Addiction Technology Transfer Center
(ATTC) implementation strategy

Review
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Table 2. Specification Overview of the Multifaceted Addiction Tenhnnlogv Transfer Center [ATI'C] Strateg'f

Discrete implementation

strategies:

Defining characteristic Targeted

according to Proctor and Target(s) of Implementation

colleagues. [39] Actor(s) Actions(s) the action Temporality Dose Outcome(s) Justification
A. Centralized technical Regional The overarching discrete 2 Bl staff per  The initial kickoff See Fidelity {i.e., [34, 40-42]
assistance: ATTC [eg., implementation strategy  ASO. meeting should be Tables proficiency and

Develop and use a system Mid- that encompasses the within 1 month of 4-6. implementation

to deliver technical America, other discrete completing the effectiveness).

assistance focused on Morthwest, implementation exploration phase.

implementation issues. Mortheast). strategies listed below.

B. Develop educational Regional The Motivational 2 Bl staff per  Finalization of See Fidelity {i.e., [43, 44]
materials: ATTC Interviewing-Based Brief  ASD. educational Tables proficiency and

Develop and format Intervention (MIBI) materials (e.g., MIBl 4-6. implementation

guidelines, manuals, protocal manual, which protocal manual) effectiveness).

toolkits, and other provides information should be prior to

supparting materials in and knowledge about the initial kickoff

ways that make it easier how the MIBI is meeting.

for stakeholders to learn intended to be

about the innovation and implemented.

for clinicians to learn how

to deliver the clinical

innowvation.

C. Develop and organize Regional & Web-based system 2 Bl staff per  Finalization of See Fidelity (i.e., [47-43]
quality monitoring ATTC [satZhivproject.org), ASO. quality monitoring Tables proficiency and

system: that enables secure and systems (i.e., 4-6. implementation

Develop and organize
systems and procedures
that monitor clinical
processes and/ar
outcomes for guality
assurance and
improvement.

efficient sharing of data
relevant to the
evidence-based practice
(EBP) preparation and
implementation
process.

satZhivproject.arg)
should be prior ta

the initial kickoff
meeting.

effectiveness).
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ATTC

Addiction Technology Transfer Center Metwork
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Discrete implementation
strategies:

Operational definition of key dimensions for each discrete implementation strategy

Defining characteristic Targeted
according to Proctor and Target(s) of Implementation
colleagues. [35] Actor(s) Actions(s) the action Temporality Dose Outcome(s) Justification
K. Use-an improvement and] An individual The overarching An ASO's The initial See Fidelity (i.e., [36, 64-67]
implementation advisor: with training implementation designated staff kickoff meetinfy Tables proficiency and
Seek guidance from experts and experience  strategy that working onthe  should be held\§ 4-6. implementation
in implementation, including]  in assisting encompasses the project (SWOP)  within 1 month effectiveness)
consultation with outside organizations other discrete team (2 Bl staff  of completing and
experts (e.g., university- with practice implementation and2to 4 the exploration Sustainment.
affiliated faculty members, improvement strategies listed leadership phase,
guality improvement and below. staff).
experts, implementation implementation ,
professionals). efforts. Imple_mentatmn
Readiness,
Implementation
Climate,
Leadership
Engagement.
L. Develop tools for quality An individual Decisional Balance SWOP team. Finalization of See Fidelity (i.e., [25, 36, 70,
improvement: with training Exercise; Implementation tools for quality  Tables proficiency and 85, 100]
Develop, test, and introduce  and experience  Performance Review, Readiness improvement 4—8. implementation
quality-improvement tools in assisting Evaluation, and Implemen;:atiun (e.g., decisional effectiveness)
with inputs (e.g., measures) organizations Planning Exercise; Climate balance and
specific to the innovation with practice Climate Evaluation & Lea dersﬂhip worksheet) Sustainment.
being implemented. improvement Cptimization Exercise should be prior
Engagement. L
and to the initial

implementation
efforts.

kickoff meeting.
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Blendes Strategy and the
distrete strategies that it
encom

technical
mssistance

Each Overarching Strate

Klonth 1

Durin

e Preparation Phase

Mianth 2

Months 1 —6

Ronth &

Training.
Cosching, ar
Fadilitation

A50's
Leadership
Stast

H&

B50's
Bl
Staft

HA&

Training.
Cosching. or
Facilitation
Shast
Az
Needed

B50's
Leadership
Stast

HA

Training.
Coaching, or
Bl Fadilitation

Statt

Az
Needed

A50's
Leadership B

HA

Training.
Coaching. or
Facilitation

A50's
Leadership

HA

eJi-

Training.
Coaching, or
Fadilitation
Statt

A50's
Leadership

Training.
Coaching. or
Fadilitation
Stast

A50's
Leadership

Az
Needed

HA

frfi=t

Az
Meeded

HA&

5. Dmvelcp
=ducational
materials

+

T. Cevscp and
orgenize quelity
monitoning
SystEms

T D=welop tocis
for guality
monitanng

E. Distnbute
=ducstionsl
materials

. Conduct
sducational
meetings

. Make Eraining
dynamic

H. Audit & Frovide
fazdback

BODICTION TECHNOLOGY TRAMSFER CENTER [ATTC)

1. Provide ongoing
consultstion

L Creste &
l=aming
collsbaratie

i_|1pm:rﬂ|1u'rt_und

achiizor

HNA

Needad

Nesded

L. Devalop taals
tor quality
improvement

M. CrEanize
implementation
team meetings

M. Idzmtity =rd

prepere
chamgions

O. Assmss for
resdiness and
identity barriers

F. Concuct locsl
COMSEToLE
discussions

IMPLEMENTATION & SUSTAINFIENT FACILITATION (I5F)

9. Conduct oyclical
srmail tests of
change
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Each Overarching Strategy During

Blended Strategy and the
discrete strategies thatit
encompasses

Ponth 1

Month 2

mplementation Phase [Months 7 — 12)

Maorith 4

Marth 5

Maonth 5

Training,
Coaching, or
Facilitotion

Staff

ASD's
Leadership
Seaff

A50's

Traiining,
Coaching, or
Facilitoticn

Starff

A5
Leadership
Seaff

ASO's

Training,
Coaching, or
Facilitaticn

Samff

AR5
Leadership
Staff

Training,
Coaching, or
Facilitotion

Staff

ASDs

Stafi

Training,
Coaching, or
Facilitotion

A5
Lesdership
Staff

Bl
Staff

Training,
Coaching, or
Facilitation

A, Centrslized
technical

As
Needed

Ha

NA

As
Meeded

M

NA

As
MNeeded

Hours

16
Hours

Howrs

MNeeded

24
Howrs

Needed

B. Develop
educational
materizls

C. Develop and
crganize quality
manitoring
Fystems

[. Develop tools
far quality
manitoring

E. Distribute:
educaticnal
miaterials

F. Canduct
educational
mestings

G. Make training
dynamic

H. Audit & Provide
feedback

ADDICTION TECHNOLDGY TRANSFER CENTER (ATTC)

| Provide cngairg
consultation

). Creats @ learning
collaborative

B Use an
improvement and
implementation

advisor

Howr

Hour

Hour

Howr

Hour

Howr

Hour

L. Dewvelop tock
far quality
improvement

M. Organize
implementation
tzam mestings

K. Id=ntify and
prepare chamipions

0. Aszess far
readiness and
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P. Conduct local
Consensus
discussions
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small tests of
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Strategy dose during sustainment phase

Blendes Strategy and the
discrete strategies that it
emumpusﬁ-

Mionth 1
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Leadership
Staft
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=l
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-1l
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=l
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Sl
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Skaf?

A50's
-1l
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Siaft

A50's

Staft

A50's
=l
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A Contralized
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mssistance
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HA

HA

HA

HA

5. Develop
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D. Develop tocls
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materials

= Conduct
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E. Miake training
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H. At & Frovide
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ol [sinaratiae

K. Use an
improvesnent and
implementation
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Hour

Hour

Hour

L. Dumbop tools for
quality
improvement

. Srgmnize
implementation
team meetings

H. Id=ntity snd
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C. Azsess for
resdiness and
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F. Conduct local
COFEETES
discussions

0. Conduct oyclicsl
sl tasss of
change
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Results:
Main Findings

Exploration Preparation Implementation
Phase Phase Phase

Organizational-level
assignment to
ISF condition

Staff-level
Implementation
Effectiveness

Staff-level
Proficiency

OR=0.11*

Client-level
assignment to
UC+MIBI condition

L 2N Client-level
Substance Use

* p <.05; ** p<.01
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Key Takeaways, Lessons Learned, and Next Steps
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Exploration Preparation Implementation
Phase Phase Phase

Organizational-level
assignment to
ISF condition

OR =1.92**

Staff-level
Implementation
Effectiveness

OR=0.11*

Client-level
assignment to
UC+MIBI condition

Client-level
Substance Use

* p < .05; ** p<.01
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Type 2 effectiveness-implementation hybrid
| trials are not for the faint of heart
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Discussion:
Lessons Learned

Type 2 effectiveness-implementation hybrid trials
are possible... with the right infrastructure and team
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