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A B S T R A C T   

Introduction: Patients with substance use disorders (SUD) and co-occurring mental disorders (COD) within 
forensic psychiatric care often suffer poor treatment outcomes and high rates of criminal recidivism, substance 
use, and psychiatric problems. This study aimed to describe the conditions for, and mental health care staff's 
experiences with, implementing integrated SUD-focused clinical guidelines, including assessment and treatment 
for patients with COD at a high-security forensic mental health services (FMHS) facility in Sweden. 
Methods: Study staff conducted nineteen semi-structured interviews with health care staff experienced in 
administering the new SUD assessment and treatment. The study conducted a thematic analysis to describe the 
health care staff's experiences with these guidelines and suggestions for improvement. 
Results: Most participants reported appreciation for the implementation of clinical guidelines with an SUD focus, 
an area they considered to have previously been neglected, but also noted the need for more practical guidance in 
the administration of the assessments. Participants reported the dual roles of caregiver and warden as difficult to 
reconcile and a similar, hindering division was also present in the health care staff's attitudes toward SUD. 
Participants' reports also described an imbalance prior to the implementation, whereby SUD was rarely assessed 
but treatment was still initiated. One year after the implementation, an imbalance still existed, but in reverse: 
SUD was more frequently assessed, but treatment was difficult to initiate. 
Conclusions: Despite indications of some ambivalence among staff regarding the necessity of the assessment and 
treatment guidelines, many participants considered it helpful to have a structured way to assess and treat SUD in 
this patient group. The imbalance between frequent assessment and infrequent treatment may have been due to 
difficulties transitioning patients across the “gap” between assessment and treatment. To bridge this gap, mental 
health services should make efforts to increase patients' insight concerning their SUD, flexibility in the admin-
istration of treatment, and the motivational skills of the health care staff working with this patient group. 
Participants considered important for enhancing treatment quality a shared knowledge base regarding SUD, and 
increased collaboration between different professions and between in- and outpatient services.   

1. Introduction 

Substance use disorders (SUD) significantly increase the risk that 

patients with psychiatric disorders will commit, and recidivate into, 
violent crimes (Baillargeon et al., 2009; Fazel et al., 2009; Lund et al., 
2012). Treatment efficacy, retention, and outcome are worse for patients 
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with SUD and one or more co-occurring mental disorders (henceforth 
COD; see Substance Abuse and Mental Health Services Administration 
(SAMHSA), 2020) (Choi et al., 2013). Forensic mental health services 
(FMHS) have an urgent need to integrate SUD treatment into clinical 
practice (Eagle et al., 2019; Jaffe et al., 2011; Kelly et al., 2011) 
Recently, clinical guidelines including SUD assessment and treatment 
for COD patients were implemented at a high-security FMHS facility in 
Sweden. The successful implementation of interventions in clinical set-
tings requires sustained efforts from staff and continuous support from 
management. The purpose of the current study was to describe health 
care staff's experiences with the implementation of the SUD-focused 
clinical guidelines, directly following its launch and one year later. 

1.1. Importance of treating SUD among forensic inpatients 

1.1.1. Prevalence 
The issue of SUD among forensic psychiatric patients has elicited 

increased attention in recent decades (e.g., Eagle et al., 2019). Lifetime 
SUD prevalence rates in the US general population have been estimated 
at 17 %, but at 48 % among patients with co-occurring schizophrenia 
and as much as 56 % for patients with bipolar disorder (Regier et al., 
1990). Similar prevalence rates have been found in many epidemio-
logical surveys (Grant et al., 2015; Grant et al., 2016; Kessler et al., 
2005), with some studies suggesting a significant increase in recent 
years (Substance Abuse and Mental Health Services Administration 
(SAMHSA), 2021). SUD among Swedish forensic psychiatric patients has 
been estimated at between 20 and 30 % (The Swedish National Board of 
Health and Welfare, 2008). In 2020, 52 % of women and 71 % of men 
admitted to FMHS in Sweden had a history of addiction (Swedish Na-
tional Forensic Psychiatric Register, 2020). 

1.1.2. Problem areas 
The COD patient group is highly stigmatized and often disregarded in 

both general mental health and addiction services (Ford et al., 2021; 
Lindqvist, 2007). These patients suffer adverse effects in several do-
mains: high mortality rates due to SUD (Steingrímsson et al., 2015); high 
rates of suicide attempts (Aharonovich et al., 2002); increased rates of 
hospitalization (Schmidt et al., 2011) and homelessness (Substance 
Abuse and Mental Health Services Administration (SAMHSA), 2013); 
and poorer psychosocial functioning and retention of medical treatment 
(Baker et al., 2007). SUD also elevates the risk of violent behavior, and 
many studies suggest that comorbid SUD is the critical deciding factor 
behind violence perpetrated by individuals with mental disorders (Lund 
et al., 2013; Steadman et al., 1998; Stuart, 2003; van der Kraan et al., 
2014). 

1.1.3. Special requirements for treatment 
Clinical practice research has shown that SUD interrelates recipro-

cally with psychiatric disorders, and that patients' prognoses are poor in 
both domains if treatment interventions do not target both conditions 
simultaneously (Boden & Moos, 2009; Flynn & Brown, 2008; Kola & 
Kruszynski, 2010). The integration of SUD treatment in FMHS has 
shown some ambiguous yet promising reductions in reoffending and 
substance use rates, as well as improvements in patients' quality of life 
(Brunette et al., 2001; Hesse, 2009; Pott et al., 2022). Implementing 
such interventions, however, has often been found to be poorly sus-
tained or short-lived (Drake et al., 1998; Drake et al., 2001; Drake & 
Bond, 2010; Hunter et al., 2017; Sacks et al., 2013), warranting further 
studies on which context-specific factors need consideration when 
implementing such interventions. 

1.2. Implementing clinical guidelines in FMHS 

1.2.1. Gap between need for and delivery of treatment 
Research has recognized the need to implement integrated COD 

treatment globally (Domingo-Salvany et al., 2016; Sacks et al., 2009; 

Substance Abuse and Mental Health Services Administration (SAMHSA), 
2020). However, a considerable gap exists between recognizing the need 
for integrated COD treatment and the actual delivery of treatment 
(Belenko & Peugh, 2005; Compton et al., 2007; Sacks et al., 2013). In a 
sample of 256 health care programs in the United States, 18 % of 
addiction treatment and only 9 % of mental health programs were 
capable of providing integrated COD treatment (McGovern et al., 2012). 
Less than one third of individuals with COD report having access to 
integrated care (Novak et al., 2019), and only 5.7 % report actually 
receiving such treatment (Substance Abuse and Mental Health Services 
Administration (SAMHSA), 2021). 

1.2.2. Challenges in implementation 
The implementation of new, evidence-based interventions in clinical 

settings often fails and, as a result, patients do not receive optimal 
treatment or suffer iatrogenic harm (Grimshaw et al., 2012; Klein & 
Knight, 2005; Powell et al., 2009a). Efforts to improve the imple-
mentation of interventions in FMHS settings have yielded insights into 
commonly encountered implementation barriers and facilitators. A lack 
of funding, time, managerial support, training, and learning opportu-
nities leads to comparatively little attention being paid to SUDs, or even 
to staff avoiding diagnosing an SUD for fear of interference with the 
treatment of other psychiatric disorders or clinic funding (Drake et al., 
2001). When health care staff lack knowledge concerning the inter-
vention, or lack an empathetic perspective toward addiction, they are at 
risk of compassion fatigue and burnout and can pose an additional 
barrier to overcome for their colleagues working for a successful 
implementation (Brown & Lewis, 2015; Davies et al., 2007). Comorbid 
SUD in particular can be difficult to diagnose, and health care staff often 
lack sufficient knowledge of integrated treatment, assess and treat SUD 
insufficiently, and have negative attitudes toward the patient group 
(Adams, 2008; Morojele et al., 2012; Wadell & Skärsäter, 2007). Facil-
itating factors for the successful implementation of integrated COD 
treatment—such as administrative leadership, supervision, training, and 
feedback—are all vital for sustained implementation (Brunette et al., 
2008; Ford et al., 2021; Powell et al., 2009b). Having a team, or clinic 
“champions”, responsible for propagating the implementation alongside 
external consultants and establishing relationships with community 
partners are also advisable for increasing leadership, learning opportu-
nities, and lasting change (McGovern et al., 2006; McGovern et al., 
2010; McKee et al., 2013). Implementing clinical guidelines for the 
complex and stigmatized patient group treated within FMHS requires 
sustained efforts and continuous monitoring (Fixsen et al., 2009; McA-
learney et al., 2016), and we need more knowledge about health care 
staff's experiences of the implementation process. 

1.3. Study aims 

The aim of the current study was to describe health care staff's ex-
periences with implementing clinical guidelines, including SUD assess-
ment and treatment for patients with COD, at a high-security FMHS 
facility in Sweden. The specific research aims were to describe mental 
health care staff's:  

a) experiences of pre-existing enabling and hindering factors in the 
implementation of the clinical guidelines at the start of the imple-
mentation process; and.  

b) experiences of the implementation process for the clinical guidelines 
directly following their launch and one year thereafter. 

2. Method 

This study was part of a research project (FOR-SATA) investigating 
SUD assessment and treatment among forensic psychiatric patients 
diagnosed with an SUD, within a larger research program (FOR-Evi-
dence) aiming to improve the evidence base of Swedish forensic 
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psychiatry. The Swedish Ethical Review Authority approved the project 
(2019-03042). 

2.1. The intervention 

In 2019, all wards of the FMHS clinic in question implemented the 
clinical guidelines, with the aim to improve SUD assessment and treat-
ment. The clinical guidelines included instruments for assessing SUD 
and the Community Reinforcement Approach treatment method (CRA; 
Smith et al., 2001). The assessment instruments included the Addiction 
Severity Index (ASI; Cacciola et al., 2011; McLellan et al., 1980), 
Extended Alcohol Use Disorders Identification Test (AUDIT-E; Babor & 
Robaina, 2016), Extended Drug Use Disorders Identification Test 
(DUDIT-E; Berman et al., 2007), Alcohol Effects Questionnaire (AEFQ; 
Rohsenow, 1983), Structural Analysis of Social Behaviour (SASB; Pincus 
et al., 1998), and NORC Diagnostic Screen for Gambling Disorders 
(NODS; Hodgins, 2004). In the CRA, interventions are combined to 
target the patient's substance use problems and problems related to their 
social situation. The method has strong empirical support (Smith et al., 
2001), and is recommended for COD by national health agencies, 
including The Swedish National Board of Health and Welfare (2019). 

2.2. Participants and setting 

The current study is based on interviews with health care staff 
working with recently implemented clinical guidelines for SUD treat-
ment at a large, high-security FMHS in Sweden. 

The staff who were eligible for participation in this study were those 
with previous experience of administering the SUD assessments and CRA 
treatment at the clinic. The clinic's policy required a minimum of 120 
higher education credits for staff to be eligible to administer the SUD 
assessments and treatment, as such all participants in the study met the 
same criteria. The majority of participants were registered nurses or 
treatment assistants, but behavioral scientists and social workers were 
also represented. Two sets of interviews were held to explore the pro-
gression of the implementation process during the first year: at the start 
of implementation and one year thereafter. At the start of imple-
mentation (November 2019), the study interviewed six women and six 
men (n = 12, labelled A1–12), aged 24–39 years (m = 31.25), and their 
professional experience ranged from less than one year to 14 years (m =
4.83). One year later (November 2020), five women and two men were 
interviewed (n = 7, labelled B1–7), aged 27–50 years (m = 35.14), and 
their professional experience ranged from less than one year to 15 years 
(m = 6.93). Of these seven participants interviewed in 2020, three had 
also been interviewed in 2019 (i.e., repeated interviews) while the 
remaining four were interviewed for the first time in November 2020. 

By the first set of interviews, immediately following the start of the 
implementation, all participants had received training in how to 
administer CRA. Regarding training in administering the SUD assess-
ment instruments, all staff eligible according to the clinic's policy (see 
above) were invited to a one-day lecture and workshop prior to the 
launch of the implementation, and six workshop opportunities focusing 
on challenges in administration throughout the year. Initially, all par-
ticipants were to be interviewed on both occasions, but due to COVID-19 
restrictions, health care quarantine rules, and increased clinical work-
load this was not possible. 

The FMHS facility had several inpatient wards and one outpatient 
ward. Clinic staff from both in- and outpatient wards participated in the 
study, which provided representation from all stages of treatment. The 
inpatient wards varied to some extent regarding patient characteristics, 
some having more heterogeneous patient groups while others were more 
specialized in the treatment of psychoses, with one ward specifically 
treating SUD and personality disorders. 

2.3. Procedure 

Prior to each set of interviews (during November 2019 and 
November 2020), a list of all eligible participants was compiled by a 
research assistant at the clinic. The researchers e-mailed information 
about the study, including informed consent, for full initial disclosure of 
the study's terms to all eligible participants (N = 60 in 2019, N = 82 in 
2020). Following each recruitment attempt, the study sent a reminder e- 
mail, ultimately resulting in twelve participants for the 2019 set of in-
terviews and seven for the 2020 set (a recruitment rate of 20 % in 2019 
and 8.54 % in 2020). No attrition of participants occurred. 

Health care staff who chose to participate were instructed to reply to 
an e-mail address and received a time for their interview. Before the 
interview started, study staff gave oral and written information about 
the study to participants. All participants were reminded that their 
involvement was voluntary and that their decision to participate would 
not impact their employment in any way. All participants then signed 
the written consent form. When study staff did not conduct interviews in 
person, these forms were put in a mailbox at the clinic and later collected 
by the researchers. The study conducted the first set of interviews, in 
2019, in person at the clinic. The second set, in 2020, was held via video 
link or telephone due to COVID-19 restrictions. All interviews were 
recorded using voice recorders. 

2.4. Interviews 

Both sets of interviews were semi-structured and developed by 
clinical researchers with experience with SUD assessment/treatment 
within FMHS (MHK) and COD care (SO). The interview guide was 
divided into three parts: 1) the current structure of COD care; 2) the 
staff's attitudes toward SUD; and 3) structured interventions against, and 
attitudes toward, SUD relapse at the ward. During the second set of in-
terviews (2020), the interview guide also contained questions regarding 
any perceived changes in the assessment and treatment of COD during 
the past year. All questions were open-ended, and the interview guide 
contained suggestions for follow-up questions if participants answered 
vaguely or nonexhaustively. The semi-structured interview format 
allowed researchers to dynamically follow participants' responses, 
expand on particularly relevant or information-dense replies, or omit 
questions that they considered to have been sufficiently covered earlier 
in the interview. The interviews were conducted by researcher MHK and 
ALB, who are both clinical psychologists and researchers with experi-
ence from forensic psychiatric assessment and care. The authors' pro-
fessional experience from FMHS allowed the interviews to explore 
clinically relevant issues in greater depth. The first set of interviews 
(2019) ranged in length between 37 and 78 min (M = 52 min) and the 
second set (2020) between 19 and 81 min (M = 51 min). All interviews 
were recorded and transcribed verbatim by the first author (JG). 

2.5. Analysis 

This study was inductive and explorative but built on generalizable 
findings from previous studies on implementing interventions in clinical 
settings (e.g., Drake et al., 2001; Grimshaw et al., 2012). The study team 
conducted an inductive, thematic analysis on the interview data (Braun 
& Clarke, 2006). The first author (JG) read the transcripts and extracted 
all data relevant to the research questions, while refraining from at-
tempts to fit data to pre-existing findings and noting ideas on possible 
structures. Subsequently, the first author re-read all transcripts, and 
extracted preliminary codes. We then input all material into and orga-
nized it in the software NVivo (R1, v.1.4.1). The team structured codes 
and possible themes in the software. The research team reviewed all data 
to extract quotes that best captured the essence of each theme. Once 
preliminary themes had been identified and structured, all authors (JG, 
SO, ALB, and MHK) reviewed the results. After thorough discussion and 
minor reviews, the team defined a unified set of themes. 
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The researcher who conducted the majority of the analysis (JG) had 
comparatively limited experience with clinical psychiatry but had 
analogous experience from Sweden's prison and probation system. 
Although a lack of clinical experience might have led to the omission of 
certain nuances in the data, the current explorative study considered an 
unbiased and inductive position preferable not to accept potentially 
common conventions at face value. Furthermore, results were continu-
ously discussed with more experienced co-authors (MHK, ALB, SO, PA, 
and MW), diminishing the risk that the study had not considered 
important terminological nuances. Throughout the analysis process, the 
first author (JG) kept a reflexive logbook containing presuppositions and 
personal characteristics that might limit credibility of the analysis. For 
instance, the first author noted, during the initial analysis, the use of an 
unnecessarily critical and skeptical perspective in relation to partici-
pants' description of their work. This insight was discussed with the co- 
authors and measures were taken to adjust for it during the subsequent 
thematic analysis. 

3. Results 

Table 1 lists themes. The first theme concerned preconditions for 
implementation, the second described participants' experiences with the 
implementation of the clinical guidelines one year into the imple-
mentation process, and the last aggregated participants' recommenda-
tions for the continued implementation of the clinical guidelines. Fig. 1 
presents a visual representation of the thematic structure. 

3.1. Theme 1: preconditions for implementing the new clinical guidelines 

The study team extracted from the data various enabling and hin-
dering conditions for implementing SUD interventions. The staff's atti-
tudes toward SUD varied, and disparate attitudes were considered 
problematic for work team efficiency and morale. Many participants 
discussed the position of SUD in contrast to other mental disorders and 
the question of responsibility. Participants also described certain di-
lemmas or paradoxes. 

3.1.1. Disparate attitudes 
Many participants discussed two distinct attitudes toward SUD. The 

first, and most often reported, was an attitude involving psycho-
education; flexibility; and a tolerant, explorative mindset, focusing on 
adapting interventions to the individual: 

That the patient isn't afraid to come to us if they feel like using again, and 
you actually go through, thoroughly, what happened? //So that the pa-
tient isn't afraid to talk to us later on. 

(A9) 

Staff pointed out that this open and explorative mindset was critical 
for initiating treatment, as patients were often reluctant to bring up 
SUD-related symptoms and cravings for fear of legal reprisal and 

regression of the treatment progress. Several participants mentioned 
that not shying away from SUD-related conversation topics out of fear of 
“awakening” cravings among patients was an effective way of encour-
aging them to communicate about SUD. Most participants considered 
relapses to be a natural and expected part of the treatment process, and 
felt they should be viewed as opportunities for exploring patients' 
“triggers” for substance use. This open mindset and tolerant attitude 
toward SUD-related symptoms was reported to be surprising to some 
patients, and could open channels of communication and access points 
into underlying psychological mechanisms. Many reports stated that an 
important part of this explorative, patient-centered attitude involved 
maintaining a high degree of flexibility in treatment administration: 

And all patients might not fit into this format and that format might be 
doomed to fail, so maybe you have to try something new. Since many fail 
in this standardised format my recommendation is to dare to think outside 
the box. 

(A5) 

Staff also reported effectiveness of treatment to be dependent on 
patients' stability. Therefore, participants reported that treatment 
required flexibility to effectively follow the fluctuating nature of patient 
motivation. Reports also stated that pushing treatment engagement 
when the patient was not motivated damaged the treatment alliance 
between patient and health care staff: 

In some cases, it's like bashing your head bloody against a wall. //And 
then [when the patient is motivated] you have to strike while the iron's 
hot. 

(B4) 

In contrast to the explorative attitude prevalent in most of the par-
ticipants' interviews, some participants frequently reported that other 
staff members possessed a penalizing attitude, even a year after the 
launch of the implementation. This penalizing attitude involved a belief 
that restrictions after a relapse were necessary to ensure the patient's 
well-being and that they were not a danger to others. Some participants, 
however, reported that a few staff members also saw these restrictions as 
serving as a punitive consequence with the intent of conditioning pa-
tients with negative feelings regarding relapse. The effect of this puni-
tive perspective was considered by all who discussed it to be ultimately 
detrimental to the patient's well-being and treatment progress: 

Relapses happen to most of them but so many [staff members] are still in 
the old mindset where you're meant to punish failure instead of elevating 
success. 

(A2) 

Some participants stated that the patient's privileges within the clinic 
(ground privileges, such as unsupervised walks within the clinic area or 
visits to the activity center) were also restricted after a substance use 
relapse. Some also reported that therapeutic interventions, such as 
meetings with occupational therapists, were restricted. This penalizing 
perspective on consequences for SUD relapses, some reported, was 
harmful to the patient because it meant withholding treatment. Some 
participants stated that, prior to the implementation of the new clinical 
guidelines, this consequential approach was the main source of “treat-
ment” for SUD: 

By and large, you release patients untreated and more or less wait for a 
relapse but there's no treatment involved more than inhibition, so to say, 
where some sort of consequence mentality is meant to teach patients that 
it's going to be negative if you relapse. And that's meant to be some sort of 
treatment? Not very effective in my opinion. //It's bothered me that the 
only treatment has really been consequence mentality. 

(A5) 

Many participants stated that most patients experienced a great deal 
of shame following a relapse and felt as if they had let the caregivers 

Table 1 
Main themes and subthemes.  

Main theme Subtheme 

Theme 1. Preconditions for implementing the 
new clinical guidelines 

1.1 Disparate attitudes 
1.2 SUD prioritization 
1.3 Paradoxes in forensic mental 
health services 

Theme 2. Mixed reception 2.1 Effective assessment but 
misplaced efforts 
2.2 Effective treatment but 
demanding 
2.3 Confusion and resistance, 
mostly overcome 

Theme 3. Future recommendations 3.1 Unify knowledge and 
attitudes 
3.2 Operational improvements  
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down. They also reported that this penalizing attitude exacerbated pa-
tients' feelings of shame and pointlessness, created a distance to staff, 
and embittered the patients. One participant also reflected that the main 
purpose of this penalizing mentality may have been related to staff's own 
needs rather than the patient's treatment. 

3.1.2. SUD prioritization 
The debate over whether SUD is to be considered a mental disorder 

on par with other mental disorders permeated many participants' re-
ports. The debate does not have a simple answer, and varied perspec-
tives were represented in the reports in both sets of interviews. Some 
participants stated that substance use was the patient's own choice, and 
that certain staff members claimed it was incongruent with effective 
care to focus on SUD-related problems. Others reported the disposition 
that SUD was as much a mental disorder as any other and should thus be 
treated as such: 

But I consider it an active choice to start using substances, while a psy-
chotic illness isn't something you choose. //[Some SUD patients] have 
had an awful upbringing with foster care and abuse, substance abuse in 
the family, and you can see that any other outcome would have been 
strange. But they've still made a choice. There are ‘dandelion kids’, after 
all, who have managed fine. 

(B4) 

It's not something you choose. There isn't a person on earth who would 
choose to hit rock bottom and develop a severe addiction. 

(A2) 

Many participants were conflicted regarding this dilemma and re-
ported that they indeed considered SUD a mental disorder on par with 
others, but simultaneously assigned blame to the patient and considered 
the patient to be responsible for their condition. Directly following the 
implementation's launch in 2019, some participants reported that col-
leagues sometimes demonstrated exceedingly negative attitudes toward 
SUD in comparison to other mental disorders. Some participants who 
had SUD treatment as their primary care task reported that they were 
working “against” their colleagues and that they had to defend the 
patients: 

But there are a lot who are just, what's the use? And I sometimes feel like 
I'm working with a headwind, against others. //It's still my job. And you 
can feel like others are thinking, rolling their eyes at me and, sigh, why is 
she putting so much effort into this? 

(A2) 

Many participants also reported that no staff members had time in 
their schedule dedicated to working with SUD assessment or treatment, 
and that other staff members did not consider SUD treatment to be part 
of their job description and were therefore uninterested in SUD-related 
work tasks. Participants reported that practical everyday activities were 
often prioritized over SUD interventions. A year after the implementa-
tion of the clinical guidelines, those whose primary assignment at the 
ward was SUD assessment and treatment reported that they had had to 
struggle for their work to be prioritized by other staff and supervisors: 

…other work, that is to say everyday tasks, stand in the way of these 
screening instruments. //I've had to work hard to get my way. It hasn't 
been easy. So there's been some resistance, like certain people consider it 
more important for a patient to do other things than to talk with me about 
past alcohol habits, for example. It hasn't been entirely easy, let me tell 
you. 

(B5) 

In both sets of interviews, some participants advocated for increased 
professional integrity for SUD treatment, and for SUD treatment to 
become an integrated part of COD treatment. They reported that this 
increased legitimacy must be recognized both by the managerial staff, in 
terms of dedicated work hours for SUD treatment, and by fellow staff 
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members in terms of attitudes toward SUD-related tasks. Although a 
slight majority of participants reported that SUD lost out to other mental 
disorders in terms of priority, many also reported that it had received 
more attention following the implementation of the guidelines. 

3.1.3. Paradoxes in forensic mental health services 
Among conditions for successful implementation, the study also 

gathered certain paradoxical perspectives. Many participants reported a 
prior lack of treatment options for SUD and a lack of prioritization of 
SUD, and some voiced concern that patients' SUD was left untreated 
even up to the moment of discharge from the clinic. When asked at 
which phases of a patient's treatment process SUD was considered, the 
majority of participants responded that SUD was often assessed upon 
arrival at the clinic (or shortly after, when the acute phase of their dis-
order had subsided) and then again in proximity to discharge, implying 
that active and long-term SUD interventions were not a priority, or were 
only attended to in other treatment modalities, e.g., psychotherapy. 
Many participants also reported a disposition among health care staff 
that forced abstinence due to confinement was an effective, if not the 
only, intervention for combatting SUD among patients. The participants 
who had noted this attitude among staff members also stated that this 
disposition was anathema to successful treatment and that patients 
instead needed to be offered substitute activities to invest in, to maintain 
their motivation for refraining from drug use. The same participants also 
stated that patients' reactions to this punitive disposition were mainly 
irritation and increased desire to use again, given the opportunity. 
Several participants stated that boredom and the long-spanning treat-
ment periods, perceivably void of effective treatment or meaningful 
activities, were a potential source of relapse among their patients: 

…when you experience pointlessness, when you don't have anything to 
do, no activities, no future prospects, when there's no point to anything, at 
that point [relapse] is almost a guarantee. 

(A5) 

The dual roles of motivating patients for treatment engagement and 
instilling hope while simultaneously punishing them following relapse 
by forcing them to regress or stagger in treatment progression were also 
mentioned as a difficult-to-reconcile duality: 

We're both police and at the same time are meant to help [patients] 
progress. But then they make a mistake, and we push them back and then 
we're meant to progress again. It's pretty complex. 

(B4) 

Some participants reflected on these dual roles, saying that if SUD is 
treated as a mental disorder, relapses are per definition the re-
sponsibility of the caregiver. In stark contrast to this, some staff mem-
bers were described by the participants as seemingly experiencing 
“incredible joy” at discovering illegal substances in patients' rooms and 
at the prospect of “busting them”. 

3.2. Theme 2: mixed reception 

The new assessment instruments and the CRA treatment intervention 
were largely received positively by participants, but participants did 
raise some criticisms. The assessments offered health care staff new 
insight into SUDs and new means with which to communicate with 
patients concerning their disorder. Participants raised some issues about 
the administration of the assessments. The introduction of CRA was met 
with a sense of relief, but participants noted an enduring gap in the 
treatment process in relation to SUD interventions. 

3.2.1. Effective assessment but misplaced efforts 
Overall, participants were positive regarding the potential of the new 

assessment instruments and could, directly following implementation, 
notice certain benefits. Participants reported that, while previous 

instances in the chain of FMHS had assessed the patient, administering 
the assessment instruments at their ward provided new and important 
information on SUDs. Many participants noted that, in the past, they 
might have relied too heavily on the assessments made upon arrival and 
that treatment interventions therefore might have been initiated based 
on outdated assessments. A large number of participants also noted re-
lief that the new assessment instruments provided a more extensive 
foundation upon which to adapt patient treatment: 

…then they have the information they need in order to provide help for 
him. The right help is accessible. Thanks to the new assessment. 

(A3) 

Many also reported that the new assessment, while exhaustive and at 
times exhausting, provided them with previously inaccessible keys to 
patient engagement and to a dialogue with the patient that could ulti-
mately lead to increased motivation. Similarly, the process of working 
with and coming to understand the new instruments had led to an 
increased awareness among the staff members concerning the preva-
lence of SUD in the COD patient group and the importance of treating it. 

A few participants, however, considered certain aspects of the 
assessment instruments to be a poor match for the COD patient group. 
Many reports described the patient group in question as particularly 
hard to motivate and as often lacking the cognitive resources to cope 
with complex questions or self-scrutiny. Participants mentioned that 
some of the instruments contained a considerable number of questions, 
that it could be exhausting for the patient to complete, and that patients 
could not always identify nuances in questions that were similar or that 
contained multiple statements. Reportedly, some patients reacted 
adversely to the repeated administration of the instruments: 

You've administered it to those who've been here for a while, and it's 
required a lot of motivation for them to comply. Because they think that, 
yeah, this is meaningless. And maybe they're tired… 

(A2) 

Participants reported a desire for more flexibility in the administra-
tion of the assessments to meet the patient group's often limited cogni-
tive capacity, limited attention span, and low levels of motivation. 
Participants also reported that the frequency with which these in-
struments were expected to be administered was incompatible with the 
timeframe of the FMHS and the low rate at which the patients' mental 
health progressed. They mentioned that subsequent administrations 
following the first were met with increasing resistance from patients. 
Some participants pointed out that not much changed between assess-
ment sessions, and that repeated administrations of assessments were 
misplaced efforts. In rare cases, overly frequent administration served to 
demonstrate to the patient how little progress they had made, and was 
ultimately detrimental to patient motivation and instilled hopelessness. 
Furthermore, some reports stated that patients were hard to motivate 
concerning recurring assessment due to an often-cited opinion that, 
since confinement, they had abstained from drug use and therefore no 
longer met the diagnostic criteria of an SUD. 

3.2.2. Effective treatment but demanding 
Participants often reported a positive reaction to the CRA treatment. 

A majority of participants reported that, prior to the implementation of 
the clinical guidelines, no systematic treatment options for SUD had 
been available. Some stated that they had had a “homemade” treatment 
method, designed by experienced health care staff but lacking empirical 
basis. Still others reported that the CRA treatment had been available to 
them previously, but had rarely been utilized. A large number of par-
ticipants also noted that they had recognized the need for SUD treatment 
in their patient group prior to this implementation and, although the 
implementation process had meant a significant amount of work, had 
experienced relief at finally benefitting from an effective and empirically 
founded treatment option such as the CRA: 
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…we had that dream. What if we could have a treatment option for it? We 
could do something, we could do something structured, following a 
format. //…I mean, this [the new treatment] is what we've been working 
towards. Now we start reaping the rewards. 

(B7) 

CRA was especially appreciated for its flexibility and broad coverage 
of problematic areas. Many participants reported a dissipation of their 
frustration at recognizing a patient's need for treatment but having no-
where to turn: 

…you've assessed and ended up with nothing to do or not knowing what to 
do. So now the structure is in place, and we start from the beginning. It 
feels easier. 

(A8) 

Several participants noted a gap between the identification of SUD in 
COD patients and the engagement in treatment programs. Judging by 
the reports of most participants, this gap persisted even after the new 
clinical guidelines had been implemented. Some participants reported 
that identifying SUD, prior to the implemented guidelines, had been met 
with little interest. They mentioned having communicated SUD issues to 
colleagues and to the ward's physician, but that they had received little 
feedback and that the issue was largely disregarded. Interventions were 
often initiated based on limited or outdated assessments. While the SUD 
intervention guidelines had made a potent treatment method available, 
participants noted that it was the only option available and that it was 
demanding in terms of requiring a relatively high level of cognitive 
capacity and motivation from the patient. This difficulty in patient 
engagement and treatment administration was reported both in prox-
imity to the start of the implementation and still one year later. A large 
number of patients for whom the participants provided care were 
considered to lack the necessary requirements for the CRA treatment to 
be successful; and if CRA were deemed an unfit treatment, the options 
were limited: 

If I administer, say, an AUDIT on someone and identify severe alcohol 
dependence for example, then it stops there, I feel. [The new treatment] 
requires a person to be motivated to be able to perform it, and if not, then 
it's impossible. And then, what's there after that? And that's when it stops. 
There are no other options. 

(B5) 

The most commonly reported intervention for SUD at the clinic, in 
both sets of interviews, was motivational interventions. This finding 
implies that the assessments are efficient, and the treatment is readily 
available, but that bridging the gap between the two is challenging. Due 
to the demanding nature of SUD treatment, a considerable degree of 
responsibility was reportedly placed on the patients. Some participants 
reported that the patient was responsible for initiating treatment. Some 
also stated that if caregivers were too intrusive with requests for treat-
ment engagement, they risked being seen as “pushy” or bothersome, and 
that such behavior would ultimately alienate the patient and make them 
difficult to reach. Many participants also reported a lack of skill and 
education in effective motivational techniques. Some reported the need 
to elevate the motivational skills of staff members working “on the 
floor”, who spent the majority of their time with the patients, to effec-
tively transition the patients across this gap from assessment to 
treatment. 

3.2.3. Confusion and resistance, mostly overcome 
Some participants noted that, simultaneously, the number of new 

instruments that were implemented was overwhelming, and they felt 
they had been somewhat poorly prepared for the significant change this 
implementation entailed: 

…I mean, it's a lot at once and we haven't been fully prepared, I guess. 
Maybe there could have been more information and maybe more follow- 
up and more practical guidance? 

(B2) 

Participants described several of the assessments as difficult to 
administer, and their results as difficult to interpret. A number of par-
ticipants mentioned the need for more practical guidance concerning the 
instruments. Some mentioned that a sequential implementation would 
have been preferable, to mitigate the sheer volume of new instruments 
included in the clinical guidelines. 

Participants also reported some confusion concerning the division of 
responsibility. Some participants stated that conducting these new as-
sessments was a central part of their work but that, even a year after the 
implementation launch, their colleagues still lacked insight into their 
function and purpose. Participants also reported that some staff mem-
bers were hesitant about the new interventions because their application 
was not part of their responsibility; that they considered the patients to 
be responsible for their disorder; or that attempts to help patients 
manage substance dependence, withdrawal, and cravings were in vain 
or a waste of time. Communicating the results from the assessments to 
fellow health care staff, deliberating on ambiguous data, and formu-
lating treatment plans were considered to have been hampered by this 
reluctance and diffusion of responsibility. 

Some participants also reported that the initial hesitance toward the 
new interventions might have been due to a collective lack of under-
standing, regarding both the interpretation of the assessment in-
struments but also the overarching purpose of the clinical guidelines 
being implemented. Some participants also disclosed an initial fear of 
making mistakes when they had first used the assessment instruments 
together with a patient. A year following the launch of the imple-
mentation, participants noted that they had largely overcome this initial 
fear and hesitance and that the new instruments had become integrated 
into their everyday clinical work: 

…there was some initial resistance, we thought it was hard, complicated, 
we were afraid of making mistakes. But now, we're past that, and we can 
really see the benefits of it. 

(B7) 

Many participants also reported a gradually more positive attitude 
toward SUD treatment in their work teams and a greater degree of 
recognition of SUDs in the COD patient group, and staff members 
working primarily with SUD treatment reported feelings of increased 
respect for their work: 

But I do think people have started to be more respectful towards those at 
the ward who do them [the assessments], and that they're effective and 
important. So, I find that very positive, for the year that I've been here. 

(B5) 

3.3. Theme 3: future recommendations 

Many of the participants reported recommendations and suggestions 
for the improvement of, and future changes to, continued implementa-
tion efforts. Several participants reported the benefits of improving the 
staff's empathetic disposition, and unifying them in terms of attitude and 
shared knowledge. Participants also mentioned structural limitations or 
possible organizational improvements that would be of benefit to SUD 
care for COD patients or that would otherwise benefit the staff's ability 
to administer such care. 

3.3.1. Unify attitudes and knowledge base 
A significant number of participants reasoned that there were po-

tential gains for SUD treatment through unifying staff members' atti-
tudes and empathetic perspective toward SUD. The majority reported an 
empathetic and explorative perspective, but many also noted that all 
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staff members did not share this attitude. A desire for a more non- 
judgmental, non-threatening, open-minded attitude was stated by 
many participants, with the desired outcomes of minimizing patients' 
fear of penalization and improved communication with patients. 
Another important recommendation for propagating empathetic atti-
tudes was to increase staff members' knowledge and understanding of 
SUD, addiction, and relapse. Some participants noted that not all staff 
members shared the same educational level or knowledge of SUD 
research, and that this discrepancy created intra-staff barriers when 
administering the new SUD interventions: 

…they [colleagues] might have worked there for a long time, they've been 
around the block many times, year in, year out. And they might not have 
the same knowledge about past addiction, substances, they haven't 
worked with it before. And now they might consider this unnecessary 
work. Why do we need to do these new things? Why can we not just keep 
doing what we've always done? I think that might be one of the major 
problems, why certain staff members are uninterested and don't care or 
think this is unnecessary. 

(B5) 

Many participants reported that a lack of understanding of SUD and 
its psychological mechanisms might account for the custodial, penal-
izing mentality that some staff members held. They stated that simply 
considering an SUD patient an “addict” and failing to “see the person 
behind the patient” led to low motivation to treat the disorder. Increased 
knowledge and understanding could, reportedly, improve not only the 
quality of care but also the morale of the staff, as poor insight into SUD 
mechanisms and the rehabilitation process might lead to negative atti-
tudes and the depletion of hope among staff following a patient's relapse: 

A9: …and the understanding, simply what an addiction is or what sub-
stance use is, what it does to you, needs to improve. 

Interviewer: Such a lack of understanding, what could it lead to? 

A9: …that you become judgmental. And for some, empathetic fatigue. 

Several participants offered suggestions for how to increase knowl-
edge. They mentioned courses, lectures, a checklist of observable, clin-
ical symptoms preceding relapse, and addressing the psychology of SUD 
as a reoccurring topic at their monthly staff meetings. They also pointed 
out the need for continuous practical supervision, as knowledge was 
often lost in translation from theory to practice. 

Participants also reported that it was important that staff create a 
jointly held perspective on long-term, realistic outcomes for successful 
SUD treatment. Considering the complex, multifaceted problems for the 
COD patient group, participants recommended maintaining flexibility in 
long-term treatment goals: 

These are often severely ill, severely disabled individuals. The goal has to 
be to offer them the greatest degree of autonomy and freedom as possible. 
And considering that these are patients with COD, with extremely com-
plex problems, it would be great if we could [upon the patient's return after 
relapse] have him live in assisted housing for 29 days a month and have 
him spend one night with us and then return – if he's psychologically stable 
and manages medication and other treatment. 

(A5) 

Some participants noted that a lifestyle entirely free from relapse 
may be an unrealistic goal for their patients, and that insisting on this 
may be counterproductive. They stated that structure flexibility would 
be beneficial and that many patients are in fact responsible when 
entrusted. 

3.3.2. Operational improvements 
Besides the recommended unity of knowledge and attitudes 

regarding SUD and treatment outcomes, some participants also sug-
gested practical and operational improvements. Many participants, in 

both sets of interviews, reported that more clearly structured scheduling 
that allowed for the dedicated administration of SUD assessments and 
treatment would assist their work. SUD-related tasks were often over-
shadowed by practical necessities, which hindered the development of 
the skills required for successful SUD treatment: 

…sometimes I have to work the kitchen as well. And I know some treat-
ment assistants at other wards who are new; they get placed there a lot as 
well. It severely inhibits the development for the treatment assistants, that 
they can't develop their skills in a meaningful way. 

(B5) 

Many reported that communication with physicians and some of the 
psychologists was difficult. Some psychologists reportedly lacked the 
time to spend with patients to fully comprehend the information the 
nursing staff relayed: 

…I mean, that's what you lack at a large clinic, that psychologists and 
vocational trainers and others never have the time to be down at the ward. 
They have overly large groups, too many patients. You would have 
preferred for them to get to know the patients, and for the patients to see 
them, that they're there for them and don't just pop in, have a session for 
an hour, take some notes and then they're done. 

(A8) 

Many participants also reported benefits from the intervention of 
increased collaboration between different professional roles. Partici-
pants reported that some physicians were uninterested in SUD, and that 
issues raised relating to SUD were often ignored. Several participants 
reported the need for greater engagement from psychologists and phy-
sicians, advocating for greater collaboration within and across the pro-
fessional teams responsible for the patients. This desire for improved 
cooperation was also reported on a higher organizational level within 
the FMHS in Sweden. Many participants saw a need for collaboration 
across municipalities, with other institutions, and with the patient's 
social network. This elevation in collaboration was considered espe-
cially important, as many patients frequently transitioned between 
clinics during the often extensive care period within FMHS. 

Many of these suggestions required increased staff resources, which 
participants also explicitly mentioned as a suggested improvement. 
Some recommended that staff members spend more of their time with 
the patients, to physically “be where the patients are” at the ward. Many 
participants recommended that staff develop a deeper understanding of 
the patient as a person. Participants reported that the best way to predict 
an oncoming relapse was to get to know the patient well and learn their 
unique indicators for a worsened psychological state. 

4. Discussion 

Clinical guidelines focusing on SUD (incl. assessment and treatment) 
for patients with COD were implemented at a high-security FMHS fa-
cility in Sweden. The aim of this study was to describe health care staff's 
experiences of factors that enabled and hindered the implementation, 
and the implementation process, at two time points: directly following 
its launch (November 2019) and one year thereafter (November 2020). 

Consistent with results from previous studies examining barriers to 
implementing integrated COD treatment in FMHS settings (Graham, 
2004; Morojele et al., 2012), the reports from health care staff in this 
study indicated a division in attitude among staff members concerning 
SUD and addiction in general. Most participants reported having an 
explorative and tolerant attitude toward SUD, addiction, and relapse, 
but also noted the hindering presence of a penalizing, consequential 
mindset among other staff members. Results also indicated a lingering 
resistance among some of the staff members toward the new in-
terventions and an unenthusiastic approach to administering them. The 
participants suggested that this resistance might be due to a lack of 
knowledge concerning SUD and addiction in general. These findings are 
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in line with previous studies on implementation processes in various 
clinical settings (Davies et al., 2007), and stress the value of educational 
investments in the health care setting. The results also observed a 
persistent, yet reversed, imbalance between administered assessment 
and treatment at the clinic. Staff had substantially increased the 
assessment of SUD one year into implementation, but reported diffi-
culties in engaging patients in the implemented treatment (e.g., patients 
were not deemed eligible for CRA or considered motivated to initiate 
treatment). This gap between recognition of need and administration of 
treatment for patients with COD has been reported in previous studies 
(e.g., Novak et al., 2019). Such a gap is a prevalent issue in psychiatric 
treatment that needs to be addressed. 

4.1. Enabling and hindering preconditions 

Various clinical settings have identified health care staff's attitudes as 
a cornerstone of the successful implementation of new interventions (e. 
g., Eagle et al., 2019; Ford et al., 2021; Graham, 2004). One prominent 
aspect of the results in this study involved the two distinct attitudes 
reported by the health care staff. Their dual roles of supporting caregiver 
and restricting warden, alongside the complex heterogeneity of mental 
disorders among COD patients, may have given rise to this division in 
attitudes—a division that has been discussed in previous reviews of 
mental health nursing staff's attitudes toward patients with COD 
(Adams, 2008). The attitude held by a majority of the health care staff in 
this study was explorative of patients' psychological mechanisms, 
regarded relapses as a natural and inevitable part of the treatment 
process, and saw relapses as offering valuable opportunities for 
exploring triggers and increasing patients' motivation for treatment. 
Participants regarded refraining from talking about patients' SUD for 
fear of awakening cravings as a barrier to SUD treatment, a disposition 
that has been found in a previous Swedish study of nursing staff's ex-
periences of working with COD patients (Wadell & Skärsäter, 2007). 
Many participants recognized the negative feelings patients often 
experienced in association with relapse, and felt it was their re-
sponsibility to support these patients by imparting optimism and hope 
rather than penalizing them through negative consequences after re-
lapses. Considering the multifaceted complexities and poor treatment 
retention of the COD patient group (Drake et al., 2001; Drake et al., 
2008; Lyons et al., 2021), this attitude is a highly beneficial presence at 
the clinic and steps should be taken to convey it to all staff members. 

Reports also revealed the presence of a penalizing attitude, which 
participants regarded as the “old mindset”. Some of the clinic's staff 
believed that, in lieu of empirically founded treatment options, condi-
tioning patients through negative associations to substance use by 
penalizing relapse was an effective treatment for SUD. Previous research 
suggests that mental health care staff often possess negative, stigma-
tizing attitudes toward patients with COD (Avery et al., 2013; Avery 
et al., 2015; Kulesza et al., 2016). Such negative attitudes may worsen 
the psychological distress of, and lead to inadequate treatment for, COD 
patients (Adams, 2008; Schulze, 2007; van Boekel et al., 2013). Reports 
indicated that the issue of SUD, prior to the implementation, was 
perpetually postponed until patients were to be discharged from FMHS. 
A lack of treatment interventions or meaningful activities and bor-
edom—in combination with some staff's stigmatizing attitudes, which 
elicited animosity from patients and exacerbated negative feeling-
s—suggest the existence of a relapse-inducing structure. To improve the 
sustainability of the implemented intervention, penalizing or stigma-
tizing attitudes toward SUD should be eliminated. Some participants 
noted that this penalizing mentality was more commonly held by senior 
staff members. Research has hypothesized that multiple negative expe-
riences with SUD patients induce and worsen negative attitudes among 
staff over time (Avery et al., 2017) but that these attitudes can be 
improved by training and education (Pinderup, 2016). Maintaining 
positivity and empathy and recognizing that SUD management is an 
arduous process in which relapses are commonplace are important for 

mitigating health care staff's empathy fatigue. Some participants re-
ported that the negativity and fatigue of other staff members served as 
an additional and unnecessary obstacle in working toward the imple-
mentation of COD treatment. Previous research has found degeneration 
of health care staff's morale and clinical team cohesion to be a critical 
barrier to the implementation of COD treatment (Brown & Lewis, 2015), 
and seems to be a current challenge for the participants in this study as 
well. Health care staff's empathy is key to a successful patient-caretaker 
alliance and can be problematic to maintain without training (McLeod 
et al., 2002). Investments in improving staff morale, peer support, and 
communication are therefore likely to support implementation efforts 
and reduce health care staff's risk of burnout. 

4.2. Experiences of the implementation process at launch and one year 
later 

Reports one year following the implementation's launch indicated 
that the process of improving staff's attitudes toward SUD might be well 
underway, as participants observed that the penalizing attitude was less 
prevalent. A Danish study by Pinderup (2018) found that attitudes to-
ward COD had improved as a result of the implementation process, and 
that health care staff had started to react when other staff expressed 
negative attitudes toward COD. The notion of improved attitudes due to 
implementation fidelity is supported by this study, but further studies on 
long-term implementation fidelity and changes in attitudes should 
confirm this. 

At the launch of the implementation, some participants reported 
being overwhelmed by the scope of the clinical guidelines and many 
requested more practical guidance in how to administer and interpret 
the assessments. A year after implementation patients still reported this 
need, albeit to a lower degree. The low treatment rate for the COD pa-
tient group is due partly to underdiagnosis (Rumpf et al., 2001) and 
partly to the use of inappropriate assessment approaches (Morojele 
et al., 2012). Research highly recommends that administrative leader-
ship, ongoing learning opportunities, and feedback be sustained for two 
to four years (Fixsen et al., 2009). Due to the complex treatment needs of 
the COD patient group, sustained educational efforts are especially 
valuable in the FMHS setting. Another critical component in imple-
menting SUD-focused clinical guidelines is that staff members recognize 
the significance of SUD in COD patients' treatment. At the start of the 
implementation, a majority of participants were positive toward 
implementing SUD assessments, suggesting that some, if not most, of 
them recognized the importance of SUD interventions for the patient 
group. They also noted, however, that not all staff members shared this 
view and that some questioned the value of investing time and resources 
in SUD interventions. Health care staff in general experience a multitude 
of new interventions, and implementation research has shown that some 
may be reluctant to divert their attention from what they consider to be 
qualitative care to invest in “transient fads” (Davies et al., 2007). While 
the link between severe mental disorders and violence is not yet fully 
understood, co-occurring SUD is a potent predictor of violent re- 
offending (Fazel et al., 2009; Gumpert et al., 2010; Van Dorn et al., 
2011). Treatment staff should convey the value and veracity of empirical 
research to health care staff. In clinical settings, when implementing 
new interventions, an administrative support structure should be 
established that can sustain the implementation process and clinics must 
not rely solely on a select few individuals to singlehandedly carry the 
burden of sustaining the implementation. Some reports at the beginning 
of the implementation, in 2019, stated that participants who were 
responsible for administering the implemented assessment and treat-
ment did not receive dedicated time in their schedule to perform these 
tasks and that practical tasks were often given priority. The initial 
skepticism regarding the value of the implemented interventions and the 
issue of prioritization were reported as having been mostly overcome 
one year into the implementation process, indicating that SUD had 
gained more recognition and that the importance of treating COD had 
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begun to be conveyed among staff. A mixed-method design study 
showed, however, that while self-report data from nursing staff indi-
cated increased knowledge and capability in treating COD due to newly 
implemented interventions, objective measurements challenged this 
point (Pinderup, 2018). 

4.3. Bridging the gap 

Another important result in this study was the health care staff's 
reports concerning the gap between assessment and treatment. Prior to 
the implemented clinical guidelines containing both the assessment and 
treatment of SUD, an imbalance existed. While little attention was given 
to SUD assessment, treatment—often lacking adequate empirical sup-
port and long-term effectiveness—was still initiated. One year into the 
implementation of the guidelines an imbalance still existed, but in the 
reverse: Assessments were frequently conducted, but engaging patients 
in treatment was considered difficult. This gap between the assessment 
and treatment of SUD, and the reported difficulties in transitioning pa-
tients across it, are not uncommon for the COD patient group (McKee, 
2017; Novak et al., 2019; Sacks et al., 2013). To improve quality of care 
for COD patients, FMHS must bridge this gap. Participants claimed that 
patients were often deemed unfit for the implemented treatment 
approach due to their lack of insight into their SUD diagnosis. One 
important component in bridging the treatment gap, then, is to augment 
the perceived relevance of treatment by increasing COD patients' insight 
concerning their SUD (Williams et al., 2015). Many participants also 
advocated for a more flexible treatment administration that allowed for 
treatment to be tailored according to patients' varying cognitive ca-
pacity, psychological issues, substance use history, and social situations. 
Therefore, another important component in transitioning COD patients 
from assessment to treatment could be a flexible adaptation of treatment 
that engages patients' social and personal resources with a long-term 
perspective (Beaulieu et al., 2021; Brunette et al., 2004; Kelly & 
Daley, 2013; Lubman et al., 2010; Warren et al., 2007). Assertively 
engaging, but not provoking, patients requires a fine balance and a 
skilled practitioner, and FMHS is a particularly challenging setting in 
this regard, with patients' motivation for treatment being low. Some 
participants experienced that, while treatment was available, patients 
themselves were expected to initiate, or signal their readiness to enroll 
in, treatment. Consequently, clinic investments to increase staff skills in 
more advanced motivational interventions (Barrowclough et al., 2001; 
Barrowclough et al., 2010; Drake et al., 2004) could be another 
important component to improving quality of care for COD patients in 
FMHS and bridging the gap between assessment and treatment. 

5. Limitations 

To explore the progression of the implementation process, the study 
held two sets of interviews, the first in 2019 and the second in 2020. 
However, the strained circumstances during the COVID-19 pandemic 
resulted in too few participants in the second set of interviews to conduct 
a separate analysis of repeated interviews. Therefore, the two sets of 
interviews were treated as one data corpus and the temporal aspect was 
only considered when participants' reports concerned noticeable 
changes at the clinic during the past year as a result of the implemented 
clinical guidelines. The study did not collect data concerning the extent 
of participants' experience with the newly implemented instruments 
save for years of professional experience. While all participants had 
received education, training, and some measure of supervision 
regarding the administration of CRA and the assessments, the extent of 
their familiarity with the instruments could have varied. Additionally, in 
the second set of interviews, one participant had only been employed at 
the clinic for six months. All other participants had had professional 
experience ranging from three to 15 years. While the interview with a 
participant with less experience and familiarity with the assessments 
than others could perceivably yield less information, it could yield 

unbiased insights pertaining to the prevalent attitudes toward SUD and 
addiction that would otherwise be hard to obtain. Furthermore, staff 
who consented to participate in the study were mostly positive regarding 
the integration of SUD-focused guidelines. Staff who were critical of the 
implementation efforts may not have participated; as such, their 
perspective may be absent. Participants often discussed other staff 
members, whose viewpoints could be regarded as being included as 
second-hand information. Implementation research suggests that an 
effort should be sustained for four years to observe lasting change 
(Fixsen et al., 2009); therefore, our exploring the implementation's 
status and consequences thereof only one year following its launch 
might have limited the possibility to observe change. Nevertheless, 
participants reported that some change indeed had occurred, suggesting 
that the implementation is progressing well. 

6. Conclusion and clinical implications 

The results from this study highlight the value of unifying health care 
staff's attitudes toward COD for the sustained implementation of in-
terventions. One year after implementing the SUD-focused clinical 
guidelines, some of the initial resistance and skepticism regarding SUD 
had been overcome and the health care staff were starting to see its 
benefits. But successful implementation efforts take time, and many 
implementations in clinical settings fail due to low fidelity to sustained 
efforts (e.g., Drake & Bond, 2010). Without financial and organizational 
support, improvements following the implementation are likely to 
degrade. To improve implementation sustainability, the clinic must 
carefully plan and allocate long-term financial resources. FMHS should 
provide ongoing supervision and training, streamline documentation, 
and monitor changes to and the fidelity of the intervention imple-
mentation. Clinics should provide recurring education and workshops, 
where staff can deliberate on ambiguous results and discuss how to give 
patients feedback together with staff who have more assessment 
experience. 

The gap between the assessment and treatment of SUD needs 
addressing. Efforts to increase patients' insight into their SUD, increase 
flexibility in the administration of treatment, and increase mental health 
care staff's skills in motivational work would aid in transitioning patients 
across the gap. Seminars and clinic-wide training opportunities con-
cerning SUD, and addiction in general, and an empathetic perspective on 
SUD and relapses would be valuable investments. Participants consid-
ered having an SUD and patients' current SUD status as set points in 
meeting agendas to help to enhance an SUD perspective in the treatment 
of COD patients within FMHS. Providing health care staff, especially 
junior members, with a clearer forum to discuss SUD assessment and 
treatment would also aid in solidifying the status of SUD treatment as a 
critical component of FMHS. 
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