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ABSTRACT
BACKGROUND: Successful implementation can 
increase the availability of evidence-based treatments 
but continued patient access can be threatened if 
there is not deliberate focus on sustainment. Real-
world examples are needed to elucidate contributors to 
sustainability.
OBJECTIVE: We examined sustainability of outcomes 
of a study which tested a 12-month external facilitation 
intervention. The study evaluated change in access to 
medications for opioid use disorder (MOUD) in Veter-
ans Health Administration (VHA) facilities in the lowest 
quartile of MOUD prescribing.
DESIGN: Convergent mixed-methods design.
PARTICIPANTS: Thirty-nine providers and leaders from 
eight VHA facilities.
APPROACH: Thirty-minute post-implementation tel-
ephone interviews explored whether barriers identified 
pre-implementation were successfully addressed, the 
presence of any new challenges, helpfulness of exter-
nal facilitation, and plans for sustaining MOUD access. 
Interviews were analyzed using a rapid turn-around 
approach. VHA administrative data were used to char-
acterize the facilities and assess their ratio of patients 
with an OUD diagnosis receiving MOUD (MOUD/OUD 
ratio) at the end of a 9-month sustainability period.
KEY RESULTS: Commonly reported contributors to 
sustained MOUD access included national attention 
on the opioid epidemic, accountability created by study 
participation, culture shift in MOUD acceptability, lead-
ership support, and plans to build on initial progress. 
Frequently reported barriers included staffing issues 
and lack of MOUD-devoted time; the need to overhaul 
existing policies, practices, and/or processes; and fear 
and anxiety about MOUD prescribing. All facilities either 
maintained MOUD/OUD ratio improvement (n = 2) or 
further improved (n = 6) at the end of sustainability. 

Facilities with the highest and lowest ratio at the end of 
sustainability used a team-based approach to MOUD 
delivery; however, organizational setting differences may 
have impacted overall MOUD access.
CONCLUSIONS: Ensuring stable and consistent staff, 
and sufficient time dedicated to MOUD are critical to 
sustaining access to evidence-based treatment in low-
adopting facilities. This study highlights the importance 
of investing in local, system-level changes to improve 
and sustain access to effective treatments.
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Improving Veterans’ access to quality health care is a prior-
ity for the Veterans Health Administration (VHA). This 

has been demonstrated through various initiatives aimed at 
increasing the availability of evidence-based treatments for 
pervasive conditions among Veterans.1 To execute these ini-
tiatives, VHA has trained its workforce to deliver evidence-
based treatments (EBTs), redesigned clinics, and/or provided 
resources such as consultants and clinician- and patient-fac-
ing materials.2 This has led to availability of EBTs across 
VHA, but clinician adoption of and patient engagement in 
these treatments is not consistent—some VHA facilities have 
sustained high utilization of EBTs, while others continue 
to lag or struggle to maintain initial adoption and engage-
ment. Thus, while initial implementation of EBTs in VHA 
has been successful, there is a significant threat to sustained, 
consistent access to these effective treatments.

Sustainability of innovations has been defined as the “gen-
eral continuation and maintenance of a desirable feature of an 
initiative and its associated outcomes as well as the process 
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taken to adapt and develop in response to emerging needs 
of the system.”3(pg2) Sustainability of practices in healthcare 
settings remains an understudied area of implementation sci-
ence, and has been touted as a critical gap in the opportunity 
to maximize research investments and healthcare outcomes 
associated with EBTs.4 Based on a systematic review of 
existing sustainability theories and frameworks, Lennox and 
colleagues developed a comprehensive framework for under-
standing factors and processes that impact sustainability. The 
Consolidated Framework for Sustainability Constructs in 
Health Care brings together six constructs that have some 
evidence of impacting sustainability: initiative design and 
delivery; negotiating initiative processes; the people involved; 
resources; organizational setting; and external  environment3. 
On the surface, these constructs do not necessarily differ from 
those within established implementation frameworks,5,6 but 
there may be nuance in how they impact implementation 
versus sustainability. For example, the Integrated Promoting 
Action of Research Implementation in Health Services posits 
that successful implementation is the result of several factors 
including the innovation (i.e., the practice or program being 
implemented).5 Relatedly, the Lennox framework says that 
the initiative’s design and delivery can also affect sustain-
ability. In both frameworks, the practice/program is impor-
tant, but perhaps the evidence for the practice/program is 
more important during implementation while other factors 
about the practice/program such as the ability to adapt it to 
a changing environment are more important to sustainabil-
ity. Thus, frameworks, theories, and models are important 
starting points to growing knowledge in sustainability, but 
empirical investigations are needed to illuminate real-world 
examples of theorized contributors to sustainability.7 In this 
study, we examined the sustainability of effective treatments 
for opioid use disorder.

The opioid epidemic remains one of the most challenging 
public health crises in the USA. VHA has initiated several 
efforts over the past decade to improve Veterans’ access 
to medication treatment for opioid use disorder (MOUD). 
MOUD, including formulations of buprenorphine, metha-
done, and naltrexone, is the most strongly recommended 
treatment for OUD.8 MOUD is often delivered in special-
ized clinics (e.g., methadone clinics); however, formulations 
of buprenorphine and naltrexone can be provided in out-
patient settings which can increase access to these medi-
cations. To capitalize on the opportunity to provide these 
life-saving medications, VHA has invested in promotional 
opportunities, webinars, provider listings, resource guides, 
and monitoring systems to increase the provision of MOUD 
in VHA outpatient settings.9 However, despite these efforts, 
there remains vast variability in the uptake of MOUD across 
VHA facilities, with access as low as 1% among patients 
with OUD at some facilities.10

The Advancing Pharmacological Treatments for Opi-
oid Use Disorder (ADaPT-OUD) study delivered external 

facilitation, an evidence-based implementation strategy,11 
to improve the provision of MOUD in eight VHA facili-
ties in the lowest quartile of MOUD/OUD performance 
among all VHA facilities. Prior to receiving external facili-
tation, leaders and clinicians at these facilities reported a 
perceived need for MOUD access, but also cited competing 
demands that interfere with increasing MOUD access and 
lack of clarity on the policies and processes with respect 
to prescribing MOUD outside of specialty substance use 
disorders clinics. Furthermore, they believed that rurality 
challenged the ability to hire and retain staff with the appro-
priate knowledge and credentials.12 After 12 months, there 
was a significant increase in the ratio of patients with OUD 
receiving MOUD at the intervention facilities, rising from 
an average of 18% to 30%.11 While the external facilitation 
intervention effectively improved MOUD access during the 
implementation phase, it was time-limited and facilities’ 
ability to sustain their gains without study resources was 
unknown. Sustainability of these improvements is critical 
given the negative sequelae associated with OUD. Guided 
by the Consolidated Framework for Sustainability Con-
structs in Health Care, we examined factors that could 
contribute to sustainability of MOUD in the ADaPT-OUD 
facilities and whether these factors were cross-cutting or 
unique to specific facilities based on their MOUD/OUD 
performance during the sustainability phase.

METHODS
Details of the ADaPT-OUD study are described elsewhere,13 
but briefly, the eight low-adopting facilities first participated 
in pre-intervention interviews to assess local barriers/facilita-
tors, formed a local implementation team, and received a site 
visit for action planning and training/education. Together, 
these activities informed tailoring of the external facilita-
tion intervention. Following the site visit, facilities received 
12 months of external facilitation which included monthly 
coaching calls, cross-facility quarterly community of prac-
tice calls, and as-needed consultation to work on goals set 
during the site visit.12 Since a single VA facility is made up 
of one large medical center and smaller community-based 
outpatient clinics, goals could include changes within the 
medical center and/or outpatient clinics. After 12 months, 
each facility participated in an interpretive formative evalu-
ation which included semi-structured interviews.14 These 
interviews evaluated progress made over the 12 months, 
identified plans for sustainability, and explored factors that 
might impact those plans. In addition to the qualitative inter-
views, the MOUD/OUD ratio (ratio of patients with an OUD 
diagnosis receiving MOUD which includes formulations of 
buprenorphine, methadone, and injectable naltrexone) was 
assessed for each facility prior to the site visit (baseline), 
after the 12-month external facilitation (post-intervention), 
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and 9 months thereafter (sustainability). The current study, a 
part of the larger ADaPT-OUD study, is a convergent mixed-
methods study that merges facility-level quantitative data 
(MOUD/OUD ratio) following the 9-month sustainability 
period with findings from post-intervention interviews with 
the goal of enhancing the interpretation of the quantitative 
sustainability outcomes.15

Quantitative

Sample Details about site selection can be found else-
where.13 Briefly, eligible facilities (N = 35) were VHA facili-
ties in the lowest quartile of performance on the MOUD/
OUD ratio (< 21% of patients with an OUD diagnosis receiv-
ing MOUD) as of October 2017. The 35 facilities were strati-
fied based on their median MOUD/OUD ratio (low < 15%; 
high = 15–21%) and their median number of patients who 
had a diagnosis of OUD but did not have an MOUD pre-
scription (i.e., “actionable patients”; low < 472; high ≥ 472). 
These stratifications helped ensure that there was adequate 
variability and representation among the sites. Two sites 
were initially randomly selected from each of the four result-
ing strata. However, since participation was voluntary, if a 
facility declined participation, a replacement facility with 
similar MOUD/OUD ratio and actionable patients was ran-
domly selected. The remaining sites in that stratum were 
put in the control site pool to be matched to each of the two 
intervention sites in that stratum.

Facility Characteristics Using VHA administrative data-
bases, the following variables were extracted to characterize 
the participating facilities—rurality and complexity. VHA 
categorizes rurality as urban, rural, highly rural, and insular 
island. Facility complexity is an indicator of the nature of 
services provided in VHA facilities. It is categorized into 
five groups (highest, high, mid-high, medium, and low) 
using national data regarding availability of complex clinical 
programs (e.g., ICU care, transplant, neurosurgery), location, 
research dollars, and workload (patient load and acuity).16

Sustainability To measure sustainability, we extracted the 
MOUD/OUD ratio 9 months after each facility concluded 
12 months of external facilitation. MOUD/OUD ratio was 

available on a quarterly basis through one of VA’s clinical 
support portals.

Qualitative
Following the 12-month external facilitation intervention for 
the facility, clinicians who provided direct care to patients 
with OUD and leaders within the eight low-adopting VHA 
facilities were invited to participate in 30-minute, semi-
structured, audio-recorded telephone interviews. Participants 
were invited for up to 2 months following the conclusion 
of external facilitation. Interviews were audio-recorded and 
professionally transcribed or recorded using detailed notes if 
the participant preferred. Interviews explored whether bar-
riers identified during the pre-implementation phase were 
successfully addressed, the presence of any new challenges, 
helpfulness of the external facilitation intervention, and 
plans for sustaining MOUD provision following the with-
drawal of study resources.

Interviews were analyzed using a rapid turn-around 
approach.17 First, a templated summary form was created 
using the six constructs from the Consolidated Framework 
for Sustainability Constructs in Health Care framework (ini-
tiative design and delivery; negotiating initiative processes; 
the people involved; resources; organizational setting; and 
external environment) as well as a construct documenting 
Future Plans. We operationalized these constructs as shown 
in Table 1.

The qualitative team (PEA, NB, MEK, and HAS) then 
summarized two transcripts using the summary template and 
met to resolve discrepancies and revise the template. This 
process was repeated for two more transcripts and discussed 
until consensus was reached on the template. The remain-
ing transcripts/notes were divided among the team such that 
each transcript/note was summarized by one member using 
the finalized summary template. The team met weekly to 
resolve questions. When all interviews were summarized, a 
facility-level matrix was created to summarize information 
by domain for each facility. The team completed a matrix for 
two facilities together to identify and resolve discrepancies. 
The remaining six facilities were then divided among indi-
vidual staff to complete a matrix for each. When all matri-
ces were complete, the team met to provide their impres-
sions of the matrix contents to identify themes. All study 

Table 1  Examples of Constructs Used to Organize Interview Data

Construct Example

External environment Influence of outside forces; urgency; impact of innovation on other organizations
Future plans Goals and plans for MOUD implementation after the ADaPT-OUD project
Initiative design and delivery Feedback about ADaPT-OUD study intervention (e.g., site visits)
Negotiating initiative processes Defining aims and shared vision; roles/responsibilities of those involved; incentives
Organizational setting Ability to fit initiative into organization; competing priorities; organizational values
Resources Funding; infrastructure like space; having enough staff; having enough time
The people involved Leadership support; taking ownership of the initiative; patient preferences; staff involvement
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procedures were approved by the VA Central Institutional 
Review Board.

RESULTS
A full description of the eight low-performing facilities can 
be found in Hagedorn et al. (2022).11 As shown in Table 2, 
the facilities were denoted by the four strata (A, B, C, and 
D). A quarter of the facilities (n = 2) were rural, and half 
were characterized as low complexity (n = 4).

All eight facilities improved or maintained initial gains 
in their MOUD/OUD ratio between the conclusion of the 
12-month external facilitation intervention and 9 months 
thereafter (i.e., the sustainability period; Table 3). Spe-
cifically, Facility B1 and Facility B2 stayed relatively the 
same during the sustainability period (< 1% improvement 
in MOUD/OUD ratio) while all other sites had a 3% to 8.2% 
improvement during the same period.

Eighty-four providers and leaders from these facili-
ties were invited to participate in an interview. Forty-six 
invitees (3–9 per facility) completed an interview, 31 were 

not reached, and 7 refused. One interview included two par-
ticipants for a total of 45 interviews. Six interviews (five 
from Facility D1 and one from Facility A2) were excluded 
from analysis due to lost recordings. Thirty-nine interviews 
were analyzed. Below, we present all themes by the Lennox 
et al. sustainability constructs, starting with themes that were 
common across the facilities. We then present themes based 
on the 9-month sustainability period MOUD/OUD ratio.

Common Themes

External Environment/Initiative Design and Delivery Many 
facilities reported that initial buy-in from their leaders and 
providers to increase access to MOUD was sparked by the 
national attention of the opioid epidemic and/or the ADaPT-
OUD project. One MOUD prescriber shared that the national 
attention “[let] leadership know this is something that needs 
to be supported for all the right reasons and holding them 
accountable.” Another leader shared that a cultural shift 
began after the ADaPT site visit:

It really help[ed] bring on board our primary care col-
leagues and helping them embrace that rather than hav-
ing them view it as just a mental health issue. That was 
really tremendously helpful.

Resources Staffing issues were by far the most reported chal-
lenge to MOUD implementation and sustainability. This 
included turnover of staff and leaders, provider shortages 
(e.g., a clinic with just one prescriber), and position vacan-
cies. One consequence of these issues was either more work 
for remaining providers or the facility not being able to meet 
the demand for MOUD (e.g., sole psychiatrist covering mul-
tiple locations). One prescriber encapsulated how staffing 
issues can have a significant impact:

Primary Care, I think, was really interested in doing 
it. I think Dr. XXXX was really, really gung-ho about 
doing it. The problem is he was pulled to be Acting 
Chief of Staff when we lost our Chief of Staff. He was 
a major one that would have pulled everyone together 
to get it goin’. After he was pulled, you didn’t have 
anybody really to push it…to develop it.

Table 2  Facility Characteristics

* Complexity is categorized in 5 groups (highest, high, mid-high, 
medium, and low) based on volume of patients, number of high-risk 
patients, and presence of complex clinical programs and research/edu-
cation infrastructure

% of patients with 
OUD receiving 
MOUD

No. of actionable patients

Low (< 472 patients) High (≥ 472 patients)

Low (< 15%) Facility A1
Rural
Low complexity*

Facility C1
Urban
Low complexity*

Facility A2
Rural
Medium complexity*

Facility C2
Urban
Low complexity*

High (15–21%) Facility B1
Urban
Low complexity*

Facility D1
Urban
Highest complexity*

Facility B2
Urban
Medium complexity*

Facility D2
Urban
High complexity*

Table 3  MOUD/OUD Ratio at Post-intervention and 9-Month Sustainability

Facility Post-intervention MOUD/
OUD

Post-sustainability MOUD/
OUD

Quarter associated with post-sustainabil-
ity MOUD/OUD

Difference

A1 18.2% 23.7% October to December 2019  + 5.5%
A2 26.2% 34.4% April to June 2020  + 8.2%
B1 35.9% 36.5% October to December 2019  + 0.6%
B2 42.4% 42.6% October to December 2020  + 0.2%
C1 26.1% 29.8% April to June 2020  + 3.7%
C2 31.3% 34.3% July to September 2020  + 3.0%
D1 26.1% 32.5% October to December 2020  + 6.4%
D2 33.5% 37.1% January to March 2021  + 3.6%
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Time was universally cited as a factor that impacted MOUD 
implementation and sustainability. Several facilities reported 
a lack of “protected” time that played out in various ways. 
Facilities reported that staffing issues sometimes meant that 
the remaining staff had to take on additional patients and/
or duties. Lack of time was also defined as a lack of dedi-
cated time for OUD/MOUD-related activities (e.g., trainings, 
meetings). Finally, there was also a perception that there 
was not enough time available to initiate patients on MOUD 
and conduct the follow-up monitoring. As one leader shared,

I think that it’s just providers think—like in regards to 
primary care doing inductions and starting patients on 
Suboxone—it’s still that unknown and the feeling that 
it would be too time consuming kind of thing.

Some facilities combated the time issue by carving out time 
for staff to provide MOUD and/or hold ongoing meetings 
focused on MOUD implementation. One facility explained,

we took a full time [primary care] provider and cut his 
panel in half and made him 50 percent pain provider. 
So, that’s probably number one, we start[ed] from pri-
mary care to make this work and gave him time to 
make it work.

Negotiating Initiative Processes Facilities reported a need to 
invest in widespread and/or large-scale changes to success-
fully implement and sustain MOUD. Specifically, facilities 
reported changes to clinic policies, practices, and processes. 
These included developing new standard operating proce-
dures around MOUD provision, redefining MOUD eligibil-
ity, making MOUD services available same-day, defining/
revising clinical roles to provide MOUD, and establishing 
local meetings focused on MOUD implementation. For 
example, one facility increased access to MOUD by chang-
ing their policy about which patients with OUD are eligible 
for buprenorphine/naloxone—i.e., removing exclusions such 
as polysubstance abuse, and requiring group therapy attend-
ance. Another facility streamlined the induction process 
within their mental health clinic. At another facility, leader-
ship incorporated routine mentorship to increase providers’ 
comfort with MOUD through twice-weekly local meetings 
in the Addictions Clinic that leveraged local expertise. Staff 
at another facility changed their admission process to their 
substance use disorder residential treatment program to 
increase MOUD availability.

There had to be some case reviews done before the 
patients got here. Because if they showed up for a 
weekend admission and no one was aware and there 
wasn’t someone on station that could prescribe and 
they didn’t have medications on hand, there was a 
concern about continuity of care for patients that 
were already on Suboxone.

The People Involved Fear and “anxiety” among the staff 
about providing MOUD were universally reported as sig-
nificant barriers. Specifically, staff were concerned that 
buprenorphine/naloxone would be “dangerous” if patients 
were using other substances or that patients would divert 
or misuse MOUD. Some anxiety was relieved by changes 
described above (e.g., regular meetings with local MOUD 
experts) and/or gaining experience with MOUD. “Seeing 
how it works and seeing the worst fears were not being real-
ized” helped to increase comfort with using MOUD. All 
facilities reported there was leadership support for MOUD 
implementation. Leaders demonstrated support by offer-
ing pay-for-performance incentives, sharing their personal 
expertise in MOUD with staff, blocking clinics for training, 
and reviewing and approving policies.

Organizational Setting All facilities reported they were par-
ticipating in other initiatives simultaneously with ADaPT-
OUD. For some, these initiatives were viewed as “compli-
mentary” to ADaPT-OUD and helped to support their work 
to increase access to MOUD. One facility also reported that 
since ADaPT-OUD included “personal[ized] engagement,” 
they needed to take advantage of the opportunity and “put 
more of our eggs in that basket” versus work on other initia-
tives. For others, it was sometimes difficult to distinguish the 
goals of the various initiatives and/or the other initiatives 
competed for staff time and financial resources. One facil-
ity shared about the challenge of managing simultaneous 
initiatives:

Oh we have significant competing matters… we are 
implementing [a new electronic medical record sys-
tem] which has taken away probably 20 percent of 
our providers’ time…so it’s really pulled resources 
and then you know when you compete that with the 
budget constraints there just wasn’t the man power 
to move a lot of initiative forward.

All facilities also reported having an eye on the future of 
continued MOUD access improvement. Facilities reported 
that they wanted to continue to reduce barriers (e.g., fill 
staff vacancies, hire staff with MOUD experience) and/
or improve upon positive changes made during ADaPT-
OUD (e.g., expand clinic hours, increase MOUD provision 
in primary care clinics and community outpatient clinics, 
develop telehealth access to increase MOUD reach).

Themes Based on Sustainability MOUD/OUD 
Ratio
There were no clear themes that differentiated facilities based 
on their level of change during the 9-month sustainability 
period (i.e., facilities with a < 1% improvement vs. those 
with larger improvements). However, there were differences 
between the facilities with the highest (42.6%; Facility B2) 
and the lowest (23.7%; Facility A1) MOUD/OUD ratio at the 
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end of the sustainability period. Specifically, changes made to 
clinical practices/processes (i.e., Negotiating Initiative Pro-
cesses) differed. At Facility B2 (highest MOUD/OUD), staff 
attributed much of its success to eliminating their “strict” 
MOUD eligibility criteria. As one provider explained,

And the numbers have increased, and I think that is 
mostly due to removing some of the barriers [in our 
acute psychiatric unit]. Especially like the barriers 
that we had in place prior. You know, the strict bar-
riers that they had to do group…it was kinda like it 
was an old school way.

A1 (lowest MOUD/OUD ratio) reported making sig-
nificant adjustments to how they executed inductions. One 
prescriber explained that being a rural facility in a large 
state meant,

you have patients in remote areas [and] the weather is a 
big issue for patients in the winter to travel from big dis-
tances to come here. And the other is the fact that they 
have to be in withdraw[al] when they come so that is dif-
ficult for patients that are coming from six hours away.

To accommodate travel distance at this facility, patients 
had the option of completing their induction over a 3-day 
period and using lodging that was provided. Thus, at B2, 
changes may increase access for existing patients who 
were not considered MOUD-eligible while changes at A1 
may assist new patients to present for MOUD.

Notably, there were also similarities between Facility B2 
and Facility A1 in Negotiating Initiative Processes. Both 
reported that they revised clinical roles and took a “team 
approach” to MOUD provision. Namely, they brought 
together a multi-disciplinary team and each person had a 
role in treating patients with MOUD (e.g., nurse conducted 
follow-up contacts with patients; clinical pharmacist 
checked administrative data to track patients). In addition, 
in terms of The People Involved, both facilities reported 
that they had a key person who was significantly involved. 
At Facility A1, the Chief of Staff spent “multiple” hours 
during implementation building support and reviewing and 
approving policies needed to make MOUD available. At 
Facility B2, it was a prescriber whose.

biggest role was assisting in the [substance abuse resi-
dential] unit and doing the inductions. ‘Cuz I felt very 
comfortable in doing that and the provider in the unit 
did not so I would go down there and I would help 
[them] do the Suboxone inductions and the notes.

DISCUSSION
This study was a mixed-methods investigation of contribu-
tors to the sustainability of MOUD in eight VHA facili-
ties that were in the lowest quartile of performance on the 

MOUD/OUD ratio prior to engaging in the ADaPT-OUD 
implementation study. This study found that all eight facili-
ties improved their MOUD/OUD ratio during the 9-month 
sustainability period, with improvements ranging from 0.2 
to 8.2%. The highest MOUD/OUD ratio was 42.6% and the 
lowest was 23.7% at the end of the 9 months.

Commonly reported contributors to MOUD access were 
elicited from the interviews. The most prominent themes 
included the national attention on the opioid epidemic and 
the ADaPT-OUD study led to accountability and culture 
shift with respect to MOUD provision; staffing issues and 
lack of time were the most challenging resource issues; facil-
ities believed an overhaul in existing policies, practices, and/
or processes was necessary; fear and anxiety about MOUD 
prescribing were prominent among staff while leaders 
showed their support in various ways; and an eye towards 
future plans included building on progress made during the 
ADaPT-OUD study.

Overall, the facilities in this study made significant 
changes to increase and maintain higher levels of MOUD 
provision. These included challenging and changing long-
standing beliefs about which patients are eligible for MOUD 
and creating teams that included multi-disciplinary per-
sonnel. This is an important finding because prior to the 
ADaPT-OUD study, VHA has invested in several efforts to 
increase MOUD provision across its facilities. These gener-
ally included mandates, training, and resources. While these 
strategies have been successful implementation strategies 
at increasing the rate of MOUD provision within VHA 
nationally,18 after a decade, 25% of VHA facilities had an 
MOUD/OUD ratio less than 21%. This study suggests that 
the ADaPT-OUD external facilitation provided the spark and 
mechanism for these low-adoption facilities to make neces-
sary changes to practices, processes, or policies.

Staffing issues and time limitations were prominent bar-
riers to sustainability in this study. Problems with staffing 
are considered a critical contributor to the inability to sus-
tain healthcare practices, particularly since healthcare prac-
tices often include and/or depend on staff involvement. A 
recent scoping review showed that workforce turnover is 
a significant threat to the sustainability of evidence-based 
programs.19 MOUD delivery is a provider-delivered treat-
ment and not a self-management intervention. The staffing 
issues reported in this study included turnover, vacancies, 
and shortages that also affected time available dedicated 
to MOUD implementation. Pascoe and colleagues found 
that staffing issues can be addressed by several strategies 
including the use of champions or volunteers.19 We found 
that a couple of facilities had at least one person who spent 
focused time on spreading the use of MOUD. This is similar 
to having a champion which is defined as individuals who 
dedicate themselves to supporting and driving through an 
implementation.18 In addition, facilities in this study also 
reported plans to change hiring practices (i.e., targeting staff 
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with MOUD experience for future hires) as another method 
of addressing staffing issues related to sustaining MOUD. 
This could presumably reduce or eliminate the need to train 
new staff in the clinical innovation.

Hesitation around participating in a new clinical innova-
tion was found in this study and has been shown in prior 
research to affect sustainability. For MOUD specifically, 
nearly 49% of prescribers with a US Drug Enforcement 
Administration “x-waiver” (a required license to prescribe 
buprenorphine for OUD) had not used their waiver to pre-
scribe buprenorphine in the VA and nearly 24% felt it nec-
essary to attend additional training to encourage them to 
use their x-waiver or prescribe buprenorphine.20 This study 
found that reducing barriers and gaining experience with 
prescribing contributed to some, and presumably sustained, 
reduction in fear and anxiety about MOUD.

While the interview questions did not ask respondents to 
specify which clinics were affected by the facilitators/barri-
ers they reported, some respondents did share this informa-
tion spontaneously (e.g., lack of time to provide MOUD to 
patients within primary care, streamlined induction process 
in mental health clinic; removal of strict criteria for receiving 
MOUD in an acute psychiatric unit). It is possible that facili-
tator/barrier variation exists by clinic, particularly substance 
use disorder clinics (SUD) versus non-SUD clinics (e.g., 
hesitation among staff is likely higher in non-SUD clinics) 
and is an important empirical question.

Surprisingly, there were no notable differences between 
the facilities that made smaller improvements in MOUD 
access after the sustainability period compared to the other 
facilities. The facilities with the highest and lowest MOUD/
OUD ratio at the end of the sustainability period both 
reported using a team-based approach to MOUD delivery; 
however, differences in the organizational setting may have 
significantly impacted their overall MOUD access. Facility 
B2 is classified as “urban” and medium complexity facility 
and Facility A1 is classified as “rural” and low complexity. 
As reported, being a rural facility meant long travel times 
for patients to receive their care including MOUD. In addi-
tion, being low complexity meant having smaller volume of 
patients and perhaps fewer providers. Together, it is possible 
Facility A1 had a lower MOUD/OUD ratio given difficulties 
patients experienced in presenting to the facility for treat-
ment. Furthermore, the option of a 3-day MOUD induction 
is likely a resource-intensive strategy that may be difficult to 
sustain long-term. Of note, external facilitation for this study 
occurred prior to the COVID-19 pandemic; however, 6 of the 
8 facilities’ sustainability period occurred during the pan-
demic, and since then, telehealth availability has increased 
and thus may have reduced travel time and contributed to 
sustainability of MOUD access.21

There were limitations to the study methodology. The 
interviews were conducted at the end of the ADaPT-OUD 
external facilitation intervention and not at the end of the 

9-month sustainability period, so it is unknown whether 
there were additional experiences that may have contrib-
uted to MOUD sustainability. For instance, the COVID-19 
pandemic led to the loosening of the regulations for MOUD 
prescribing and may have made it easier to expand access to 
MOUD.21 This may have contributed to improvements found 
in this study, although there is also evidence that the com-
mon barriers to MOUD prescribing were constant through-
out the pandemic.22 Also, the current sample included low-
adoption facilities only. It is possible themes would differ at 
medium- and high-adoption facilities. In addition, all facili-
ties in this study sustained the innovation, and while this is a 
positive outcome, we did not have non-sustainers to inform 
if there were any differential factors affecting their progress. 
Future research should examine factors that may be unique 
to sustainers versus non-sustainers. Finally, this study was 
conducted in VA facilities only. While it is possible that the 
experience of sustaining MOUD access in other large health-
care systems would be similar, overlap with and divergence 
from this study need empirical investigation.

CONCLUSION
Proctor and colleagues called the lack of sustainability 
research “one of the most significant translational research 
problems of our time” given that implementation science 
tends to focus on early adopters.4 This study illuminates the 
perspectives of late-adopters about what factors were central 
to their ability to make and maintain progress in patients’ 
access to care. Findings echo the importance of resources 
such as staff, champions, and time and leadership support 
to implementation and bring to bear their potential impact 
on sustainability. This study also highlights the larger-scale 
changes that are necessary for low-adoption facilities to 
enact and maintain change.

Acknowledgements We would like to thank the implementation teams 
from our facilities. We would also like to thank Dr. Karen Drexler, former 
National Mental Health Director, Substance Use Disorders of the VHA 
Office of Mental Health and Suicide Prevention, for her tremendous support 
for our work.Corresponding Author: Princess E. Ackland, PhD, MSPH; 
Center for Care Delivery and Outcomes Research, Minneapolis Veterans 
Affairs Health Care System, Minneapolis, MN, USA (e-mail: princess.
ackland@va.gov).

Funding This study was funded by the Veteran Administrations 
Health Services Research and Development Investigator Initi-
ated Research Project #16–145; Minneapolis Center of Innovation, 
Center for Care Delivery and Outcomes Research (CIN 13–406); Vet-
eran Administrations Health Services Research and Development 
Informatics, Decision-Enhancement, and Analytic Sciences (IDEAS) 
Center of Innovation (CIN 13–414) [AJG]; and the Veterans Health 
Administration Office of Academic Affiliations Advanced Fellowship 
in Clinical and Health Services Research (TPH 67–000). The views 
expressed in this article are those of the authors and do not neces-
sarily reflect the position or policy of the Department of Veterans 
Affairs or the United States Government.

2653



P. E. Ackland et al.: Sustainability of Opioid Use Disorder Medications JGIM

Declarations 

Conflict of Interest The authors declare that they do not have a 
conflict of interest.

REFERENCES

 1. Hamlett-Berry K. Evidence-based national initiatives to address 
tobacco use as a public health priority in the Veterans Health Admin-
istration. Mil Med. 2009;174(1):29-34.

 2. PTSD: National Center for PTSD. https:// www. ptsd. va. gov/. Accessed 
30 Dec 2022.

 3. Lennox L, Maher L, Reed J. Navigating the Sustainability Land-
scape: a Systematic Review of Sustainability Approaches in Health-
care. Implementation Sci. 2018;13(1):27. https:// doi. org/ 10. 1186/ 
s13012- 017- 0707-4.

 4. Proctor E, Luke D, Calhoun A, et al. Sustainability of Evidence-Based 
Healthcare: Research Agenda, Methodological Advances, and Infra-
structure Support. Implementation Sci. 2015;10(1):88. https:// doi. 
org/ 10. 1186/ s13012- 015- 0274-5.

 5. Harvey G. Kitson A. PARIHS revisited: from heuristic to integrated 
framework for the successful implementation of knowledge into prac-
tice. Implementation Sci. 2015;11(1):1-13.

 6. Damschroder LJ, Reardon CM, Widerquist MAO, Lowery J. The 
Updated Consolidated Framework for Implementation Research Based 
on User Feedback. Implementation Sci. 2022;17(1):75. https:// doi. 
org/ 10. 1186/ s13012- 022- 01245-0.

 7. Shelton RC, Cooper BR, Stirman SW. The Sustainability of Evidence-
Based Interventions and Practices in Public Health and Health Care. 
Annu Rev Public Health. 2018;39(1):55-76. https:// doi. org/ 10. 1146/ 
annur ev- publh ealth- 040617- 014731.

 8. Perry C, Liberto J, Milliken C, et al. The Management of Substance 
Use Disorders: Synopsis of the 2021 U.S. Department of Veterans 
Affairs and U.S. Department of Defense Clinical Practice Guideline. 
Ann Intern Med. 2022;175(5):720-731. https:// doi. org/ 10. 7326/ 
M21- 4011.

 9. Wyse JJ, Gordon AJ, Dobscha SK, et al. Medications for Opioid Use Dis-
order in the Department of Veterans Affairs (VA) Health Care System: 
Historical Perspective, Lessons Learned, and Next Steps. Subst Abus. 
2018;39(2):139-144. https:// doi. org/ 10. 1080/ 08897 077. 2018. 14523 27

 10. Oliva EM, Harris AHS, Trafton JA, Gordon AJ. Receipt of Opioid 
Agonist Treatment in the Veterans Health Administration: Facility and 
Patient Factors. Drug Alcohol Depend. 2012;122(3):241-246. https:// 
doi. org/ 10. 1016/j. druga lcdep. 2011. 10. 004.

 11. Hagedorn HJ, Gustavson AM, Ackland PE, et al. Advancing Pharma-
cological Treatments for Opioid Use Disorder (ADaPT-OUD): an Imple-
mentation Trial in Eight Veterans Health Administration Facilities. J 
Gen Intern Med. Published online January 3, 2022. https:// doi. org/ 
10. 1007/ s11606- 021- 07274-7.

 12. Gustavson AM, Wisdom JP, Kenny ME, et al. Early Impacts of a 
Multi-faceted Implementation Strategy to Increase Use of Medication 
Treatments for Opioid Use Disorder in the Veterans Health Administra-
tion. Implement Sci Commun. 2021;2(1):20. https:// doi. org/ 10. 1186/ 
s43058- 021- 00119-8.

 13. Hagedorn H, Kenny M, Gordon AJ, et al. Advancing Pharmacological 
Treatments for Opioid Use Disorder (ADaPT-OUD): Protocol for Testing 
a Novel Strategy to Improve Implementation of Medication-Assisted 
Treatment for Veterans with Opioid Use Disorders in Low-Performing 
Facilities. Addict Sci Clin Pract. 2018;13(1):25. https:// doi. org/ 10. 
1186/ s13722- 018- 0127-z.

 14. Stetler CB, Legro MW, Wallace CM, et al. The Role of Formative 
Evaluation in Implementation Research and the QUERI Experience. 
J Gen Intern Med. 2006;21(S2):S1-S8. https:// doi. org/ 10. 1007/ 
s11606- 006- 0267-9.

 15 Fetters MD, Curry LA, Creswell JW. Achieving Integration in 
Mixed Methods Designs-Principles and Practices. Health Serv Res. 
2013;48(6pt2):2134-2156. https:// doi. org/ 10. 1111/ 1475- 6773. 
12117.

 16. VHA Facility Complexity Model. Published online 2015. Accessed 
December 30, 2016. http:// opes. vssc. med. va. gov/ Facil ityCo mplex 
ityLe vels/ Pages/ defau lt. aspx.

 17. Qualitative Methods in Rapid Turn-Around Health Services Research.; 
2013. http:// www. hsrd. resea rch. va. gov/ for_ resea rchers/ cyber_ semin 
ars/ archi ves/ video_ archi ve. cfm? Sessi onID= 780. Accessed 30 Dec 
2022.

 18. Powell BJ, Waltz TJ, Chinman MJ, et al. A Refined Compilation of 
Implementation Strategies: Results from the Expert Recommenda-
tions for Implementing Change (ERIC) Project. Implementation Sci. 
2015;10(1):21. https:// doi. org/ 10. 1186/ s13012- 015- 0209-1.

 19. Pascoe KM, Petrescu-Prahova M, Steinman L, et al. Explor-
ing the Impact of Workforce Turnover on the Sustainability of Evi-
dence-Based Programs: a Scoping Review. Implement Res Pract. 
2021;2:263348952110345. https:// doi. org/ 10. 1177/ 26334 89521 
10345 81.

 20. Gordon AJ, Kenny M, Dungan M, et al. Are X‐Waiver Trainings 
Enough? Facilitators and Barriers to Buprenorphine Prescribing After 
X‐Waiver Trainings. Am J Addict. 2022;31(2):152-158. https:// doi. org/ 
10. 1111/ ajad. 13260.

 21. Gustavson AM, Gordon AJ, Kenny ME, et al. Response to Coronavirus 
2019 in Veterans Health Administration Facilities Participating in an 
Implementation Initiative to Enhance Access to Medication for Opioid 
Use Disorder. Subst Abus. 2020;41(4):413-418. https:// doi. org/ 10. 
1080/ 08897 077. 2020. 18096 09.

 22. Kelley AT, Dungan MT, Gordon AJ. Barriers and Facilitators to 
Buprenorphine Prescribing for Opioid Use Disorder in the Vet-
erans Health Administration During COVID-19. J Addict Med. 
2021;15(5):439-440. https:// doi. org/ 10. 1097/ ADM. 00000 00000 
000786.

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

2654

https://www.ptsd.va.gov/
https://doi.org/10.1186/s13012-017-0707-4
https://doi.org/10.1186/s13012-017-0707-4
https://doi.org/10.1186/s13012-015-0274-5
https://doi.org/10.1186/s13012-015-0274-5
https://doi.org/10.1186/s13012-022-01245-0
https://doi.org/10.1186/s13012-022-01245-0
https://doi.org/10.1146/annurev-publhealth-040617-014731
https://doi.org/10.1146/annurev-publhealth-040617-014731
https://doi.org/10.7326/M21-4011
https://doi.org/10.7326/M21-4011
https://doi.org/10.1080/08897077.2018.1452327
https://doi.org/10.1016/j.drugalcdep.2011.10.004
https://doi.org/10.1016/j.drugalcdep.2011.10.004
https://doi.org/10.1007/s11606-021-07274-7
https://doi.org/10.1007/s11606-021-07274-7
https://doi.org/10.1186/s43058-021-00119-8
https://doi.org/10.1186/s43058-021-00119-8
https://doi.org/10.1186/s13722-018-0127-z
https://doi.org/10.1186/s13722-018-0127-z
https://doi.org/10.1007/s11606-006-0267-9
https://doi.org/10.1007/s11606-006-0267-9
https://doi.org/10.1111/1475-6773.12117
https://doi.org/10.1111/1475-6773.12117
http://opes.vssc.med.va.gov/FacilityComplexityLevels/Pages/default.aspx.
http://opes.vssc.med.va.gov/FacilityComplexityLevels/Pages/default.aspx.
http://www.hsrd.research.va.gov/for_researchers/cyber_seminars/archives/video_archive.cfm?SessionID=780
http://www.hsrd.research.va.gov/for_researchers/cyber_seminars/archives/video_archive.cfm?SessionID=780
https://doi.org/10.1186/s13012-015-0209-1
https://doi.org/10.1177/26334895211034581
https://doi.org/10.1177/26334895211034581
https://doi.org/10.1111/ajad.13260
https://doi.org/10.1111/ajad.13260
https://doi.org/10.1080/08897077.2020.1809609
https://doi.org/10.1080/08897077.2020.1809609
https://doi.org/10.1097/ADM.0000000000000786
https://doi.org/10.1097/ADM.0000000000000786

	What Contributes to Sustainability? Examining Access to Medications for Opioid Use Disorder in Low-Adopting VHA Facilities
	Abstract
	Background: 
	Objective: 
	Design: 
	Participants: 
	Approach: 
	Key Results: 
	Conclusions: 

	METHODS
	Quantitative
	Qualitative

	RESULTS
	Common Themes
	Themes Based on Sustainability MOUDOUD Ratio

	DISCUSSION
	CONCLUSION
	Acknowledgements 
	References




