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Abstract
Background:

Rising rates of substance use, particularly the use of synthetic opioids, have led to increases in fatal
overdoses and injection-associated infections. Harm reduction, including infection prevention via
provision of educational interventions and sterile syringes and other supplies, is an approach to minimize
risk of severe outcomes. Although harm reduction services (HRS) are highly evidence-based,
implementation in most healthcare settings has been limited. The aim of this study was to identify
facilitators and barriers to the implementation of HRS to inform strategies for increasing access and
facilitating the adoption of a comprehensive bundle of harm reduction resources within the VHA.

Methods:

Qualitative interviews were conducted using a semi-structured interview guide. Interviews explored how
harm reduction is currently understood and implemented by VHA providers and elicited input on perceived
facilitators and barriers to implementation. Data were analyzed using a directed content analysis. After
barriers and facilitators were identi�ed, they were mapped to relevant implementation strategies using the
Consolidated Framework for Implementation Research - Expert Recommendations for Implementing
Change (CFIR – ERIC) tool.

Results:

15 interviews with VHA providers (physicians, social workers, pharmacists, and directors of addiction and
mental health services) were conducted across 5 sites. Multiple barriers and few facilitators to the
provision of HRS were identi�ed. Existing HRS were thought to be fragmented and dependent on the
knowledge, time, and comfort level of individual providers. Participants also highlighted stigma around
substance use, limited support, and burdensome regulatory requirements. Existing infrastructure, social
programming, and local champions were highlighted as facilitators. Given these factors, implementation
strategies that may be bundled to promote adoption of HRS include engagement of champions,
communications and educational strategies, existing policies, and creation of dashboards, tracking, and
feedback systems.

Conclusions:

HRS are effective and evidence-based, yet their adoption into traditional healthcare settings has been
limited. Mapping of barriers to evidence-based implementation strategies may help improve integration
of HRS into VHA healthcare, however, challenges addressing stigma remain a substantial barrier. More
research is needed to identify implementation strategies that are most effective for addressing barriers
imposed by stigma.

Contributions To The Literature
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Harm reduction is a person-centered approach to reduce potential harms associated with substance
use, such as infection or overdose. 

Recent federal policy changes have created an opportunity to integrate harm reduction services into
VA healthcare and to more broadly promote harm reduction as part of the continuum of care.
Although harm reduction services are evidence-based, uptake has been limited. 

These results address recognized gaps in literature by identifying barriers and facilitators to the
integration of harm reduction services into integrated health care systems and highlighting
appropriate implementation strategies to optimize uptake 

 

Background
Nationally, rising rates of substance use, particularly the use of synthetic opioids, have caused increased
numbers of fatal overdoses and injection-associated infections. Fentanyl and other illicitly-manufactured
synthetic opioids are associated with higher injection frequency and with increased rates of receptive
needle and syringe sharing, which increases risk for injection-associated infections and other adverse
events related to opioid use.(1, 2) The long-term impacts of these infections are wide-ranging and include
premature mortality, increasing healthcare costs to manage complex chronic health conditions, economic
productivity and opportunity loss, and socio-emotional hardship.

Substance use disorders (SUDs) are among the most common conditions diagnosed by the Veterans
Health Administration (VHA).(3–7) Veterans are especially vulnerable to the negative consequences
associated with substance use; they are at particularly high risk for risky opioid use and twice as likely to
die from overdose as non-Veterans. (3, 8, 9) Veterans, especially those living in rural areas and with
limited engagement in care, are at highest risk of death and suicide related to opioid use and misuse. (5,
10)

Harm reduction is a public health approach grounded in principles and practical strategies that
emphasizes working with patients based on their current goals and circumstances to reduce the harmful
effects associated with given behaviors.(11, 12) Within the context of substance use, harm reduction
offers a pragmatic and person-centered approach to reducing potential harms and are an alternative to
abstinence-based strategies. (12, 13) In the United States, common harm reduction strategies include
syringe services programs (SSPs) to reduce risk of injection-associated infections(14–17); overdose
education and naloxone distribution (OEND) to prevent fatal overdose(18, 19); and low-barrier access to
medications for opioid use disorder (MOUD) to facilitate patient engagement in care and reduce mortality.
(20–22) Although harm reduction services are highly evidence-based and effective, their implementation
in most healthcare settings has been limited, in part due to federal legislation(23, 24). Under current
models, the vast majority of harm reduction services are provided through community-based public
health organizations.(25)
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While the provision of harm reduction services in the community has been effective, integrating harm
reduction services into the clinical environment would expand access and facilitate patient engagement.
However, in the outpatient clinical setting, prior work suggests that primary care providers often do not
see harm reduction services or treatment of SUD as within their scope of work- or that SUD treatment is
considered to be an additional burden in an already busy clinical environment. (26, 27)

Despite these barriers, recent policy changes endorsing harm reduction as a prevention strategy and
permitting the use of federal funds to purchase syringes creates an opportunity to integrate harm
reduction into VA healthcare.(28, 29) However, questions remain regarding the optimal introduction and
integration of harm reduction services in clinical settings. Therefore, this study sought to identify barriers
and facilitators to the integration of harm reduction services into a large national healthcare system in
order to identify appropriate implementation strategies to address these barriers and support the
integration of harm reduction services in the VHA and other clinical settings.

Methods

Overview:
Qualitative interviews were conducted with a variety of different healthcare providers involved in the care
of Veterans who use substances, including physicians, clinical pharmacists, social workers, and program
leadership. Interviews explored how harm reduction is currently understood and implemented by VA
providers and were designed to identify perceived gaps and barriers to inform future implementation
strategies. Data were analyzed using a directed content analysis approach utilizing The Practical, Robust
Implementation and Sustainability Model (PRISM) Framework.(30) After barriers and facilitators were
identi�ed and categorized, they were mapped to relevant implementation strategies using the
Consolidated Framework for Implementation Research - Expert Recommendations for Implementing
Change (CFIR – ERIC) tool.(31)

Setting/Overview
Data were obtained to inform the design of a comprehensive, multi-site clinical trial to evaluate effective
implementation strategy bundles to promote the adoption of harm reduction services across several VA
Medical Centers (VAMCs). Activities were determined to not to be human subjects research by the
Institutional Review Board at the two lead medical centers and were approved and monitored by the sites’
Research and Development Committees.

Study Population and Recruitment
Qualitative interviews were conducted by the senior author (JH) with VA providers to understand key
considerations for the implementation of harm reduction services for this population. Providers were
eligible if they (1) were at least 18 years of age, (2) were English-speaking, and (3) had experience
working with Veterans who use substances.
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To ensure that informants represented a range of perspectives and experiences, purposive sampling and
a modi�ed snowball sampling approach were used to recruit participants from diverse VAMCs who
served different clinical roles. Recruitment was conducted in several ways. First, a group of harm
reduction champions and community experts recommended individuals at each of their VAMCs who care
for Veterans that use substances for potential participation. Second, research team members (JH, WBE)
invited individuals to participate via email. Third, at the end of each interview, participants were asked to
recommend additional providers at their site. The sample was recruited and interviewed over a span of
four months.

Procedures & Measures
Interviews were conducted virtually via Microsoft Teams and lasted approximately 30–60 minutes.
Responses were recorded during the interview by a member of the research team (either JH or a
secondary interviewer) and de-identi�ed prior to analysis.

The primary interviewer used a semi-structured qualitative interview guide developed by the
interdisciplinary research team and the community experts (see Supplement 1). The guide addressed
participants’ experiences with harm reduction services and their perspectives on integrating harm
reduction services into VA healthcare. Speci�cally, interview topics included: (1) participant background,
including professional role and experience with harm reduction services; (2) description of harm reduction
services currently offered at the site; (3) perceived needs or gaps related to harm reduction services; (4)
barriers to expanding harm reduction services within the VA; (5) attitudes around expanding harm
reduction services within the VA; (6) perceived challenges facing Veterans using substances; and (7)
recommendations for service models or other potential improvements.

Data Analysis
Data from interview transcripts were organized using a two-pronged approach. A codebook was
developed using a combination of deductive and inductive codes. Two members of the research team
(JH, SS) created a preliminary list of a priori, deductive codes derived from the semi-structured interview
guide domains and emergent, inductive codes derived from the data. An analysis template was created in
Excel (version 15.31) and organized by code to allow for comparison across the data set. Three members
of the research team (LH, SS, JH) independently reviewed detailed interview notes and created
summaries of data aligned with relevant codes. The study team met multiple times during the coding
process to compare code utilization and consistency of code application. Once complete, each team
member reviewed the coded data to identify common and unique themes.

Data were then organized using the PRISM framework.(30) This framework was developed to provide a
comprehensive and pragmatic model of factors to consider and evaluate when developing a process
improvement initiative. The PRISM framework is organized into six domains: 1) external environment, 2)
implementation and sustainability infrastructure of the receiving organization, 3) organizational
characteristics, 4) organizational perspective of the intervention, 5) patient characteristics, and 6) patient
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perspective of the intervention. Table 1 describes domain de�nitions adapted to the context of this study
and full de�nitions are available in Supplement 2.
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Table 1
PRISM Domains with Working De�nitions within Study Context and Examples of Barriers and Facilitators

Identi�ed by Participants
PRISM Domain Working De�nition Examples

External
environment

Federal and state policies in�uencing provision of
sterile syringes and drug injection equipment;
dominant philosophies of care regarding drug use
and drug treatment; availability of community-based
resources

Facilitators

• Recent policy changes
allowing federal funds to
be used for harm
reduction services (HRS)

• Partnerships between
healthcare and
community harm
reduction agencies

Barriers:

• Federal or state policies
prohibiting key HRS (e.g.,
sterile syringe services)

• Rural areas limited
access to community
resources

Implementation
and
sustainability
infrastructure

Commitment from hospital and service-level
leadership to support intervention; implementation
�ts into existing work�ow and does not burden
under-resourced services; data is available to monitor
progress and impact

Facilitators

• VA High Reliability
Organization initiative to
address substance use-
related stigma

Barriers

• Limited infrastructure to
support HRS

• Inability to identify
Veterans who would
bene�t from HRS

• Referrals or work�ows
to access HRS require
continuous effort/time of
busy providers

HRS: harm reduction services
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PRISM Domain Working De�nition Examples

Organizational
characteristics

Systemic and organizational resources that facilitate
and/or pose barriers to providing harm reduction
resources; innovative strategies to educate providers
and change practice

Facilitators

• Clinical champions that
can model harm
reduction and patient-
centered care

• VA social support
programming (housing,
job training, etc)

Barriers

• Provider unfamiliarity
with harm reduction and
limited experience in the
care of patients using
substances

Organizational
perspective of
the intervention

Provider and manager perspectives on HRS;
perceived value and need for change in orientation to
care; disciplinary or professional differences in views
about drug use; risk and liability aversion

Facilitators

• Some existing provider
knowledge

• Strong evidence base
for HRS

Barriers

• Lack of ownership of
HRS; Perceived low
prioritization

• Cultures of care that
promote abstinence over
harm reduction

• Provider liability
concerns

HRS: harm reduction services
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PRISM Domain Working De�nition Examples

Patient
characteristics

Impact of social determinants of health on patients’
ability to access HRS; psychological safety and trust
in VA; personal agency to utilize HRS

Facilitators

• Many patients well
connected with other VA
services and have
positive relationships
with healthcare providers

• Belief in value of
protecting one’s health

Barriers

• Residential and �nancial
instability

• History of trauma or
perceived institutional
betrayal (military and/or
VA)

• Competing medical or
social needs

Patient
perspective of
the intervention

Perceived value of HRS; perceived risks and bene�ts
of engaging in services

Facilitators

• Patients’ lived
experience

Barriers

• Concern that disclosure
of drug use will impact
access to resources or
quality of care

HRS: harm reduction services

These domains in�uence a number of implementation outcomes, including the reach of an intervention,
its effectiveness, the adoption or uptake among intended users, implementation �delity, and maintenance
of the intervention (RE-AIM).(32) The research team identi�ed data relevant to each of the PRISM
domains, including barriers, facilitators, and recommendations that were useful for planning purposes.
Within each domain, provider-perceived barriers, facilitators, and recommendations for improvements are
reported. Veterans and VHA leadership were not directly interviewed for this study and the data reported
re�ect provider perceptions of patient and leadership perspectives.

Barriers and facilitators were then mapped to relevant implementation strategies using the Consolidated
Framework for Implementation Research - Expert Recommendations for Implementing Change (CFIR –
ERIC) tool.(31) This tool was developed to aid in the identi�cation of appropriate ERIC implementation
strategies to best address speci�c CFIR-based contextual barriers.
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Results
Fifteen interviews were conducted across �ve different VAMCs. Participants served a variety of roles
within the VA, including clinical pharmacists (n = 3), primary care clinicians (n = 3), hospitalists and
emergency room clinicians (n = 2), social workers (n = 5), and directors of addiction and mental health
services (n = 2). Relevant �ndings were identi�ed in each of the PRISM domains (Table 1).

External Environment
Barriers: Multiple barriers were identi�ed within the external environment. Most signi�cantly, participants
cited long-standing federal and state policies prohibiting key elements of harm reduction services,
including SSPs, as having slowed uptake of harm reduction services and in�uenced organizational
attitudes around harm reduction. Providers thought that current policies reinforced stigma around
substance use and the culture emphasized treatment and abstinence rather than safe substance use.

Participants also described limited knowledge of local, community-based harm reduction resources. Only
one participant reported existing relationships with community-based harm reduction organizations and
relied on referrals to these outside programs to get Veterans access to SSPs and other resources. No
other participants reported similar relationships. Additionally, several providers noted that community
outreach to Veterans was scarce; all participants serving a predominantly rural population noted this
challenge.

Facilitators: Participants described few facilitators from the external environment. Some were
encouraged by recent policy changes, such as those that allow federal funds to be used to purchase
harm reduction resources, and the inclusion of harm reduction in federal drug policy. One participant with
existing relationships to community-based harm reduction programs cited these relationships as
signi�cant facilitators for the provision of harm reduction services to their patients.

Potential Solutions/Suggested Strategies to Improve Uptake: Communication and education about the
changes in federal policies regulating the use of federal funds to purchase harm reducing resources, like
sterile syringes, was thought to be critical. One participant also recommended additional policy changes
to ease restrictions around the prescription of buprenorphine and create systemic infrastructure to
support the distribution of naloxone, syringes, and other harm reduction resources. Participants also
recommended identifying points of contact within healthcare settings to build relationships with
community-based harm reduction services.

Implementation and Sustainability Infrastructure
Barriers: Participants described limited infrastructure and a lack of dedicated funding and time to support
provision of harm reduction services within the VA. Lack of processes and mechanisms to systematically
identify and track Veterans who would be most likely to bene�t from harm reduction services were
frequently noted as a signi�cant barrier. Moreover, if Veterans were identi�ed, access to harm reduction
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services was further hindered by care fragmentation and the limited availability of integrated services.
Participants explained that access to harm reduction resources, such as sterile syringes or the
prescription of MOUD, was highly variable, both within the VA and in local communities, and the lack of a
streamlined referral process was burdensome. As such, while most providers reported the ability to offer
naloxone, they reported that the prescription work�ow was repetitive and cumbersome. Finally, many
participants noted that stigma around substance use needed to be addressed at a systemic level.

Facilitators: The VA’s initiative to become a High-Reliability Organization (HRO)(33) was identi�ed as a
facilitator, in that programs could leverage existing infrastructure provided by the HRO initiative to
address substance use-related stigma at both the system and provider levels. For example, at one site,
HRO patient safety goals were framed in terms of “safety for all”, including access to naloxone and
MOUD. One site also reported the bene�ts of integrating a brief drug use screening questionnaire into
routine work�ows to identify patients who could potentially bene�t from intervention.

Potential Solutions/Suggested Strategies to Improve Uptake: Multiple participants highlighted the need
for workload credit for the provision of harm reduction services. Participants also recommended
standardized work�ows and clear role delineation, including the use of peer support specialists, to
facilitate patient engagement and follow up. Several recommended leveraging existing information
technology within the VA, including the ability to mine electronic medical records to create dashboards
and the use of automated reminder systems, to facilitate outreach and engagement efforts for at-risk
Veterans. Utilizing information technology to identify patients using substances and to streamline the
provision of harm reduction services, such as order sets for infection screening, automating naloxone
prescription re�lls, and quick referrals for MOUD was highlighted as a potential solution.

Organizational Characteristics
Overall, participants identi�ed few harm reduction resources currently available to Veterans, with
naloxone prescriptions and access to social work resources to help address some social determinants of
health the most common themes. A few participants also cited relatively easy access to behavioral health
services, which can facilitate access to MOUD or other treatment options if the Veteran is interested in
treatment. Clinical pharmacists and social workers were most likely to mention that they provide some
basic substance use education and harm reduction information to Veterans, but typically as part of a
more traditional substance use treatment program. Some clinical pharmacists also described the role
they play in educating providers about substance use and use behaviors and in supporting providers
around the prescription and distribution of medications that can reduce harms associated with use, such
as naloxone and MOUD.

Barriers: Providers identi�ed many organizational characteristics as barriers. Organizational complexity
and lack of standardized processes within the VHA was identi�ed as a barrier. Participants reported that
access to various harm reduction services varied signi�cantly within the organization; for example,
services and supplies available at the main hospital are not always available at community-based
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outpatient clinics. Most providers also reported little experience and training around harm reduction and
substance use in general, which limited the care and resources that they were able to offer patients.

Facilitators: Participants from a few sites cited local level clinical champions and early adopters who
were taking the initiative to provide harm reduction services at their local facility. Some sites also
described initiatives to increase the number of buprenorphine-naloxone prescribers to expand access to
MOUD. Participants also noted the robust social support resources that the VHA provides, including
housing resources, comprehensive behavioral health care, job training, and other programs to address
social determinants of health.

One site described a novel program designed to identify and support Veterans at risk for acute withdrawal
during their hospitalization as a signi�cant facilitator. This site offered Veterans an opportunity to utilize
MOUD during their hospitalization to address acute withdrawal and to initiate MOUD in a monitored
setting. Veterans at this site also had the opportunity to meet with a behavioral health social worker who
would come to bedside to discuss Veterans’ goals and treatment preferences.

Potential Solutions/Suggested Strategies to Improve Uptake: Participants highlighted the need for
provider training and educational initiatives around substance use, harm reduction, and patient-centered
care, and recommended that these trainings be dynamic and interactive to encourage participation.

Organizational Perspective of the Intervention
Although some providers identi�ed personal values that con�icted with the ethos of harm reduction, most
participants were generally supportive of offering a comprehensive bundle of harm reduction services to
Veterans who use substances to help protect Veterans’ health, prevent fatal overdose, and support
engagement in care.

Barriers: Many participants discussed an overall lack of ownership of harm reduction services at the
organizational level and that harm reduction services were not prioritized. Some of the physician
participants reported a reluctance to discuss substance use with Veterans due to their own limited
knowledge of harm reduction, unfamiliarity with local resources, and time constraints. Other participants
raised concerns that some care providers may not support harm reduction strategies and may prefer to
offer abstinence-only substance use treatment, and that existing mechanisms were focused on
medication and abstinence-based treatment, which may not be consistent with Veterans’ goals. Finally,
some providers identi�ed concerns regarding potential liability if patients were to overdose or incur other
harms after utilizing sterile syringes or accessing SSPs.

Facilitators: A few participants identi�ed their own knowledge of substances, substance use behavior,
and risk reduction strategies as facilitators at the provider level. Additionally, the few participants
currently providing harm reduction services highlighted the strong evidence base surrounding both harm
reduction services and SUD treatment.
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Potential Solutions/Suggested Strategies to Improve Uptake: Participants recommended a multi-pronged
and dynamic approach to implementing harm reduction programming, including in-person, interactive
trainings for frontline staff, incorporating program rollout into departmental provider meetings, and
improving communication between patients and providers, with a goal of building capacity for both
parties.

Patient Characteristics
Barriers: Participants highlighted the impact of many social determinants of health, including
neighborhood and physical environment, employment and associated �nancial instability, access to
transportation, and social support networks, in addition to history of trauma or competing medical needs.
Notably, some participants underscored patients’ possible mistrust of the VHA or perceived institutional
betrayal by the VHA and/or military as potential barriers for patients to utilize harm reduction services or
medical care in general.

Facilitators: Participants noted that many Veterans are already well-connected to healthcare and other
services within the VHA and thought that positive relationships with healthcare providers and with the
VHA as a whole could be leveraged to facilitate patients’ utilization of harm reduction services.
Additionally, providers suggested that many Veterans found value in protecting their own health and that
those values would facilitate utilizing harm reduction services.

Potential Solutions/Suggested Strategies to Improve Uptake: The providers interviewed recommended
that future harm reduction programs emphasize outreach to particularly marginalized communities, such
as patients experiencing homelessness or living in rural areas. Several providers also suggested that peer
support specialists could help to bridge the gap between patients and the healthcare system.

Patient Perspective of the Intervention
Barriers: Providers suggested that the inconvenience and inaccessibility of existing harm reduction
services likely serve as barriers for Veterans, as current programs are mostly concentrated at larger,
mostly urban VAMCs and few services are available in rural areas. Additionally, participants postulated
that some Veterans may be concerned that disclosure of substance use could potentially jeopardize
Veterans’ access to housing or other bene�ts within the VHA or that it would impact the quality of care
that the Veteran received.

Facilitators: Providers reported that patients’ own experience and knowledge around substance use and
their potential willingness to discuss substance use and harm reduction with their care providers would
be facilitators from the patient perspective.

Potential Solutions/Suggested Strategies to Improve Uptake: Providers recommended that future harm
reduction interventions be low-barrier, patient-centered, incorporate patient feedback, and address
potential concerns around service eligibility. Likewise, providers posited that patient navigation support
and coordinated outreach and follow-up efforts would facilitate patient engagement and retention.
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Implementation Strategies
The Consolidated Framework for Implementation Research - Expert Recommendations for Implementing
Change (CFIR – ERIC) tool was developed to identify appropriate implementation strategies to address
contextual barriers.(31) Potential solutions identi�ed by participants mapped to implementation
strategies are presented in Table 2. Coalition-building and involvement of executives and opinion leaders
could address many of the political and regulatory barriers to the integration of harm reduction services
into the VHA. Likewise, the revision of professional roles and changes to work�ows and incentive
structures would facilitate the integration and sustainability of harm reduction services into existing
structures and the development of dynamic, collaborative trainings and educational materials would
engage and coach staff. Tailoring the intervention to each local community, involving Veterans and their
families in the design and the implementation of the intervention, and continuously eliciting feedback
and making improvements could help to engage Veterans, promote uptake of harm reduction services,
and build trust. Finally, executive leadership, local champions, and media campaigns could be utilized to
begin to address stigma around substance use and to promote the integration of harm reduction
services. By building capacity of local champions, leveraging existing structures within the VHA, and
applying these implementation strategies, a comprehensive bundle of harm reduction services could be
successfully integrated into the VHA.
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Table 2
Barriers, Facilitators, and Implementation Strategies to Facilitate Uptake of Harm Reduction Services

within the VHA

    ERIC
Implementation
Strategy

Potential Solution Identi�ed by Participants

Barriers Policies and
regulations

• Involve
executive
boards and
opinion leaders

• Build a
coalition

• Use advisory
boards and
workgroups

• Change
accreditation or
licensure
standards

• Communication around change in federal
policies

• Easing restrictions limiting access to MOUD

  Limited
provider
knowledge and
experience

• Develop
educational
materials

• Create a
learning
collaborative

• Conduct
educational
meetings and
ongoing
trainings

• Train the
trainer
strategies

• Make training
dynamic

• In-person, interactive trainings for frontline
staff

• Incorporating program rollout into
departmental provider meetings

MOUD: Medications for Opioid Use Disorder
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    ERIC
Implementation
Strategy

Potential Solution Identi�ed by Participants

  Lack of
designated
funding and
staff time

• Revise
professional
roles

• Fund and
contract for
clinical
innovation

• Develop
formal
implementation
blueprint

• Alter incentive
structures

• Develop workload credit

• Standardized work�ows and clear role
delineation

  Accessibility to
all Veterans

• Conduct local
needs
assessment

• Tailor
strategies to
location and
community

• Targeted outreach to patients in rural areas or
experiencing homelessness

• Low-barrier services

  Care
fragmentation
and distrust of
healthcare
system

• Involve
patients and
families in
intervention
design

• Continuously
elicit feedback

• Direct
outreach to
patients to
enhance uptake

• Peer support specialists

• Patient navigators

• Provider training on patient-centered substance
use care

• “One-stop shop” substance use care

  Stigma around
substance use

• Identify and
prepare
champions

• Engage
leadership

• Conduct local
consensus
discussions

• Use mass
media

• Institutional buy-in and support from leadership

• Anti-stigma High Reliability Organization (HRO)
initiative

• Provider education and addressing
misconceptions

• Encourage harm reduction and non-abstinence-
based care

MOUD: Medications for Opioid Use Disorder
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    ERIC
Implementation
Strategy

Potential Solution Identi�ed by Participants

Facilitators Local
Champions

• Identify
champions and
early adopters

• Recruit,
designate, and
train for
leadership

• Provide
ongoing
consultation

• Utilizing clinical pharmacists

• Build on comprehensive care model addressing
social determinants of health

  Existing
Infrastructure

• Provide both
centralized and
local technical
assistance

• Fund and
contract for
clinical
innovation

• Develop and
implement tools
for quality
monitoring

• Relay metrics
and clinical
data to
providers

• Leverage existing IT infrastructure to mine EHR
to build data dashboards, send automated
reminders, and systematically identify patients
who may bene�t

• Order sets for infection screening, automated
naloxone re�lls, streamlined treatment referral
process

MOUD: Medications for Opioid Use Disorder

Discussion
The opioid epidemic is a national public health crisis and strategies to improve the care and long-term
health of patients using substances are urgently needed. Recent federal policy changes create an
opportunity to integrate harm reduction services into VA healthcare and to more broadly promote harm
reduction as part of the continuum of care. These results highlight the need to identify appropriate
implementation strategies in order to successfully integrate harm reduction services into integrated
healthcare systems. Barriers include limited provider knowledge and comfort, the lack of a clear work�ow,
the lack of a systematic identi�cation method, pervasive stigma around substance use, and the need to
ensure that harm reduction services are acceptable and accessible. Bundling implementation strategies
to address barriers will likely be necessary to achieve implementation success; evidence-based
implementation strategies to address the challenge of stigma are particularly important in this context.
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Stigma was identi�ed as a barrier in these interviews and is broadly known to be a barrier to the
integration of harm reduction services into the clinical environment. In other settings, use of non-
stigmatizing language has been an effective strategy to combat stigma. (34–36) Likewise, prior work
that has increased the visibility and emphasized the humanity of people who use substances has helped
to address potential fear associated with substance use and to facilitate respectful, patient-centered
interactions.(34, 37–39) However, the evidence basis for implementation science strategies that
effectively address stigma is limited, and more research is needed into the topic of evidence-based
implementation science strategies to address stigma in particular. Potential implementation science
strategies that may be helpful to address this issue include patient navigators and patient-oriented
educational and outreach materials. In addition, novel strategies, such as the use of peer support
specialists, graphic medicine, or virtual visits, may be needed to optimize patient engagement.

Improving access to harm reduction services will have broad downstream impact on clinical care and
patient outcomes. Cardiothoracic surgeons have identi�ed linkage to care, support structures, and
treatment of underlying substance use disorders as major factors when considering valve surgery for
patients with injection-associated endocarditis; high rates of infection recurrence and limited linkage to
care are surgeon-reported reasons to decline to operate on patients with injection-associated
endocarditis.(40, 41) Given that linkage to care is a major barrier to achieving high-quality care, the
integration of harm reduction into clinical care bundled with corresponding implementation strategies
would effectively address current challenges and have long-term, positive impacts on patients who use
substances. Moreover, access to SSPs, safe injection education, and safe consumption spaces could
prevent initial infection and could be utilized to reduce risk of re-infection after surgery. Harm reduction
can also mitigate the economic and social implications of the complications associated with substance
use and has been found to be cost effective and, in many cases, cost-saving. (17, 19)

This study has several limitations. Although participants were recruited across multiple sites, our sample
size was limited. However, the heterogeneity of the study participants re�ects the diverse experience and
perspectives of those involved with the care of Veterans using substances. Secondly, participants were
engaged using purposive sampling and a modi�ed snowball sampling approach, which may have
inadvertently introduced a selection bias of participants who were generally more supportive of harm
reduction strategies. Finally, reported patient perspectives and characteristics were based on providers’
perceptions, as Veterans were not directly interviewed for this project.

Current literature largely focuses on the implementation of single harm reduction interventions, such as
increasing access to MOUD, or are limited to single sites. This study is unique in that it considers the
implementation of a comprehensive bundle of harm reduction services across a variety of settings within
a national health care system. Likewise, the inclusion of a diverse group of both clinical and non-clinical
personnel enabled the identi�cation and exploration of different perspectives on harm reduction and the
care of patients who use substances. These results describe both barriers and facilitators for the
implementation of harm reduction services within the VHA and provide recommendations for the
optimization of current services and the integration of new programming.
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Conclusion
Recent federal policy changes offer an unprecedented opportunity to expand and implement harm
reduction services across the VA. Harm reduction has been identi�ed as one of four priority areas by the
Department of Health and Human Services and accordingly promoted by the VHA. (42) As outlined in
recent memos, VHA leadership acknowledges the stigma associated with substance use and calls on
VAMCs to ensure the equitable provision of patient-centered care, including access to SSPs. (29)
Expanding and implementing harm reduction within the VHA would provide millions of Veterans with
strategies to mitigate the risks associated with substance use, which will reduce healthcare costs and
save lives. Utilizing the PRISM framework and the CFIR-ERIC tool, these results highlight both the internal
and external perspectives and characteristics that are vital to the successful implementation of any
process improvement initiative.
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