Regular Article

Implementation of Evidence-Based Practices
for Treatment of Alcohol and Drug Disorders:
The Role of the State Authority
Traci R. Rieckmann, PhD
Anne E. Kovas, MPH
Holly E. Fussell, PhD
Nicole M. Stettler, BS
Abstract
The current climate of increasing performance expectations and diminishing resources, along
with innovations in evidence-based practices (EBPs), creates new dilemmas for substance abuse
treatment providers, policymakers, funders, and the service delivery system. This paper describes
ﬁndings from baseline interviews with representatives from 49 state substance abuse authorities
(SSAs). Interviews assessed efforts aimed at facilitating EBP adoption in each state and the
District of Columbia. Results suggested that SSAs are concentrating more effort on EBP
implementation strategies such as education, training, and infrastructure development, and less
effort on ﬁnancial mechanisms, regulations, and accreditation. The majority of SSAs use EBPs as a
criterion in their contracts with providers, and just over half reported that EBP use is tied to state
funding. To date, Oregon remains the only state with legislation that mandates treatment
expenditures for EBPs; North Carolina follows suit with legislation that requires EBP promotion
within current resources.

Address correspondence to Traci R. Rieckmann, PhD, Department of Public Health and Preventive Medicine, Oregon
Health and Science University, 3181 SW Sam Jackson Park Rd. CB 669, Portland, OR 97239, USA. Phone: +1-5034946739. Fax: +1-503-4944981. Email: rieckman@ohsu.edu.
Holly E. Fussell, PhD, Department of Public Health and Preventive Medicine, Oregon Health and Science University,
Portland, OR, USA.
Nicole M. Stettler, BS, Department of Public Health and Preventive Medicine, Oregon Health and Science University,
Portland, OR, USA.
Anne E. Kovas, MPH, Department of Psychiatry, Oregon Health and Science University, Portland, OR, USA.
Research made possible by a grant from the Robert Wood Johnson Foundation no. 58839. Sections of this work were
presented at the American Public Health Association annual meeting, Washington, DC, November 3–7, 2007, and the
Western Psychological Association annual meeting, Vancouver, British Columbia, May 3–6, 2007.

) 2008 National Council for Community Behavioral

Journal of Behavioral Health Services & Research, 2008 c
Healthcare.

Implementation of Evidence-Based Practices

RIECKMANN et al.

Introduction
The implementation of evidence-based practices (EBPs) in substance abuse treatment services is
driven by efforts to integrate best research evidence, clinical expertise, and patient values.1–6
Although deﬁnitions of evidence-based practices continue to evolve,7–10 the National Quality
Forum (NQF) endorses ﬁve categories of evidence-based treatment practices for substance use
disorders: (1) screening and brief intervention, (2) proven psychosocial interventions, (3) access to
medications, (4) use of wraparound services, and (5) aftercare and recovery management.11,12
Federal and state governments have focused varying amounts of resources, including ﬁscal
support, on the development and diffusion of substance use disorder EBPs. Although support exists
for adopting EBPs, challenges limit implementation.13,14 Nevertheless, with appropriate resources
and leadership, state substance abuse authorities (SSAs) can have a powerful effect on the
implementation and diffusion of EBPs through the system.15,16
Historically, the substance abuse and mental health treatment systems evolved distinctly,
including separate funding streams, state agencies, and provider requirements.17 This contributed
to a highly decentralized substance abuse health system, which lacks well-deﬁned federal-level
policy and points of accountability. Lack of broad federal policies governing system activities
resulted in each state designing individual public substance abuse health care systems with
substantial variation in organizational and ﬁnancing factors.18 Although decentralization provides
states with a relative degree of control, that control is tempered by confounding challenges and
priorities including budget constrictions and ever-changing political climates.19
Approximately one half of states have integrated the SSA and the state mental health authority
(SMHA) under the same umbrella agency.20 However, implementation of substance abuse EBPs has
received less attention than mental health EBPs.2,4,13,15,21 Barriers include disparities in insurance
coverage, such that clients may have Medicaid or private insurance coverage that provides mental
health services but excludes substance abuse services.22,23 Additionally, providers may not share a
common philosophical ground to support integrated treatment.21 This fragmentation reﬂects
conﬂicting treatment approaches and perspectives; one result is that mental health is often treated
as a chronic disorder and substance abuse as an acute disorder.24,25 It is important to recognize that
both can be chronic disorders that may beneﬁt from evidence-based treatment. In particular,
integrated dual diagnosis treatment (IDDT) is an important link between mental health and
substance abuse services needs.26,27 Several states have addressed integrated treatment and
services, although policy, programmatic, clinical, consumer, and family barriers remain.22,27–31
Recently, federal and local initiatives have advanced the adoption of substance abuse treatment
EBPs. At the federal level, substance abuse EBPs have been prioritized through partnerships
between the Substance Abuse and Mental Health Services Administration (SAMHSA) and nonproﬁt organizations, such as the Robert Wood Johnson Foundation and the MacArthur
Foundation.28,32 Federal dissemination efforts also have included SAMHSA’s National Registry
of Evidence-Based Programs and Practices (NREPP), an online resource for independently
reviewed and rated evidence-based interventions for the prevention and treatment of mental health
and substance use disorders.13,33
Less is known about individual state initiatives in substance abuse treatment EBP implementation.
Perhaps the most prominent initiative is Oregon’s Senate Bill 267 (now Oregon Revised Statutes
ORS 182.515 and 182.525), a state mandate requiring the SSA to incrementally increase its
expenditures on EBPs to 75% of the budget for direct care services during the 2009–2011 biennium.
Other state initiatives may be less prominent but just as inﬂuential in substance abuse treatment EBP
implementation.
Although there have been few studies to date on implementation of EBPs in substance abuse
treatment and almost none on dissemination,18 research on mental health EBP implementation may
provide a useful guide. For example, in a study examining SMHA methods for increased adoption
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of EBPs in eight states, Rapp et al.15 identiﬁed two broad state-level implementation support
strategies aimed at treatment agencies. The ﬁrst is a “marketing approach” whereby interested
providers can apply to be an EBP site, often through a formal “request for proposal” mechanism.
The second broad strategy employs a regulatory approach whereby the state mandates the adoption
of EBPs. Oregon’s legislation is an example of a broad regulatory approach. Additionally, an
examination of effective strategies for implementation of mental health EBPs, including IDDT,
from the Evidence-Based Practice Project identiﬁed 106 speciﬁc implementation strategies in eight
states and classiﬁed them into ﬁve categories: (1) state infrastructure building and commitment, (2)
stakeholder relationship building and communications, (3) ﬁnancing, (4) continuous quality
management, and (5) service delivery practices and training.21,32,34 In Magnabosco’s analysis,21
states’ emphasis on particular groups of strategies shifted for differing phases of the overall
implementation process. For example, during the pre-implementation phase, states emphasized
stakeholder relationship building and communication activities, whereas during initial implementation and sustainability planning phases, states emphasized ﬁnancing.21 Accordingly, organizational research suggests that evidence-based innovation requires the support of administration and
management, sufﬁcient ﬁnancial and human resources, and an organizational culture that values
scientiﬁcally based practice, problem-solving and creativity, and systems change.16,35–37
This trend toward national support and state-level requirements for adopting EBPs invites
investigation of what constitutes effective methods for supporting and ensuring the implementation
of EBPs in substance abuse treatment facilities. The National Institute on Drug Abuse (NIDA) Blue
Ribbon Task Force recently released a report calling for an increase in funded studies examining
substance abuse EBPs and their dissemination and sustainability in real-world settings.38 A climate
of instability and closure among substance abuse treatment centers further supports investigating
ways states can facilitate the adoption and continued use of these practices.39 For example, the
NQF identiﬁed particular strategies for facilitating adoption of substance use EBPs including: (1)
ﬁnancial incentives and mechanisms, (2) use of regulations and accreditation, (3) education and
training, and (4) infrastructure development.12 These strategies provide broad categories, leaving
room for individual state ﬂexibility in implementation. Examining changes in state contracting,
policies, and procedures, organizational change efforts, and state-wide collaboratives can help
identify successful strategies that encourage the use of EBPs.
However, capturing these systemwide quality improvement and technology transfer endeavors is
further complicated by each state’s unique delivery system and policy environment. Thus, the ﬁrst
step in beginning to address these issues is an assessment of state substance abuse authority activities,
efforts, strategies, ﬁnancing, and contracting related to the implementation of substance abuse
treatment EBPs. This paper presents ﬁndings from a systematic inventory assessing state substance
abuse authority activities used to promote evidence-based practices for substance abuse treatment.

Method
The current project involved collecting and analyzing preliminary data from an initial screening
assessment of participating state substance abuse authorities (SSAs) to capture state efforts to
promote adoption of evidence-based substance abuse treatment practices. The assessment included
questions regarding the National Quality Forum’s categories of EBPs and strategies for facilitating
adoption of these practices. When replicated, the interview can be used as a baseline assessment to
document increases in adoption of EBPs.
For this initial phase of the larger two-phase State Authority project, investigators at Oregon
Health and Science University developed a structured interview for telephone administration by
representatives from Addiction Technology Transfer Centers (ATTCs) across the USA. The ATTC
network operates in regional centers to translate and communicate substance abuse treatment
research to practitioners and SSAs. For the current study, each participating ATTC identiﬁed a
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program coordinator, trainer, or evaluator who was familiar with their region’s state ofﬁcials and
EBPs overall to assist with this project. This initial ATTC-facilitated contact allowed project staff
to contact SSA representatives directly for the follow-up project (not reported here).
Recruitment and participant involvement
For phase 1 of the State Authority project, a two-step strategy identiﬁed key informants in each
state and facilitated a maximum response rate. The ﬁrst step involved contacting and obtaining
agreement from the regional ATTCs to assist with the initial contact and data collection from the
SSAs within their respective territories. In compensation for their time, ATTCs were given $150
for each state for which they provided information. For example, the Northwest Frontier ATTC
(NFATTC) provided information for ﬁve states (Oregon, Washington, Hawaii, Idaho, and Alaska),
resulting in $750 total compensation. Twelve of the 13 ATTCs agreed to support this initial
screening of the 51 SSAs (inclusive of the District of Columbia). The second step involved the
study investigators and evaluators contacting the SSAs directly. This step was used when ATTC
staff members were unable to reach the appropriate SSA representative (described below) or when
an ATTC elected not to participate in the interviews. This two-step method maximized the sample
size and ensured successful contact and data collection for all states.
The study investigators and evaluators held two group calls with the ATTC interviewers to
discuss the project and explain the procedures for data collection. To train data collection staff and
ensure consistency, interviewers also reviewed the survey and discussed potential answers, issues,
and concerns. Identiﬁcation of the appropriate SSA representative started with the SSA director in
each state, and in most cases, the director or assistant director (55%) completed the interview or
asked a program manager knowledgeable about EBPs (45%) to join the discussion. ATTC and
project staff followed the guidance of the SSA director in each state, and if additional data could be
provided by a speciﬁc EBP leader, project lead, or program manager, then efforts were made to
reach that individual as well. For all states, recruitment included concerted effort to obtain
participation from the most knowledgeable representatives available.
SSA representatives were then contacted by email and phone, and were asked to schedule 15- to
20-min interviews to answer questions about strategies to encourage the use of EBPs. Before each
telephone interview, information sheets were provided to all participants regarding the purpose of
the study and that data collected from their state may be included in summary reports. At the end of
the initial assessment, they were asked to participate in the phase 2 follow-up, in-depth interview
several months later. Informed consent was not required. This project was approved by the Oregon
Health and Science University Institutional Review Board.
In total, ATTC interviewers obtained data from 39 SSA representatives, and project staff obtained
data from an additional ten for a total sample of 49 SSAs, inclusive of the District of Columbia.
Several SSAs representatives required multiple contacts by email and phone before responding to
interview requests. Two SSAs were unable to share information within the timeframe of the project.
Procedures and instrumentation
Interviews were conducted between November 2006 and January 2007. Interviewers used a
three-page structured interview to obtain quantitative and qualitative responses from representatives of each SSA. First, contact and job description data were gathered from each respondent. The
main interview questions corresponded to the National Quality Forum’s ﬁve categories of
substance abuse EBPs (screening and brief intervention, psychosocial interventions, use of
medications, use of wraparound services, and aftercare and recovery management). Each question
consisted of four parts that corresponded with four of the NQF’s EBP implementation strategies
(ﬁnancial incentives and mechanisms, regulations and accreditation, education and training, and
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infrastructure development). The structured interview consisted of ten questions. The ﬁrst ﬁve
questions asked the SSA representative, “To what extent is your SSA using the following [four]
strategies to promote [each of the ﬁve EBP categories, respectively]?” Respondents ranked the
extent each NQF strategy is used to promote each EBP category using a Likert-type scale (scale of
1–5, with anchors at 1 = not at all, 3 = some, 5 = very much).
The other ﬁve questions (listed in Table 2) inquired about speciﬁc EBP implementation
approaches through dichotomous (yes/no) response options. Interviewers encouraged representatives to elaborate on each response to generate detailed qualitative data on each state’s activities in
support of EBP adoption. When appropriate, actual documentation was requested regarding EBPrelated legislation, contract language, and administrative rule and regulatory changes.
To maintain consistency, interviewers followed procedures, which included instructions for
contacting SSA representatives and a list of NQF EBP deﬁnitions including (1) screening and brief
intervention: Patients in primary care, emergency care, and mental health care settings are screened
for possible alcohol and drug problems. All patients with a positive screen should receive a brief
intervention by a healthcare practitioner trained in this technique. (2) Adoption of proven
psychosocial interventions: Evidence-based psychosocial treatment interventions should be
initiated for all patients referred to specialty care treatment of substance use disorders (examples
include motivational interviewing, motivational enhancement therapy, and cognitive behavioral
therapy). (3) Access to medication: Addiction-focused pharmacotherapy should be considered for
all patients diagnosed with alcohol and/or opioid dependence (e.g., buprenorphine for opioid
dependence). (4) Use of wraparound services: Ancillary services including housing, parental
treating, and employment counseling should be offered to all residents in care. (5) Aftercare and
recovery management: Patients treated for substance use disorders should be engaged in long-term,
ongoing management of their care.12
Analysis
Quantitative and qualitative data were analyzed in this preliminary examination of SSA efforts
toward adopting EBPs for substance abuse treatment. Mixed methods studies are relevant for this
type of policy research because the ﬁndings provide a detailed view of or narrative about the
adoption and implementation of evidence-based practices for substance abuse treatment. For the
current study, qualitative research methods in particular were used to capture ﬁndings that
compliment and provide depth and additional meaning to those ﬁndings available through the
quantitative scales.40 The mixed methods approach to analysis provided critical information
necessary to move the process-oriented topic of policy implementation forward.40–42
Quantitative data were analyzed using SPSS version 15.0 to generate frequencies, including
mode, mean, and standard deviation. For qualitative data, thematic categories were determined
through an iterative process of systematic data review and (re)classiﬁcation.43,44 The research
team minimized threats to validity by using a modiﬁed version of a ﬁve-step qualitative analysis
training model developed by Luborsky,45 which includes iterative thematic analysis to identify
and reﬁne re-occurring themes in the qualitative responses. While qualitative research does not
lend itself to measures of statistical signiﬁcance, it is possible to score qualitative results to
provide an index of importance. Researchers employed two standards for evaluating and
organizing themes and content within the transcriptions of SSA interviews: frequency of
statements and direct statements of salience or meaning.46 In the ﬁrst step, the most frequently
coded categories were deemed important, leading to additional in-depth analysis and
interpretation for those themes. The second level of interpretation included judging the
importance of a theme by examining direct statements indicative of a belief, practice, or
experience related to adopting and implementing evidence-based practices for substance abuse
treatment. These analytic procedures were employed to assess themes regarding the NQF
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strategies, legislative policy, contracting, accreditation, and licensure, and to help us understand
their effects on organizational systems and structures.

Results
Strategies to promote the NQF’s EBP categories
Table 1 presents statistical means, standard deviations, and modes for responses to Likert-type
items assessing states’ use of NQF strategies for implementing speciﬁc types of substance abuse
treatment EBPs. Overall, SSA representatives reported support for investment in education and
training strategies to promote EBP implementation. In contrast, they reported less support for the
use of regulatory strategies, and very little support for ﬁnancial incentives and mechanisms to
promote EBP adoption.
Legislative policy
Currently, Oregon is the only state with legislative policy (ORS 182.515 and 182.525, previously
referred to as SB267) that ﬁnancially mandates EBP implementation in substance abuse treatment.
North Carolina has passed Mental Health System Reform legislation (Session Law 2001-437), which
mandates development and implementation of substance abuse protocols based on EBPs and/or
national standards of service delivery “within available resources.” Finally, Alaska law (Chapter 59
SLA 07) attempts to mandate EBP use, but no state funds are allocated to support the mandate. Of the
remaining states, 15 (30.0%) reported support for EBP implementation either through state-level
encouragement, strategic plans, governor’s commissions, or active movement toward legislation.
Table 2 presents the percentage of SSA representatives that responded to dichotomous (yes/no)
questions about strategies to encourage the use of EBPs, including contracting criteria, funding
linkages, regulations, and other activities aimed at increasing the use of empirically supported
practices for substance abuse treatment. In addition to dichotomous response options to these
questions, SSA representatives were asked to elaborate. What follows further describes ﬁndings
available in Table 2 and incorporates frequencies and percentages of qualitative response themes.
Contracting
In terms of contracting, 31 SSA representatives (63.3%) reported use of substance abuse
treatment EBPs as a criterion in contract agreements with treatment providers. Of those, seven
(22.6%) SSAs require speciﬁc EBPs as part of their contract criterion, ten (32.3%) require EBP use
(but no speciﬁc EBPs) in their contract language, three (9.7%) encourage EBP use through
contractual or departmental policies, and ﬁve (16.1%) require EBP use in some special program
contracts including prevention but not in treatment. The remaining six SSA representatives (19.4%)
did not elaborate on their EBP contracting criteria.
Of the 18 SSA representatives (36.7%) that reported that EBPs were not a contracting criterion,
ten (55.6%) SSAs encourage EBPs in substance abuse treatment and are moving toward requiring
them, three (16.7%) encourage but do not require EBP use, two (11.1%) require EBPs in substance
abuse prevention but not treatment, and one SSA representative reported that contractual
requirements are not determined at the state level. The remaining two SSA representatives
(19.4%) did not elaborate on the lack of EBP contracting criteria.
State funding requirements
Approximately half of the SSA representatives (n=25; 51.0%) reported that EBP use is tied to
state funding. Although, upon elaboration, two SSA representatives (8.0%) reported that the SSA
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2.08 (1.10)
1.98 (1.27)
3.18 (1.24)
2.78 (1.34)

1

4
3

Mean (SD)

1

Mode

Screening and
brief interventions

4
3

3.92 (1.02)
3.14 (1.19)

2.41 (1.37)

2.57 (1.40)

1a
1

Mean (SD)

Mode

Proven psychosocial
interventions

Evidence-based practices (n=49)

3.92 (1.02)
3.14 (1.19)
2.37 (1.47)

3a
3

2.41 (1.37)

Mean (SD)

1

1

Mode

Access to
medications

3
3

3

1

Mode

2.78 (1.31)
2.98 (1.49)

3.18 (1.20)

2.53 (1.53)

Mean (SD)

Wraparound
services

Multiple modes exist. The smallest value is shown.
Measured with a ﬁve-point Likert-type scale (scale of 1–5, with anchors at 1 = not at all, 3 = some, 5 = very much)

a

Financial incentives
and mechanisms
Regulations and
accreditation
Education and training
Infrastructure development

Strategy

Table 1
State strategies for encouraging implementation of evidence-based practices

4
4

3

1

Mode

3.14 (1.23)
2.86 (1.50)

3.27 (1.04)

2.65 (1.30)

Mean (SD)

Aftercare and
recovery management

Table 2
State approaches to evidence-based practice adoption
% Response (n=49)
Yes
Are there any policy
mandates in your
state related to EBP
implementation?
Is the use of EBPs
a criterion in
contracting with
providers?
Is state funding
tied to the use
of EBPs?
Are there regulations
or accreditation strategies
in place that support
the use of EBPs?
Are there any other
activities or events
occurring within the
state that are aimed
at accelerating the
adoption of EBPs?

No

3 (6.1%)

46 (93.9%)

31 (63.3%)

18 (36.7%)

25 (51.0%)

24 (49.0%)

27 (55.1%)

22 (44.9%)

46 (93.9%)

3 (6.1%)

plans to tie EBP use to state funding in future ﬁscal years, and nine SSA representatives (36.0%)
reported requiring EBP use only in some special subcategories of state funding (e.g., substance
abuse prevention, criminal justice, drug courts, and co-occurring disorders).
Of the 24 SSA representatives (49.0%) that reported that EBP use is not tied to state funding;
four (16.7%) SSAs do require EBP use in some special subcategories of state funding, and seven
(29.2%) plan to have state funding linkages in the future.
Regulations and accreditation
The majority of SSA representatives (n=27; 55.1%) reported the use of regulations and
accreditation as mechanisms for advancing EBP use in substance abuse treatment. Of the 22 SSA
representatives (44.9%) that reported no regulations or accreditation regarding EBPs, approximately half (45.5%) noted that new plans, policies, changes in contracting language, and other key
regulation shifts currently are underway.
Other activities or events aimed at facilitating adoption
Only three SSA representatives (6.1%) reported no other activities or events aimed at facilitating
the adoption of EBPs. Qualitative responses noted that almost all SSAs are in the process of

The Journal of Behavioral Health Services & Research

2008

considering different strategies and/or attempting systemic changes in infrastructure, ﬁnancing, and
regulation. Strategies included workgroups and committees, workforce surveys, regulation
development, data systems, grant applications, Medicaid billing changes, ﬁnancial incentives,
and complete system transformation.

Discussion
This assessment of 49 states’ implementation of evidence-based practices for substance abuse
treatment reveals widespread articulation of support for EBPs among state substance abuse
authorities (SSAs) but considerable variation in actual adoption of individual strategies. Each state
has a unique approach to service delivery and funding of substance abuse treatment services.
Therefore, to provide a framework for discussions with each of the SSAs, this comprehensive
semi-structured interview protocol was based primarily on the NQF’s practices and strategies.12
Of four EBP adoption strategies endorsed by the NQF, SSAs reported the highest emphasis on
employing infrastructure and development, as well as education and training to promote all EBPs
for substance abuse treatment. Regulations and accreditation strategies were reportedly used more
for encouraging wraparound services and aftercare and recovery management than screening and
brief intervention, proven psychosocial interventions, or access to medications. Importantly, SSAs
also reported relatively low strategic emphasis on ﬁnancial incentives and mechanisms, as well as
regulations and accreditations. Problems with ﬁnancial support options and accreditation could
play a role in variation in actual adoption of EBPs.
The ﬁnding that ﬁnancial incentives and mechanisms were used least of the ﬁve NQF strategies
mirrors a study by Finnerty and colleagues ranking health-related barriers and strategies as (in
descending order) money, engagement, training/consult, attitude, mandate, policies, credential,
understanding, plan enacting, plan sustaining.47 More recently, Koch and colleagues examined a
partnership formed in Virginia to stimulate dissemination of EBPs for adolescents with cooccurring disorders.31 They also found barriers to implementation that included ﬁnancing concerns
(e.g., unavailable or expensive training, individual clinicians disinterest in new treatment models,
and treatment models being too expensive or too restrictive).31
In terms of legislative action, Oregon remains the only state with a statute that ﬁnancially
requires treatment expenditures on substance abuse EBPs. North Carolina’s mental health system
reform law incorporates EBP promotion within available resources. Alaska’s EBP legislation was
passed without funds appropriated. Other SSA representatives reported active movement toward
legislation or other higher authority support, such as strategic plans or governor’s commissions.
Interestingly, some SSA representatives reported that EBP legislation was unlikely, either due to
the SSA’s relative autonomy in substance abuse treatment matters or political issues within the
legislature. Thus, it appears that support for legislative mandates is highly variable.
In contrast to the lack of legislation, the majority of SSA representatives reported use of
treatment EBPs as a criterion in contract agreements with or grants to treatment providers. Of
those, some require speciﬁc EBPs as part of their contracting criteria (e.g., motivational
interviewing, cognitive behavioral therapy, Matrix model). Additionally, even states without EBP
contracting criteria indicated concrete efforts toward, at minimum, encouraging EBP use. However,
one overall theme included deﬁning what constitutes an evidence-based practice for such contracts.
In some states, there is no speciﬁc deﬁnition of EBPs or list of practices to use in provider contracts
because they are still debating what qualiﬁes as an EBP. It should be noted that some SSAs
contract indirectly with providers, through county (or other local) contracts or managed care
entities, and may not control contracting language.
In addition to state contracts or grants awarded through requests for proposals (RFPs), state
funding can be tied to EBP use through federal block grant requirements. For example, SAMHSA’s
Center for Mental Health Services promotes IDDT as an EBP for individuals with co-occurring
mental health and substance abuse disorders.28 Moreover, there is a combined effort from several
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federal programs including the NIDA Clinical Trials Network and the Center for Substance Abuse
Treatment (CSAT) Blending initiatives, SAMSHA’s NREPP work, and CSAT’s Treatment
Improvement Protocols to establish substance abuse treatment EBPs. This conjoint effort links to
the federal block grant funding, but the range of EBPs varies depending on the level of care.
Additionally, a few SSA representatives noted that Medicaid funding does not allow billing of
substance abuse treatment services. Other states have undertaken broad Medicaid reform to address
ﬁnancing issues.20,21,30
Several SSA representatives noted that there is a need for a greater number of best practices for
speciﬁc populations such as pregnant women, women with children, and diverse populations.
Generally, issues related to the lack of evidence for diverse populations are concerning, and some SSA
representatives noted conﬂicting ideas about how to address the lack of EBPs for speciﬁc populations.
A majority of SSA representatives reported use of regulations and accreditation to promote
implementation of EBPs. However the interview question, “Are there regulations or accreditation
strategies in place that support the use of EBPs?,” did not specify agency-level regulations (licensure
standards, rules of practice) versus provider-level regulations (counselor credentialing). Additionally,
some SSA representatives interpreted the question as a duplicate of the contracting question, “Is the use
of EBPs a criterion in contracting with providers?” Mixed interpretations of these two interview items
complicated attempts to compare qualitative responses to related state activities. In interview protocol
design, the regulations question was intended to capture both agency- and provider-level data. Phase 2
will address regulations and accreditations in more detailed interviews.
Promisingly, almost all of the SSA representatives reported additional activities designed to
facilitate EBP adoption. The most commonly reported activites were provider training, workshops,
federal and private grants, and data system updates. Some SSAs are actively pursuing EBP
implementation despite not having sufﬁcient resources (funding or staff). This advocacy for EBPs
in substance abuse treatment is key to successful adoption and ﬁdelity.48,49
Indeed, a particularly important barrier to the implementation of EBPs are unsupportive state, local,
and federal mental health authority administrative practices and policies.15 The most prevalent
examples are lack of a long-term vision, lack of agreement on desired outcomes, lack of penalties for
non-evidenced-based practices, short-term horizons for policy planning, political mandates on
competing public-sector priorities, resource limitations, and uncertainty associated with change and
untoward events.50 Phase 2 of this project will identify SSA-speciﬁc barriers to EBP implementation.
Overall, the current ﬁndings indicate that leadership plays a crucial role in effective implementation
of EBPs at the SSA level. Leaders have multiple means to communicate the commitment to EBPs,
including a commitment of resources, mission statements, and internal and external collaborations.19,51,52 Various methods SSA policymakers can use to promulgate their expectations include
state-provider contracts, design of RFPs and grant funding decisions, licensing regulations, quality
improvement plans, and media dissemination (e.g., newsletters, reports, press releases, and
presentations).15,52 Of course, these efforts are dependent on appropriate ﬁnancial support. Therefore,
state effort and strategies to increase adoption of EBPs are encouraging, but without attention to key
issues such as ﬁnancing, implementation possibilities may be minimized.
The current project’s preliminary data collection format, which primarily inquired about the ﬁve
EBP adoption strategies endorsed by the National Quality forum, provided a useful structure for
discussion of this topic. However, it is possible that additional information on related but separate
implementation efforts was not obtained. Phase 2 of this study will compliment this report with a
broad spectrum of in-depth qualitative data, including additional description of multiple activities
employed in states representative of more intensive efforts aimed at adopting and implementing
EBPs. Documentation of actual state efforts and review of legislative mandates, contract language,
and SSA websites will provide additional material to augment the reports of those interviewed for
the project. Additionally, it should be noted that each response in this study is one person’s report
and the job title/description of respondents did vary. However, each respondent’s role included the
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professional capability to represent the state substance abuse authority regarding the state’s
promotion of EBPs. Due to different job descriptions and titles, as well as varied hierarchical
arrangements for each state ofﬁce, in some cases, the SSA director or deputy director was best
suited to address these issues; in other states, a program manager for treatment services was most
knowledgeable about EBPs. Therefore, responses reﬂected the current organizational leadership’s
approach to EBPs within the conﬁnes of available resources. Finally, while this initial project phase
provides a snapshot of SSA approaches to adopting EBPs for substance abuse treatment,
commentary on the perceived value or effectiveness of a given EBP for substance abuse treatment
or respective approaches to adoption are addressed in phase 2.

Implications for Behavioral Health
While speciﬁc strategies differ, reports from representatives of state substance abuse authorities
(SSAs) offer an entry point into state efforts toward implementing EBPs for substance abuse
treatment. Data and qualitative comments indicated that every state in the study is either (a)
implementing steps toward policy (e.g., through workgroups, incorporating licensure standards,
and planning system change), (b) requiring EBP use in some special program contracts including
prevention but not in treatment, (c) utilizing contracts or department policies to encourage EBP use
in treatment, or (d) requiring EBP use in contract language. These results offer the opportunity to
track the number of states engaged in NQF-supported practices and changes in state contracting
and EBP acceleration efforts over time. State agencies, substance abuse treatment providers, and
policymakers can beneﬁt from knowing how other states nationwide have responded to the call for
increased substance abuse treatment EBP adoption and ﬁdelity. Knowledge of SSA implementation
strategies should facilitate opportunities for states seeking to increase their EBP adoption efforts.
Such assistance supports prioritization of research-based, client-focused practices for substance
abuse treatment.

References
1. Institute of Medicine. Crossing the Quality Chasm: A New Health System for the 21st Century. Washington, DC: National Academies Press; 2001.
2. New Freedom Commission on Mental Health. Achieving the Promise: Transforming Mental Health Care in America. Final Report.
DHHS Pub. No. SMA-03-3832. Rockville, MD: U.S. Department of Health and Human Services, Substance Abuse and Mental Health
Services Administration; 2003.
3. Substance Abuse and Mental Health Services Administration. Report to Congress on the Prevention and Treatment of Co-occurring
Substance Abuse Disorders and Mental Disorders. Rockville, MD: Substance Abuse and Mental Health Services Administration Ofﬁce
of Applied Studies; 2002.
4. U.S. Department of Health and Human Services. Mental Health: A Report of the Surgeon General. Rockville, MD: U.S. Department of
Health and Human Services, Substance Abuse and Mental Health Services Administration, Center for Mental Health Services, National
Institutes of Health, National Institute of Mental Health; 1999.
5. U.S. Department of Health and Human Services, Substance Abuse and Mental Health Services Administration. National outcome
measures. Available at http://www.nationaloutcomemeasures.samhsa.gov. Accessed September 15, 2007.
6. Institute of Medicine. Improving the Quality of Health Care for Mental and Substance-Use Conditions. Washington, DC: National
Academies Press; 2006.
7. Bernal G, Scharrón-del-Río MR. Are empirically supported treatments valid for ethnic minorities? Toward an alternative approach for
treatment research. Cultural Diversity and Ethnic Minority Psychology. 2001;7:328–342.
8. Goldenberg MJ. On evidence and evidence-based medicine: Lessons from the philosophy of science. Social Science and Medicine.
2006;62:2621–2632.
9. McHugo GH, Drake RE. Finding and evaluating the evidence: A critical step in evidence-based medicine. Psychiatric Clinics of North
America. 2003;26:821–831.
10. Sackett D, Straus SE, Richardson WS, et al. Evidence-Based Medicine: How to Practice and Teach EBM. 2nd edn. London: Churchill
Livingstone; 2000.
11. Compton WM, Stein JB, Robertson EB, et al. Charting a course for health services research at the National Institute on Drug Abuse.
Journal of Substance Abuse Treatment. 2005;29:167–172.
12. National Quality Forum. Evidence-Based Treatment Practices for Substance Use Disorders. Washington, DC: National Quality Forum; 2005.
13. Miller WR, Zweben J, Johnson WR. Evidence-based treatment: Why, what, where, when, and how? Journal of Substance Abuse
Treatment. 2005;29:267–276.

Implementation of Evidence-Based Practices

RIECKMANN et al.

14. McCarty D, Edmundson E. In: Levin BL, Petrila J, Hennessy KD, eds. The treatment system for alcohol and drug dependence. 2nd edn.
Mental Health Services: A Public Health Perspective. New York: Oxford University Press; 2004:275–289.
15. Rapp CA, Bond GR, Becker DR, et al. The role of state mental health authorities in promoting improved client outcomes through
evidence-based practice. Community Mental Health Journal. 2005;41:347–362.
16. Rogers EM. Diffusion of Innovations, 5th edition. New York: Free Press; 2003.
17. Ridgely MS, Osher FC, Goldman HH, et al. Chronic mentally ill young adults with substance abuse problems: A review of research,
treatment, and training issues. Baltimore, MD: University of Maryland School of Medicine, Mental Health Services Research Center; 1987.
18. Gold PB, Glynn SM, Mueser KT. Challenges to implementing and sustaining comprehensive mental health service programs. Evaluation
and the Health Professions. 2006;29:195–218.
19. Lynde D. State Mental Health Authority (SMHA): Lessons we are learning implementing evidence-based practices. Presented at the NRI
Conference on State Mental Health Agency Services, Research, Program Evaluation, and Policy, February 6–8, 2005, Baltimore, MD.
20. National Association of State Mental Health Program Directors Research Institute. Co-occurring mental health and substance use
disorders. Outlook 2005; Winter:3–4.
21. Magnabosco JL. Innovations in mental health services implementation: A report on state-level data from the U.S. Evidence-Based
Practices Project. Implementation Science. 2006;1:13.
22. Pincus HA, Burnam MA, Magnabosco JL, et al. State Activities to Improve Services and Systems of Care for Individuals with Cooccurring Mental and Addictive Disorders. Santa Monica, CA: RAND; 2005.
23. Gabel JR, Whitmore H, Pickreign JD, et al. Substance abuse beneﬁts: Still limited after all these years. Health Affairs. 2007;26:w474–w482.
24. McLellan T, Lewis D, O’Brien C. Drug dependence, a chronic medical illness. Journal of the American Medical Association. 2000;284:1689–1695.
25. McLellan AT, Lewis DC, O'Brien CP, et al. Drug dependence: a chronic medical illness: implications for treatment, insurance, and
outcomes evaluation. Journal of the American Medical Association. 2000;284:1689–1695.
26. Mueser KT, Noordsy DL, Drake RE, et al. Integrated Treatment for Dual Disorders: A Guide to Effective Practice. New York: Guilford; 2003.
27. Drake RE, Essock SM, Shaner A, et al. Implementing dual diagnosis services for clients with severe mental illness. Psychiatric Services.
2001;52:469–476.
28. Substance Abuse and Mental Health Services Administration. Co-occurring Disorders: Integrated Dual Disorders Toolkit, A Project of
the Center for Mental Health Services (CMHS), SAMHSA, DHHS, and The Robert Wood Johnson Foundation. Rockville, MD: U.S.
Department of Health and Human Services; 2003.
29. Center for Mental Health Services. Building Bridges: Co-occurring Mental Illness and Addiction: Consumers and Service Providers,
Policymakers, and Researchers in Dialogue. DHHS Pub. No. (SMA) 04-3892. Rockville, MD: Substance Abuse and Mental Health
Services Administration; 2004.
30. Burnam MA, Watkins KE. Substance abuse with mental disorders: Specialized public systems and integrated care. Health Affairs. 2006;25:648–658.
31. Koch JR, Cohen R, Kramer TL, et al. Blending research and practice in the treatment of adolescents with co-occurring psychiatric and
substance use disorders. Presented at the NRI Conference on State Mental Health Agency Services, Research, Program Evaluation, and
Policy, February 6–8, 2005, Baltimore, MD.
32. The John D. and Catherine T. MacArthur Foundation. MacArthur Foundation initiative on mental health policy and research. Available at
http://www.macfound.org. Accessed September 5, 2007.
33. Substance Abuse and Mental Health Services Administration. National Registry of Evidence-Based Programs and Practices. Available at
http://nrepp.samhsa.gov. Accessed March 14, 2007.
34. Torrey WC, Drake RE, Dixon L, et al. Implementing evidence-based practices in routine mental health service settings. Psychiatric
Services. 2001;52:45–50.
35. Crump CE, Earp JA, Kozma CM, et al. Effect of organization-level variables on differential employee participation in 10 federal worksite
health promotion programs. Health Education Quarterly. 1996;23:204–223.
36. Fixsen DL, Naoom SF, Blase KA, et al. Implementation research: A synthesis of the literature. Tampa, FL: University of South Florida,
Louis de la Parte Florida Mental Health Institute, The National Implementation Research Network; 2005.
37. Thomas CP, Wallack SS, Lee S, et al. Research to practice: Adoption of naltrexone in alcoholism treatment. Journal of Substance Abuse
Treatment. 2003;24:1–11.
38. National Institute on Drug Abuse. Report of the Blue Ribbon Task Force on Health Services Research at the National Institute on Drug
Abuse. Rockville, MD: National Institute on Drug Abuse; 2004.
39. Johnson JA, Roman PM. Predicting closure of private substance abuse treatment facilities. Journal of Behavioral Health Services and
Research. 2002;29:115–125.
40. Ambert AM, Adler PA, Adler P, et al. Understanding and evaluating qualitative research. Journal of Marriage and the Family. 1995;57:879–893.
41. Briody E, Baba ML. Explaining differences in repatriation experiences: The discovery of coupled and decoupled systems. American
Anthropologist. 1991;93:322–344.
42. Bernard HR. Research methods. In: Bernard HR, ed. Anthropology: Qualitative and Quantitative Approaches. Thousand Oaks, CA: Sage; 1994.
43. Agar M. Stories, background, knowledge and themes. American Ethnology. 1980;7:223–239.
44. Good B, Good M. Toward a meaning-centered analysis of popular illness categories. In: Marsella A, White G, eds. Cultural Conceptions
of Mental Health and Therapy. Dordrecht: Riedel; 1982.
45. Luborsky MR. Hip Fracture: Cultural Loss and Long-Term Reintegration. NIH/NIA 1 R01 AG023572-01 A2 2005.
46. Luborsky MR. The identiﬁcation and analysis of themes and patterns. In: Gubrium J, Sankar A, eds. Qualitative Methods in Aging
Research. Thousand Oaks, CA: Sage; 1994:189–210.
47. Finnerty M, Rapp C, Bond G. State Health Authority Yardstick (SHAY): Impact of state level action on the quality and penetration of
EBPs in the community. Presented at the NRI Conference on State Mental Health Agency Services Research, Program Evaluation, and
Policy, February 6–8, 2005, Baltimore, MD.
48. Baer JS, Ball SA, Campbell BK, et al. Training and ﬁdelity monitoring of behavioral interventions in multi-site addictions research. Drug
and Alcohol Dependence. 2007;87:107–118.

The Journal of Behavioral Health Services & Research

2008

49. Sánchez V, Steckler A, Nitirat P, et al. Fidelity of implementation in a treatment effectiveness trial of Reconnecting Youth. Health
Education Research. 2007;22:95–107.
50. Goldman HH, Ganju V, Drake RE. Policy implications for implementing evidence-based practices. Psychiatric Services. 2001;52:1591–1597.
51. Isett KR, Burnam MA, Coleman-Beattie B, et al. The role of state mental health authorities in managing change for the implementation of
evidence-based practices. Community Mental Health Journal 2008; (in press). DOI 10.1007/s10597-007-9107-6.
52. Isett KR, Burnam MA, Coleman-Beattie B, et al. The state policy context of implementation issues for evidence-based practices in mental
health. Psychiatric Services. 2007;58:914–927.

Implementation of Evidence-Based Practices

RIECKMANN et al.

