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Abstract 

Background Providers who work within addiction and mental health (A&MH) services in New Brunswick (NB), 
Canada completed training in Stepped Care 2.0 and One‑at‑a‑Time (OAAT) therapy as part of a provincial practice 
change initiative to implement a provincial stepped care model. The present study aimed to identify: (1) the perceived 
acceptability and feasibility of the SC2.0 model; (2) the perceived benefits, barriers, and facilitators to implement SC2.0 
in practice; and (3) perceived impacts on clinical practice.

Methods This is a mixed‑methods observational implementation study. Quantitative surveys were completed 
after training courses. Open‑ended responses were collected after completion of SC2.0 training. A subset of provid‑
ers who completed surveys were asked to participate in semi‑structured interviews. Descriptive statistics were used 
to describe results from surveys. Open‑ended responses and semi‑structured interviews were compiled and themati‑
cally synthesized in an iterative process using a grounded theory framework. Quantitative and qualitative data were 
triangulated to build an in‑depth understanding of provider perceptions.

Results 316 providers completed surveys and responded to open‑ended prompts. Interviews were completed 
with 28 of those providers. SC2.0 was deemed to be acceptable, a suitable fit, and feasible to implement. Perceived 
benefits included: (1) timely access to services; (2) increased practice efficiency; and (3) increased availability of ser‑
vices. Perceived barriers included: (1) insufficient availability of resources to populate a SC2.0 continuum of care; (2) 
provider complacency with their current practice; and (3) difficulty for clients to accept and adjust to change.

Conclusions Identifying the perceived benefits, facilitators, and barriers to adopting stepped care in practice can 
lead to targeted implementation strategies and the collection of data that can inform continuous improvement 
cycles.
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Introduction
Adapted from the United Kingdom Stepped Care (SC) 
model [1], Stepped Care 2.0 (SC2.0) is a model of stepped 
mental healthcare that seeks to provide clients with the 
right care at the right time, while allowing same-day ser-
vices [2]. In this model, clients are directly involved in 
their recovery, and can avail of care at different intensi-
ties that can be matched to their needs, preferences and 
readiness to engage [2, 3], refer to Fig. 1. Through a col-
laborative approach, clients and providers develop a care 
plan based on the client’s readiness (i.e., willingness and 
capacity to engage) and autonomy, as well as the required 
stakeholder investment at community, organization, and 
system levels [2]. Care plans can be adjusted as needed 
based on results from continuous outcome monitoring, 
and clients preferences and needs [2].

There are 9 core components of the SC2.0 model, five 
focused on system design and improvement, and four 
focused on the client care experience, refer to Fig. 2 [2]. 
Pertaining to system design and improvement, the sys-
tem should: (1) be designed by individuals of diverse 
experiences and perspectives (e.g., leadership, service 
providers and service users, internal staff, community 
members); (2) reflect various step levels which include 

formal and informal services; (3) distribute the manage-
ment of risk throughout the system; (4) undergo con-
tinuous improvement cycles based on key performance 
indicators to allow for an evolving system that is always 
well situated to provide quality care; and (5) integrate 
clear and consistent recovery principles at all levels 
within the system. Core components related to the client 
care experience include: (1) capacity for same-day access 
to services at multiple levels of care intensity; (2) each 
encounter is treated as a stand-alone and helpful interac-
tion aimed at addressing the client’s top of mind concern; 
(3) care is flexible, data informed and collaborative; and 
(4) care is person-centric, considering client readiness 
and preferences.

The evidence supporting the SC2.0 model is promis-
ing at best given variability in the evidence supporting 
each core component of the SC2.0 model. For exam-
ple, reviews attest to the benefit of measurement-based 
care for the management of addiction and mental health 
(A&MH) concerns, though risk of bias among included 
studies is not always evaluated [5–7]. Similarly, a body 
of evidence is emerging which attests to the benefits of 
addressing the client’s top of mind concern through 
the use of one-at-a-time (OAAT) therapy (commonly 

Fig. 1 The Stepped Care 2.0 Intervention Steps. A visual representation of the dimensions and intervention intensities of Stepped Care 2.0. As 
treatment intensity increases with each step, stakeholder investment and readiness increase while autonomy decreases [2]
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referred to as single-session therapy) [8–11], though it 
is not always clear that the intervention was delivered as 
intended or which concerns can be effectively addressed. 
Evidence for certain core components do not come from 
rigorous trials, but rather best practice guidelines. For 
example, integration of clear and consistent recovery 
principles within the delivery of A&MH services repre-
sents a best practice recommended by the Mental Health 
Commission of Canada [12]. The best practice guidelines 
on recovery-oriented practice were informed by empiri-
cal (e.g., systematic reviews) and grey (e.g., policy docu-
ments, international guidelines) literature, and books 
written by field experts, and were developed in consulta-
tion with leaders, experts, recovery champions, and peo-
ple with lived and living experience. While best practice 
guidelines were informed by strong evidence (i.e., meta-
analyses and systematic reviews), within the pyramid of 
evidence strength, it is clear that more rigorous research 
is needed on this SC2.0 core components.

Clinical practice guidelines for the management of 
common mental health concerns often recommend 
stepped care models to optimize resources and increase 
access [13–15]. These models of care are typically clas-
sified as stratified (i.e., clients’ treatment intensity is 
assigned according to symptom severity) or progres-
sive (i.e., most client’s receive lower-intensity treatment 
despite symptom severity) [16]. Stepped care models 
have been shown to have positive effects on rates of 
recovery for common mental health disorders, such 
as depression and anxiety [17–19]. An observational 
cohort study in the UK that analyzed retrospective data 

(n = 16,723) over a 4-year period found that patients in 
a progressive treatment stepped care context were 1.5 
times more likely to reach recovery than those patients 
in a stratified stepped care context [16]. Similarly, sys-
tematic reviews suggest that stepped care models can 
result in improvement in the treatment of anxious [20] 
and depressed mood [21], as well as reducing substance 
use [22]. It is difficult to ascertain the true effectiveness 
of stepped care models for the management of A&MH 
concerns due to variability in definition of stepped care 
models, implementation, and outcome measures [23].

The SC2.0 model is unique when compared to strati-
fied and progressive models in that treatment is flexible 
and collaborative, and can begin at any level in consid-
eration of the clients needs, preferences and readiness 
[2]. While risk of bias is high (i.e., due to insufficient 
consideration of confounding factors, sampling bias, 
lack of a-priori power calculation, measurement bias, 
and reporting bias, etc.) [24], preliminary evidence 
suggests that implementation of the SC2.0 approach 
can contribute to significant reductions in wait times 
for care. As evidenced in Newfoundland and Labra-
dor (NL) and Northwest Territories (NWT), wait times 
for Addictions and Mental Health (A&MH) services 
decreased by 68% and 79%, respectively, following the 
implementation of a provincial SC approach [3, 24]. 
This may be, in part, due to the systematic distribu-
tion of appropriate resources [2], relieving stress that is 
often placed on high-intensity interventions.

While research has highlighted the outcomes of SC 
and SC2.0 approaches for clients and A&MH systems, 

Fig. 2 Core Components of Stepped Care 2.0. Diagram of the 9 Core Components of Stepped Care 2.0 and their description [4]
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little research has explored the implementation process, 
including barriers and facilitators to effectively enacting 
such models of care.

One‑at‑a‑time therapy
One characteristic that differentiates SC2.0 from other 
SC models is the incorporation of single-session thinking 
into access points, through OAAT therapy (core compo-
nent #7 in Fig. 2). Using an OAAT therapeutic approach, 
each interaction with a client is viewed as a stand-alone 
and helpful interaction aimed at addressing the cli-
ent’s top of mind concern. Providers work with clients, 
leveraging existing skills, strengths, and connections 
to address one top of mind concern of the client in one 
session [25]. This method presumes that a single session 
may be all that a client needs or is willing to engage with, 
but does not preclude future sessions. The client also has 
autonomy to return as needed.

Key principles of OAAT therapy include emphasizing 
the clients’ abilities and strengths rather than pathology, 
and the belief that big problems do not always require big 
solutions. An OAAT therapy approach also recognizes 
that some clients are looking for pragmatic help, and 
that a series of small changes can produce a meaning-
ful impact. OAAT therapy integrates well with the SC2.0 
model, as it facilitates rapid access to client-centric care 
by focusing on the client’s top-of-mind concern in that 
session, and is often used as an entry point to the SC2.0 
model (e.g., Doorways drop-in mental health clinics in 
NL) [3]. While usually incorporated as an entry point to 
care, OAAT therapy is applicable across a continuum of 
care, from low-intensity to high-intensity services.

Previous research has highlighted the utility of OAAT 
therapy in treating clients’ top-of-mind concerns and 
increasing accessibility to services through the drop-in 
approach [26]. For example, an evaluation of 524 cli-
ents from two family counseling agencies reported that 
clients who received single-session therapy by walk-in 
demonstrated a faster rate of improvement and were less 
distressed by 4-week follow-up than those who received 
traditional counselling with a wait-list [27]. Similarly, 
OAAT therapy has demonstrated promising effects for 
various populations (e.g., children, youth, and adults) 
and presenting concerns (e.g., anxiety disorders, conduct 
problems, psychological distress) [8, 10, 28, 29].

New Brunswick initiative
The province of New Brunswick (NB) is situated on 
the east coast of Canada and has a population of over 
800,000 individuals [30]. Addiction and mental health 
services are provided through a partnership between the 
Department of Health (DoH) and two Regional Health 
Authorities: Vitalité Health Network and Horizon Health 

Network. While there is a need for additional higher 
intensity services for both adult and children and youth 
who experience more severe substance use and mental 
health challenges (e.g., schizophrenia, complex trauma 
and neurodevelopmental issues), the most frequent rea-
sons for referral to community services are issues related 
to anxiety and depression. Individuals with these issues 
also tend to wait the longest for services. The New Brun-
swick A&MH Services offers a broad continuum of care, 
but there are some gaps, including: (1) the number of 
treatment beds for concurrent substance use and men-
tal health disorders; (2) services for individuals with 
neurodevelopmental issues; and (3) supportive housing 
services for individuals with A&MH concerns [31, 32]. 
While creating additional treatment beds and facilities 
does have its challenges, probably the biggest obstacle to 
overcome will be that of limited human resources. This 
includes direct service providers and system planners.

To combat protracted wait times and improve access 
to services across the A&MH system, the province of 
New Brunswick (NB) is implementing a 5-year phased 
approach to enact a provincial SC2.0 model to accom-
plish the following objectives: (1) improve population 
health; (2) apply early intervention; (3) match individu-
als to effective care; (4) improve access to services; and 
(5) reduce drug-related impacts [31]. While rigorous evi-
dence from studies at low risk of bias is currently lack-
ing, the province proceeded to implement OAAT therapy 
within a provincial SC2.0 framework given that: (1) core 
components of the SC2.0 model are supported by evi-
dence or best practice statements, including the imple-
mentation of OAAT therapy for A&MH concerns; (2) 
reductions in wait times have been observed among prov-
inces that have implemented OAAT therapy within and 
SC2.0 context; (3) lack of access to timely and integrated 
MH&A services in NB necessitated prompt action, and 
evidence for SC2.0 to effectively combat these concerns 
was promising; and (4) this project proceeded within an 
evaluation framework that offered insights into change 
observed over time. As a first step, providers working in 
A&MH services within the two regional health authori-
ties, Vitalité and Horizon Health Networks, and pro-
vincial school districts underwent training in SC2.0 and 
OAAT therapy as part of a provincial practice change 
initiative that commenced in July 2021. Training involved 
the completion of two asynchronous courses: OAAT 
therapy and SC2.0 that were developed by Stepped Care 
Solutions, a Canadian not-for-profit consultancy group 
and the developers of the SC2.0 model. These courses 
were designed to develop the knowledge and under-
standing of OAAT therapy and the SC2.0 model by pro-
viding examples of how its principles are applied. This 
is done through text and video explanations, sample 
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interactions with clients, and checkpoints for partici-
pants to complete.

In addition to the development of a 5-year action plan, 
the province of NB has partnered with Memorial Uni-
versity of Newfoundland to monitor implementation 
outcomes and facilitate continuous improvement cycles 
within the system. This includes the exploration of the 
acceptability, feasibility, and utility of SC2.0 model, and 
the key barriers and facilitators to an effective and suc-
cessful implementation into practice. Information gath-
ered from providers completing the two asynchronous 
courses and associated evaluation offers important 
insights for the provincial implementation team to foster 
growth and improvement as the A&MH system moves 
towards achieving quality, equitable, and sustainable 
care. To date, the province has implemented OAAT ther-
apy into practice, and is currently working to connect the 
provincial continuum of care in alignment with a provin-
cial SC2.0 model.

Present study
We conducted a mixed-methods observational imple-
mentation study to gain a better understanding of pro-
viders’ perceived acceptability and feasibility of the 
SC2.0 model, as well as perceived benefits and barriers 
of implementing SC2.0 and OAAT therapy into prac-
tice. Information was collected through: (1) administra-
tion of surveys that contained measures of acceptability 
and feasibility, and open-ended questions about barriers, 
facilitators and perceived benefits; and (2) conducting 
semi-structured interviews. The results of this investiga-
tion will provide insight to other organizations looking 
to enact large-scale implementations of SC models in 
A&MH systems.

Methods
A mixed methods design was adopted that triangulated 
data from surveys with information obtained from quali-
tative interviews.

Participants
Surveys
Providers (e.g., social workers, psychologists, nurses, 
counselors) working within A&MH Services in Vitalité 
and Horizon Health Networks, and the seven provin-
cial school districts in NB were eligible to participate. 
Providers who work with adult populations primar-
ily work in community A&MH clinics, while providers 
who work with child and youth populations work on 
integrated teams. The Integrated Service Delivery (ISD) 
model for children and youth offers comprehensive ser-
vices (i.e., academic, addiction and mental health, family 
relationships, and physical health and wellness through 

collaboration between providers who work within the 
health networks and school districts, and in conjunc-
tion with the Department of Social Development and the 
Department of Justice and Public Safety.

Providers were recruited through emails and virtual 
meetings with the provincial working group of Adult 
and Child & Youth services leaders (i.e., managers, clini-
cal leads, and directors). Providers were aware that par-
ticipation in research was an optional component of the 
provincial change initiative. Gift-cards valued at $20 were 
distributed at three timepoints (a total value of $60 per 
participant) as an incentive to participate. This study was 
approved by the NL Health Research Ethics Board (Ref# 
2021.094), Horizon Health Network Research Ethics 
Board (Ref# 2021-3015), and the Vitalité Health Network 
Ethics Office (Ref# 2957).  Consent to participate was 
obtained electronically.

Interviews
Providers who completed asynchronous courses and con-
sented to be contacted about additional research oppor-
tunities were contacted through e-mail and invited to 
participate in a qualitative interview. Purposive sampling 
was used to ensure equal representation of providers 
who practiced with adult and child/youth populations. 
Participants completed an interview on SC2.0 or OAAT 
therapy, and were offered one $20 gift card upon com-
mencing an interview as an incentive for participation. 
Protocols for qualitative interviews were approved by the 
NL Health Research Ethics Board (Ref# 2021.178).

Procedures
Surveys
Providers who consented to participate in research were 
invited to complete study questionnaires through the 
survey platform Qualtrics, and the SC2.0 and OAAT 
therapy courses, in a set order. Providers who did not 
consent to participate in the optional research received 
immediate access to the courses. Adult providers who 
consented to participate completed the OAAT therapy 
course followed by the SC2.0 course, while child and 
youth providers completed the SC2.0 course followed by 
the OAAT therapy course. As outlined in Table 1, provid-
ers completed questionnaires before and after the OAAT 
therapy and SC2.0 courses. Questionnaires and courses 
were made available in English and French.

Interviews
Interviews were conducted using the video-conferencing 
platform Zoom [33] and spanned 60 min. Interviews were 
recorded and transcribed verbatim, thematically ana-
lyzed, and synthesized in an iterative process throughout 
data collection.
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Measures
Surveys
Demographics A demographics questionnaire was 
created to characterize the sample. Variables assessed 
included: practice setting, practice location, profession, 
years in practice, education, and primary population 
served.

Acceptability, appropriateness and feasibility of 
intervention measure (AAFI) was used to evaluate the 
acceptability, appropriateness, and feasibility of SC2.0 as 
a model of care delivery [34]. Sets of four items were used 
to measure each facet for a total of 12 items. Items were 
rated on a 5-point Likert scale, ranging from 1- “Com-
pletely disagree” to 5- “Completely agree”. The AAFI has 
demonstrated reliability, structural validity, and sensitiv-
ity to change [34].

Readiness for organizational change scale (ROCS-
25) assessed providers’ perceptions of their organiza-
tion’s readiness to implement an SC2.0 approach [35]. 
Twenty-five items were scored on a 7-point Likert scale 
ranging from 1- “Strongly disagree” to 7- “Strongly agree”. 
Subscales of the measure included: (1) appropriateness; 
(2) management support; (3) change efficacy; and (4) per-
sonally beneficial.  The ROCS-25 has demonstrated reli-
ability and validity as a measure of factors that influence 
readiness [35].

Commitment to organizational change (COC-18) 
questionnaire evaluated providers’ commitment to 
organizational change, and specifically to changing the 
way they practice to align with SC2.0. Eighteen items 
were scored on a 7-point Likert scale ranging from 1- 
“Strongly disagree” to 7- “Strongly Agree”. Three sub-
scales assessed affective commitment (i.e., desire to 

change), continuance (i.e., perceived cost associated with 
change), and normative commitment (i.e., perceived obli-
gation to change) to changing their practice. The COC-
18 has demonstrated reliability and validity in measuring 
commitment to change [36].

Implementing stepped care in your practice (ISCP) 
open-ended questions Providers responded to a series 
of open-ended questions about anticipated barriers and 
benefits that implementing SC2.0 in their practice would 
have on clients, clinical practice, and their organization.

Interviews
A semi-structured interview guide was created to assess 
providers’ beliefs about the OAAT therapy and SC2.0 
trainings and experiences implementing course content 
into practice. The interview guide was constructed in 
accordance with the Theoretical Framework of Accept-
ability [37]. Interviews were conducted by research 
assistants (AK, AM, LHL, CF, NKV, JD, AH, SF, DB), 
the majority of whom had previous experience working 
within the healthcare system. Research assistants under-
went training and were supervised by a registered Psy-
chologist (JAR).

Theoretical framework of acceptability  Acceptabil-
ity of OAAT therapy and SC2.0 training courses were 
explored in alignment with the Theoretical Framework 
of Acceptability [37], which consists of seven component 
constructs: affective attitude, burden, ethicality, interven-
tion coherence, opportunity cost, perceived effectiveness, 
and self-efficacy. These seven constructs work together to 
form a prospective, concurrent, or retrospective model of 
acceptability and have been helpful in identifying areas of 

Table 1 Order of assessments and courses

Order of assessments and courses—adult providers

Measure T1 OAAT therapy course T2 SC2.0 course T3

Demographics X

Acceptability, appropriateness, and feasibility X

Readiness for organizational change‑25 X

Commitment to change‑18 X

Implementing stepped care in your practice X

Order of assessments and courses—child and youth providers

Measure T1 SC2.0 course T2 OAAT therapy course T3

Demographics X

Acceptability, appropriateness, and feasibility X

Readiness for organizational change‑25 X

Commitment to change‑18 X

Implementing stepped care in your practice X
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improvement (e.g., intervention coherence) in programs 
[38].

Analysis
Surveys
Descriptive statistics were conducted on quantitative 
variables using IBS SPSS Statistics v25 [39] to describe: 
(1) characteristics of the sample; (2) acceptability, feasi-
bility, and utility of stepped care; and (3) readiness for 
and commitment to organizational change. Independent 
samples t-tests were performed to evaluate differences 
between providers who served adult populations and 
those who served child and youth populations. A critical 
α = 0.01 was adopted for testing statistical significance to 
compensate for inflation in familywise error when per-
forming multiple tests. Given the relatively large sample 
size, differences were only interpreted if the magnitude 
of effect exceeded d = 0.42, a recommended cutoff for 
minimum practical significance [40]. Missing data were 
not imputed given that analysis focused on descriptive 
statistics.

Responses from open-ended questions were compiled 
and each question was thematically synthesized in an 
iterative process following Braun and Clarke [41] recom-
mendations for thematic analysis. Coders also drew from 
standards recommended by DeCuir-Gunby et  al. [42]. 
Data-driven codes emerged from repeated examination 
of the raw data. Reviewers familiarized themselves with 
the open-ended responses, created preliminary coding 
categories, identified common and recurring themes, and 
refined and named themes through consensus meetings 
before proceeding with substantive coding. A codebook 
was developed and agreed upon by three independent 
coders (LHL, AK and AM) who met until consensus was 
achieved. Coding and synthesis of open-ended responses 
was completed in duplicate by two independent review-
ers. Responses were organized by overarching theme, 
code, subcode and definition.

Interviews
Thematic analysis was used to organize and categorize 
patterns within data, using an inductive, constant com-
parison, descriptive approach [41]. Pairs of reviewers 
read transcripts to familiarize themselves with the data, 
created codes, and noted patterns. Potential themes were 
discussed, and transcripts re-read to refine themes in 
an iterative process [42]. Final themes were named and 
agreed upon through consensus meetings with the study 
team (AK, AM, LHL, CF, NKV, JD, AH, SF, DB, JAR).

Results
Sample characteristics
Out of ~ 800 A&MH providers who completed training, 
the present study contains a total of 401 participants 
completed surveys (50% response rate). Data from 85 
providers were excluded due to missing responses on the 
ISCP survey. Analysis included data from 316 providers 
working within A&MH Services in NB. Descriptive sta-
tistics are presented in Table 2. Over half of the providers 
were trained in social work (n = 180, 57.0%) and prac-
ticed in an urban setting (n = 174, 55.2%). Among provid-
ers working with adult populations (n = 141, 44.6%), the 
vast majority worked within a community A&MH clinic 
(n = 127, 90.1%). Additionally, child and youth providers 
(n = 175, 55.3%) reported working in healthcare (n = 129, 
73.7%), and education (n = 45, 14.2%) on the child and 
youth ISD teams.

A subset of 28 providers participated in semi-struc-
tured interviews to better understand the perceived bar-
riers, facilitators, and benefits of the implementation of 
SC2.0 (NSC = 12) and OAAT therapy (NOAAT  = 16) in 
practice. The interview sample included representation 
of providers working in adult (NSC = 6; NOAAT  = 12) and 
child/youth (NSC = 6; NOAAT  = 4) services.

Acceptability, feasibility and organizational commitment 
to implementing stepped care 2.0
Descriptive statistics pertaining to perceived accept-
ability, feasibility, and organizational commitment to 
change can be located in Table 3. Results are depicted for 
the overall sample, and by population served. Providers 
were accepting of the implementation of SC2.0 in their 
practice  (AAFIAcceptability; M = 4.28, SD = 0.64), believed 
that the model was a suitable fit  (AAFIAppropriateness; 
M = 4.16, SD = 0.67), and was feasible to implement 
 (AAFIFeasibility; M = 3.91, SD = 0.74). Providers also agreed 
that the organization could benefit from implementa-
tion  (ROCSTotal; M = 5.57, SD = 0.80) and there were 
rational reasons to implement SC2.0  (ROCSAppropriateness; 
M = 5.77, SD = 0.92). Providers agreed that there was suf-
ficient management support for the implementation of 
the model  (ROCSManagement Support; M = 5.50, SD = 1.10), 
were confident in their ability to adopt SC2.0 principles 
into practice  (ROCSChange Efficacy; M = 5.22, SD = 1.00), 
and believed that SC2.0 can be personally beneficial 
 (ROCSPersonally Beneficial; M = 5.77, SD = 1.34). Moreo-
ver, providers believed there was value to implement-
ing SC2.0 and that doing so would serve an important 
purpose  (COCAffective Commitment; M = 5.97, SD = 0.98). 
Providers perceived few costs associated with implemen-
tation  (COCContinuance; M = 3.23, SD = 1.32), and did not 
express pressure to implement SC2.0 out of an obligation 
to the organization  (COCNormative Commitment; M = 4.62, 
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SD = 1.01). Providers who work with adult populations 
perceived greater support for the implementation of 
SC2.0, and viewed the implementation as more appropri-
ate and feasible, refer to Table 3.

Perceived organizational barriers
A summary of perceived barriers to implementing SC2.0 
in practice are presented in Fig.  3. A complete descrip-
tion of each barrier and its associated SC2.0 Core Com-
ponent are provided in Table  4. Open-ended responses 
(NISCP = 216) and interviews highlighted three themes: 
(1) insufficient resources to enact SC2.0; (2) interpro-
fessional and interorganizational misalignment; and (3) 
uncertainty in organization planning.

Insufficient resources to enact SC2.0
Providers perceived a lack of access to resources through-
out the SC2.0 continuum, including peer support, guided 
self-help, and educational materials (Theme O1.1; 
NSC = 7; NISCP = 104). Availability of these resources were 
also noted to be reliant on the region, where the options 
made available to those in one region, such as an urban 
location, may not be available to individuals in another 
region, such as a rural location, and vice versa (Theme 
O1.1.1; NSC = 3):

“Part of being able to deliver Stepped Care is know-
ing what Stepped Care is in the sense of what is 
available to people… You can’t show us in a Stepped 
Care training exactly what’s going on in our region, 
because it’s unique to our region.” (P217)

The organization’s ability to enact SC2.0 may also be 
impacted by insufficient staffing (Theme O1.3; NISCP = 43) 
and a lack of spaces for child and youth providers to con-
duct OAAT therapy sessions impedes rapid access to 
drop-in services (Theme O1.2; NSC = 3; NISCP = 12).

Interprofessional and interorganizational misalignment
Some providers indicated that lack of support and disa-
greement with the model from management and key 
stakeholders may impede implementation (Theme O2.1; 
NISCP = 13). Importantly, providers mentioned a mixed 
understanding amongst stakeholders of what a provin-
cial SC2.0 model could look like that could negatively 
impact the collaborative process across the system. As a 
result, providers recommended further education for all 

Table 2 Descriptive statistics and characteristics of the sample 
that completed surveys

Respondents Non‑
Respondents

N % N %

Population served

 Adults 141 44.6 55 50.6

 Children/youth 175 55.3 30 49.4

Organization

 Vitalité 120 38.0 21 24.7

 Horizon 149 47.2 46 54.1

 School district 44 13.9 18 21.2

 Other 3 0.9 –

Practice location

 Rural 141 44.6 35 41.2

 Urban 174 55.1 50 58.8

Practice setting

 All providers

  Primary care clinic 3 0.9 4 4.7

  Community A&MH clinic 127 40.2 30 35.3

  Child and youth team (healthcare) 129 40.8 21 24.7

  Child and youth team (education) 45 14.2 18 21.2

  Other 12 2.8 12 14.1

 Adult providers

  Primary care clinic 3 2.1 4 9.3

  Community A&MH clinic 127 90.1 30 69.8

  Other 11 7.8 9 20.9

 Child and youth providers

  Child and youth team (healthcare) 129 73.7 21 50.0

  Child and youth team (education) 45 25.7 18 42.9

  Other 1 0.6 3 7.1

Level of education

  Doctoral 5 1.6 3 3.5

  Master’s 86 27.2 20 23.5

  Baccalaureate 191 60.4 48 56.5

  Professional certificate 23 7.3 12 14.1

  Other 11 3.5 2 2.4

Provider profession

  Nursing 42 13.3 22 25.9

  Psychology 28 8.9 8 9.4

  Social work 180 57.0 42 49.4

  Counselling 12 3.8 4 4.7

  Business administration/admin 11 3.5 2 2.4

  Education 10 3.2 3 3.5

  Occupational therapy 16 5.1 1 1.2

  Other 17 5.4 3 3.5

Professional role

  Provider 254 80.4 66 77.6

  Manager 13 4.1 2 2.4

  Provider/manager 25 7.9 10 11.8

  Business admin/admin 9 2.8 2 2.4

  Clinic coordinator 11 3.5 4 4.7

  Other 4 1.3 1 1.2

Table 2 (continued)
A&MH,  Addictions and Mental Health; Respondents,  providers with complete 
data who were included in analyses of survey data (N = 316); Non-Respondents, 
providers excluded from analysis of surveys due to incomplete responses to 
short-answer questions pertaining to implementing stepped care in your 
practice (N = 85)
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stakeholders (e.g., A&MH services and school districts; 
Theme O2.2; NSC = 3; NOAAT  = 3; NISCP = 33):

“All systems need to aim to be aligned with this - 
therefore they must talk and work together to ensure 
fidelity for it to work efficiently.” (P1208)

Providers noted that current organizational protocols 
and documentation processes did not always align well 
with the implementation of OAAT therapy in practice 
(Theme O2.3; NOAAT  = 5; NISCP = 25). This could include 
charting requirements in information technology sys-
tems, and mandated intake assessment processes.

Uncertainty in organization planning
Providers expressed uncertainty towards the organiza-
tion’s ability to successfully plan and prepare for the 
implementation of SC2.0 due to past provincial change 
initiatives which had been less than optimally planned or 
executed (Theme O3.1; NSC = 7; NOAAT  = 6; NISCP = 15).

“That being said, I don’t have confidence that the 
government can support system wide changes that 
will implement stepped care properly.” (P1198)

Provider barriers to implementing SC2.0 in practice
Two themes emerged from open-ended responses 
(NISCP = 141) and interviews that pertained to provider-
related barriers: (1) resistance to the implementation of 
SC2.0 into practice; and (2) perceived lack of self-efficacy 
to enact OAAT therapy sessions.

Resistance to the implementation of SC2.0 into practice
Some providers reported that a lack of support for the 
SC2.0 model would directly cause strain on the imple-
mentation process (Theme PBar1.1; NISCP = 16). Fur-
ther, there may be providers who are complacent in 
their practice, resulting in resistance to this change 
(Theme PBar1.2; NSC = 5; NOAAT  = 5; NISCP = 37):

“As it is a newer philosophy, it will be important 
for providers to change their perspective, and 
adopt the single-session mindset. This may pose a 
challenge to clinicians who have been operating a 
certain way for a long time.” (P42)

Perceived lack of self‑efficacy to enact OAAT 
Some providers indicated a lack of confidence in their 
skills to enact OAAT therapy with clients, which was 
compounded by insufficient training in formal counsel-
ling (Theme PBar2.1; NOAAT  = 3). Other providers noted 
a lack of confidence in their knowledge of available 
resources (Theme PBar2.2; NISCP = 13), and wished to 
see a compilation of accessible resources for reference.

“When I did the online training- just the online 
training I found it harder to [implement OAAT 
into practice] because it gave me a good sense of 
what everything was, but I didn’t really know what 
to do yet.” (P1002)

Table 3 Summary of quantitative findings

AAFI, Acceptability, appropriateness, and feasibility of intervention; ROC-25, Readiness for organizational change-25; COC-18, Commitment to organizational 
change-18

*p < 0.01

Measure Total
M (SD)

Adults
M (SD)

Child and youth
M (SD)

Effect size of 
difference

AAFI
 Acceptability 4.28 (0.64) 4.41 (0.59) 4.18 (0.66) 0.37*

 Appropriateness 4.16 (0.67) 4.32 (0.61) 4.02 (0.68) 0.46*

 Feasibility 3.91 (0.74) 4.15 (0.70) 3.71 (0.72) 0.62*

ROC‑25
 Appropriateness 5.77 (0.92) 5.99 (0.83) 5.59 (0.96) 0.45*

 Management support 5.50 (1.10) 5.81 (1.03) 5.22 (1.08) 0.56*

 Change efficiency 5.22 (1.00) 5.42 (1.02) 5.05 (0.95) 0.38*

 Personally beneficial 5.77 (1.34) 5.89 (1.41) 5.66 (1.26) 0.17

 Total 5.57 (0.80) 5.80 (0.76) 5.38 (0.78) 0.54*

COC‑18
 Affective 5.97 (0.98) 6.12 (0.94) 5.84 (0.99) 0.29

 Continuance 3.23 (1.32) 3.18 (1.24) 3.28 (1.40) 0.07

 Normative commitment 4.62 (1.01) 4.70 (1.05) 4.54 (0.97) 0.16
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Client barriers to implementing SC2.0 in practice
Four client-related themes emerged from open-ended 
responses (NISCP = 156) and qualitative interviews: (1) 
concern regarding the universality of SC2.0 across popu-
lations; (2) inequitable access to services; (3) incongruent 
client expectations of service delivery; and (4) limited cli-
ent capacity for change and engagement in care.

Concern regarding the universality of OAAT within SC2.0.
Providers felt uncertain about how to implement with 
diverse clientele and questioned the universality of 

OAAT within the SC2.0 model. For example, child and 
youth providers were concerned that OAAT sessions 
would not suit the needs of their clients (Theme CBar1.2; 
NISCP = 27). Moreover, providers were concerned that 
complex cases (e.g., housing issues, addiction, and per-
sonality disorders) would “slip through the cracks” with 
the use of OAAT therapy (Theme CBar1.1; NOAAT  = 8; 
NISCP = 20):

“People with addictions want to change but when 
they are discharged some return to their old pat-
terns of living. I work in addictions, and some clients 
may have a hard time with any sort of care at the 

Fig. 3 Summary of results for open‑ended responses: perceived Barriers. Inner‑most section represents the respective stakeholder the barrier 
would affect. The middle section represents the overarching theme, followed by the code in the outer‑most section. Size of each box is determined 
by the number of provider responses per code
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beginning stages. Could be started when the client is 
ready.” (P216)

Inequitable access to services
Providers felt that some clients may be unable to access 
services within the SC2.0 continuum due to socioeco-
nomic challenges, including limited access to technology 
(e.g., internet, computers, telephones), transportation, 
and other resources required for treatment (Theme 
CBar2.1; NSC = 4; NOAAT  = 4; NISCP = 14).

“Technology is a big one- there are a huge amount of 
barriers recommending people to download an app, 
or input data. In rural settings people do not have 
consistent internet and tech literacy can be low.” 
(P1133)

Incongruent client expectations of service delivery
Providers noted that some clients have a preference or 
expectation for long-term therapy (Theme CBar3.1; 
NISCP = 27) or higher-intensity services (Theme CBar3.2; 
NISCP = 30), and that this expectation is potentially be 
incongruent with an SC2.0 approach to treatment:

“Clients expect that when they come to the centre 
with issues, they want the most intensive treatment 
first (e.g. individual therapy), and don’t consider the 
other stepped care options.” (P1002)

Limited client capacity for change and engagement in care
Providers reported that clients may have low readiness 
and motivation to engage in treatment, and dedicate 
insufficient effort into their recovery (Theme CBar4.1; 
NISCP = 31). Similarly, a client’s difficulty accepting and 
adjusting to the change in provincial services (Theme 
CBar4.2; NOAAT  = 12; NISCP = 34) was viewed as a barrier 
to participation in the model:

“You get a few clients where they’re just so used to 
the old system, but that’s what they just expect…. 
so sometimes kind of changing and challenging that 
and those expectations, I mean, sometimes challeng-
ing, and other times it goes quite well.” (P22)

Facilitators to implementing SC2.0 in practice
Four facilitators of implementation were identified 
through qualitative interviews, refer to Fig. 4. Facilitators 
included: (1) Organizational preparation (e.g., creating 
a new clinical lead role for OAAT therapy and hiring a 
change management specialist) and use of evidence-
based implementation strategies (e.g., identifying cham-
pions, planning and preparing for rollout, and using data 
for continuous improvement) were found to be helpful 
(NSC = 3); (2) Cultivation of a supportive environment Ta
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which fostered the implementation of SC2.0 (NSC = 4). 
One provider explained:

“I think everybody is moving in a common direction. 
We all have the same goal so this might be a sort 
of roadmap that we need in order to stay on track 
towards that goal together because otherwise every-
body’s lost.” (P42)

(3) Gaining familiarity with the core values and concepts 
(e.g., recovery-oriented practice and client-centered care; 
NSC = 4) of SC2.0, and complimentary models of care 
(e.g., solution-focused principles) (NSC = 6); and (4) open 
communication with key stakeholders. Specifically, pro-
viders implied that clear and transparent communica-
tion of SC2.0 services (e.g., drop-in services) helped to 
communicate the change in service delivery to the public 
(NSC = 3).

Perceived benefits to clinical practice associated 
with implementing SC2.0
Extracted benefits from open-ended responses and quali-
tative interviews can be located in Fig.  5. Four themes 

emerged across open-ended responses (NISCP = 300) and 
qualitative interviews: (1) increased efficiency through-
out practice; (2) increased job satisfaction; (3) reduced 
provider burden; and (4) model fosters role coherence, 
and promotes effective practice and tangible change.

Increased efficiency through practice
Increased practice efficiency (Theme PBen1.3; NSC = 5; 
NISCP = 22) was anticipated to result in improved out-
comes for clients, providers, and the system. Providers 
anticipated an efficient use of time when implementing 
OAAT therapy (Theme PBen1.1; NOAAT  = 7; NISCP = 10), 
including shorter screening processes and brief courses 
of treatment (Theme PBen1.1.1; NOAAT  = 12; NSC = 5), 
which would allow for a more streamlined delivery of 
care (Theme PBen1.4; NISCP = 19):

“[referring to past methods] It’s really like 26 pages 
when we screen new clients…There’s a lot of stuff that 
we ask that we don’t probably need to.” (P1074)

Fig. 4 Summary of results for qualitative interviews: perceived facilitators. Provider responses were thematically analyzed into themes (bold), codes, 
and subcodes (italics). Codes which were observed in both qualitative interviews and open‑ended responses are encased in circles. Codes which 
were observed only in qualitative interviews are encased in boxes
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would be decreased by empowering clients and involv-
ing them in decisions about their care (Theme PBen1.2; 
NISCP = 16). Specific to OAAT therapy within the SC2.0 
model, one provider noted:

“It’s not shutting the door from people coming back 
and getting services, but I find a lot of- we waste 
a lot of our time chasing after clients and getting 
frustrated because people aren’t changing.” (P13)

Increased job satisfaction
Providers reported that the implementation of SC2.0 
may enhance job satisfaction. Providers anticipate feel-
ings of accomplishment (Theme PBen2.1; NISCP = 18) by 
delivering services that they felt better met client needs. 
Providers also expressed a potential for improved job sat-
isfaction (Theme PBen2.2; NISCP = 12) and greater work-
place morale (Theme PBen2.3; NSC = 3; NISCP = 11).

Reduced provider burden
Providers felt that they would spend less time “chas-
ing” resistant clients, and that “no show” behaviour 

Fig. 5 Summary of results for open‑ended responses: perceived benefits. Innermost section represents the respective stakeholder the barrier 
would affect. The middle section represents the overarching theme, followed by the code in the outermost section. Size of each box is determined 
by the number of provider responses per code
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Model promotes effective practice, coherence in professional 
role, and tangible change
Providers believed that implementing SC2.0 would 
result in fewer long-term clients and inappropriate 
referrals which would reduce burden and caseloads 
(Theme PBen3.1; NSC = 3; NISCP = 23). Further, provid-
ers indicated that SC2.0 fosters a collaborative environ-
ment among colleagues that facilitated the provision of 
advice and support (Theme PBen3.1.1; NSC = 3). This 
could range from support with complex cases, to refer-
rals within the community that would better meet cli-
ent needs:

“It can be demanding for clinicians. So once they 
identify where, what support that client needs, 
or, like, what level they are, they can distribute it 
evenly, so you don’t have a clinician that has a lot 
of cases.” (P54)

Providers believed that implementing SC2.0 in their 
practice would result in less stress, pressure, and frus-
tration delivering services (Theme PBen3.2; NISCP = 22), 
due to greater client engagement and reduced burden 
of clients who did not attend scheduled appointments 
(Theme PBen3.3; NISCP = 17).

Providers welcomed the shift towards an SC2.0 
approach, perceived it to be well suited for the current 
mental healthcare climate (Theme PBen4.1; NSC = 3), 
and believed that it would benefit clients and reinvigor-
ate their practice (Theme PBen4.3; NSC = 6):

“They are coming in, we’re helping them, they’re 
leaving feeling better. That’s the whole point of 
what we’re doing.” (P217)

SC2.0 was described as an antidote to compla-
cency (Theme PBen4.2; NSC = 5), and the adoption of 
an SC2.0 model changed providers’ past approach to 
practice by promoting new ways of thinking:

“One of the things that this program has done 
for me is help me remember there’s other ways to 
treat problems that don’t involve a person coming 
into my office for an hour every 2 weeks.” (P203)

Perceived client benefits associated with implementing 
stepped care 2.0
Open-ended responses (NISCP = 300) and qualita-
tive interviews resulted in three themes: (1) better 
matched services; (2) benefits of client-centricity; and 
(3) improved client experiences with the NB A&MH 
system.

Better matched services
Providers reported that SC2.0 promotes client-centred 
care to meet a client’s needs and preferences (Theme 
CBen1.1; NSC = 7; NISCP = 41), and noted increased col-
laboration between providers and clients when using 
the SC2.0 model (Theme CBen1.2; NSC = 4; NOAAT  = 7; 
NISCP = 19). Shared care decision-making was believed 
to result in the selection of the most appropriate ser-
vices that aligned with the level of intensity clients need 
and level of commitment they are ready for (Theme 
CBen1.1.2; NSC = 5; NISCP = 21). Providers also noted the 
need to consider and respect client readiness to engage 
in a service (Theme CBen1.1.1; NSC = 4; NOAAT  = 11; 
NISCP = 52) and meet clients “where they are at”:

“It really is listening to that client, that student and, 
and trying to figure out what do they need in this 
moment.” (P1120)

Benefits of client‑centricity
Providers identified solution-focused sessions (Theme 
CBen2.4; NSC = 5; NOAAT  = 14; NISCP = 33), and a 
strengths-based approach (Theme CBen2.2; NSC = 3; 
NOAAT  = 4; NISCP = 21) as helpful in identifying and build-
ing on the client’s existing skills:

“Meet the client where they’re at, keep it client cen-
tered, remind them of their strengths.” (P203)

Ultimately, client-centric approaches endorse empow-
erment (Theme CBen2.1; NSC = 3; NISCP = 27), as clients 
lead their own mental health journeys. Providers also 
noted that OAAT therapy delivered within the context of 
SC2.0 promoted access to care at the opportune time by 
allowing clients open access to services which they may 
avail of for as many sessions they wish during their time 
of need (Theme CBen2.3; NSC = 3; NOAAT  = 4; NISCP = 40).

Improved client experiences with the NB A&MH system
Providers perceived that the adoption of an SC2.0 
model would facilitate timely access to services (Theme 
CBen3.5; NSC = 8; NOAAT  = 15; NISCP = 178), and increase 
availability of diverse services (e.g., lower intensity pro-
gramming, peer support; Theme CBen3.6; NISCP = 64), 
including while waiting for higher intensity services 
(Theme CBen3.5.1; NSC = 4). SC2.0 services were per-
ceived to improve treatment quality compared to past 
models (Theme CBen3.3; NISCP = 10), and result in bet-
ter outcomes for clients (Theme CBen3.2; NSC = 3; 
NISCP = 30):

“Increasing success in interventions and in client 
improvement.” (P1143)
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Discussion
Providers who worked within A&MH services in NB, 
Canada received training in SC2.0 and One-at-a-Time 
therapy in preparation for a system change initiative. 
Our team conducted a mixed-methods observational 
implementation study to gain a better understanding of: 
(1) acceptability and feasibility of a provincial stepped 
care framework for A&MH services; and (2) perceived 
barriers, facilitators and benefits from enacting a pro-
vincial stepped care model. Surveys were completed by 
providers to gather demographic information, and quan-
tify provider views of acceptability, feasibility, readiness, 
motivation, and organizational commitment to imple-
ment a provincial SC2.0 framework. Interviews and 
open-ended questions served as an adjunct to quantita-
tive surveys and were used to elaborate on the perceived 
barriers and benefits associated with integrating SC2.0 
into practice.

Acceptability of stepped care in the addictions and mental 
health system
The multi-construct Theoretical Framework of Accept-
ability [37] provided a lens to understand acceptability. 
Providers, and particularly adult providers, endorsed a 
high level of acceptability towards implementing a pro-
vincial stepped care model, as evidenced by: (1) welcom-
ing the model and endorsing its value; (2) identifying 
personal (e.g., maintaining relationships) and profes-
sional (e.g., efficiency) benefits of adoption; (3) indicating 
ease of implementation without associated opportunity 
costs; and (4) reporting motivation and intention to 
incorporate a stepped care approach within practice. 
Notably, providers who served child and youth popula-
tions reported lower levels of acceptability, appropriate-
ness, and feasibility of implementing SC2.0 relative to 
providers who served adult populations, likely stemming 
from barriers related to: (1) perceived insufficient space 
to deliver OAAT therapy sessions; (2) concerns that 
OAAT therapy within the context of SC2.0 may not best 
meet the needs of child and youth clients; and (3) chal-
lenges in the shared vision and understanding of SC2.0 
with partnering organizations. It is not surprising that 
acceptability, appropriateness, and feasibility of imple-
mentation was higher among providers who served adult 
populations given that these providers work in commu-
nity A&MH clinics, and do not work as a part of an inte-
grated service delivery model with diverse partners who 
require a thorough understanding of OAAT therapy and 
SC2.0.

Overall, observed level of acceptability for the imple-
mentation of SC2.0 into the A&MH system is encour-
aging given that intervention acceptability from the 

perspectives of healthcare professionals has been pro-
posed to impact implementation, uptake, adherence, 
intended outcomes, and overall effectiveness [43–46]. 
That said, it is important to note that responses pertained 
to acceptability of the overall SC2.0 system and not its 
core components, each of which may require a substan-
tial undertaking to implement and may vary from overall 
acceptability of the SC2.0 model.

Perceived benefits to adopting stepped care
Providers who worked within A&MH services antici-
pated that the implementation of SC2.0 would increase 
accessibility to resources at varying levels of intensity. 
Expanding access to mental health services within prac-
tice has been observed to improve the morale and satis-
faction of providers who work within primary care [47]. 
Consistent with this, providers reported making a mean-
ingful impact by addressing client needs using OAAT 
therapy sessions in the present study. Open access to a 
continuum of care options for A&MH services has also 
been shown to effectively reduce wait times for treatment 
and improve interprofessional communication [3, 48].

Adoption of SC2.0 in practice was anticipated to facili-
tate expedient access to A&MH care. Early intervention 
in mental healthcare has been shown to improve client 
outcomes and reduce the likelihood of accessing emer-
gent care [49, 50]. SC2.0 provides a framework for organ-
izing a continuum of integrated services and resources to 
meet the needs and preferences of clients who experience 
A&MH concerns, allowing for the provision of the right 
care at the right time. Using an OAAT approach, the cli-
ent’s top of mind concern is the focus of the intervention 
and action plans are based on their existing strengths, 
preference, and level of readiness to engage with an inter-
vention. Recent research has indicated that privileging 
client preferences in treatment increased motivation 
to participate in therapeutic interventions and reduced 
drop-out rates [51]. Of interest, providers anticipated 
that implementing SC2.0 in practice would lead to simi-
lar benefits for clients who they serve.

Overcoming perceived barriers to adopting a provincial 
stepped care model
Adequately resourcing a stepped care continuum in A&MH 
services
Consistent with the second core component of SC2.0 
[2], providers recognized the importance of adequately 
resourcing a stepped care continuum of services, and 
reported insufficient resources within the current system 
to adequately populate a continuum of care for clients. 
Relatedly, providers noted insufficient staffing within the 
organizations to provide adequate services to clients. In 
accordance with the capability, opportunity, motivation 
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model of behaviour (COM-B) [52] insufficient resources 
to populate a continuum of care could represent barriers 
of psychological capability (e.g., insufficient awareness of 
formal and informal resources that exist within the sys-
tem), and physical opportunity (e.g., insufficient materi-
als, such as service maps). In our team’s experience, most 
organizations or jurisdictions that have implemented the 
SC2.0 model have conducted a comprehensive resource 
mapping exercise and developed a representation of 
these services and resources that can be used by pro-
viders and people accessing services. This process is a 
strategy to overcome barriers of psychological capabili-
ties and physical opportunities. Of interest, the resource 
mapping exercise tends to illuminate greater breadth and 
depth of resources than would have been anticipated. 
Awareness and uptake of resources such as service maps 
could be implemented in accordance with Expert Recom-
mendations for Implementing Change (ERIC), including: 
(1) training and educating stakeholders; and (2) adapting 
and tailoring service maps to regional contexts [53, 54]. 
Effective implementation of such service maps may also 
require change to clinical infrastructure (e.g., change to 
charting and referral systems).

Adjusting expectations during a provincial practice change
Barriers noted by providers highlighted the importance 
of setting and managing appropriate expectations. A por-
tion of providers noted resistance towards enacting a 
change in practice due to an expectation that the change 
would not be sustained in the organization (i.e., previ-
ous unsuccessful provincial initiatives left some provid-
ers hesitant to commit to SC2.0). This would represent 
a barrier in reflective motivation [52] perpetuated by 
beliefs about the Consolidated Framework for Implemen-
tation Research (CFIR) domain of organization culture 
for sustaining change initiatives [55]. Other providers 
noted comfort in their current method of care delivery, 
and a reluctance to accept and adjust to a change in their 
practice. This is also reflective of suboptimal reflective 
motivation. Several strategies may be beneficial for over-
coming such barriers to improve reflective motivation, 
including: (1) preparing champions to strengthen per-
ceived organizational commitment; (2) reframing beliefs 
through the promotion of SC2.0 values (e.g., pros and 
cons) given that SC2.0 aligned with provider professional 
standards of care, and was deemed acceptable, applica-
ble, and feasible to implement in practice [56]; and (3) 
develop and communicate a formal implementation blue-
print that includes a formal plan for sustainability [57].

Providers noted that client expectations for services 
may represent one barrier to implementing SC2.0 in 
practice. Specifically, providers indicated that many cli-
ents expect high-intensity services for extended periods 

of time which may interfere with effective matching 
of services across a continuum of care. This expecta-
tion is indicative of a barrier of social opportunity (i.e., 
a perceived societal norm, long term or ongoing psy-
chotherapy is the gold standard, that may interfere with 
offering client lower-intensity care options) [52]. It may 
be pertinent to adjust such social norms through the 
provision of knowledge and social comparisons deliv-
ered by a credible source [56]. For example, clients with 
more complex challenges do not always require intense 
services, as indicated by: (1) results from a meta-analysis 
indicated that individuals with severe depression experi-
enced equivalent clinical improvement with low and high 
intensity offerings [58]; (2) therapeutic outcomes did not 
vary among clients with depressive and anxiety disorders 
randomized to receive low or high intensity cognitive-
behavioural therapies [59], see also [60]; (3) low-intensity 
interventions are effective and acceptable for older adults 
and may have greater treatment engagement [61]; and 
(4) many sites that implement stepped care have diverse 
care pathways that lead to the delivery of relatively few 
high intensity services [62]. It may also be helpful to 
emphasize that in SC2.0, people’s level of readiness and 
preferences guides service delivery and planning which 
is consistent with core component 8 that care is flexible, 
collaborative and guided by data [2].

Of interest, providers questioned the universality of 
OAAT within the SC2.0 model and noted concern about 
complex clients slipping through the cracks. It is encour-
aging that providers were mindful of this important 
consideration. The implementation of continuous pro-
gress monitoring may be effective in addressing this bar-
rier given that it has proven beneficial to identify clients 
who are not progressing as expected and inform timely 
changes in the care plan [63]. Providers also questioned 
equitability of access to care within the SC2.0 model. This 
highlights the importance of incorporating health equity 
domains that target culturally-relevant factors of recipi-
ents, patient-provider interactions, and societal context 
into the formal implementation of SC2.0 [64].

Organizational and stakeholder incongruence with OAAT 
therapy and SC2.0
Providers noted two important areas of incongruence 
with SC2.0. First, providers felt that organizational pro-
tocols (e.g., documentation and intake assessments) did 
not align with OAAT therapy, which could make deliv-
ery of Core Component 7 within the SC2.0 model dif-
ficult, refer to Fig.  2. Further, providers felt that system 
stakeholders, including partnering community services 
(e.g., corrections, school districts), did not adequately 
understand the value of OAAT therapy and their role 
in a provincial SC2.0 approach. Since data collection 
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concluded, the core project team in NB guided a review 
of operational guidelines to help correct inconsistencies 
between organizational protocols and an OAAT therapy 
approach. This review resulted in modifications to the 
clinical documentation system to reflect OAAT therapy 
sessions. Further, OAAT therapy sessions were made 
available through self-referral without the requirement 
to complete an intake assessment. With respect to stake-
holders’ understanding of the model and their role within 
the continuum of care, the core project team is devel-
oping a plan to: (1) educate community partners on the 
SC2.0 model and their role in the continuum of care; and 
(2) consult community partners on potential barriers and 
challenges to address in rolling out a united approach to 
the provincial SC2.0 model. These actions align well with 
co-designing the SC2.0 system with diverse perspectives 
and experiences (Core Component 1) [2], and ERIC strat-
egies, including conducting educational outreach visits 
and needs assessments [53].

Strengths
There are several strengths to the present study. First, 
there was a diverse sample that was representative of pro-
viders who served child and youth, and adult populations, 
from a variety of locations, such as healthcare authorities, 
school districts and urban and rural settings. Second, the 
present study used a mixed methods approach that tri-
angulated quantitative and qualitative data that led to a 
more nuanced understanding of the anticipated benefits, 
barriers and facilitators to implementing SC2.0. Third, 
recognized determinant frameworks within implementa-
tion science (e.g., COM-B; ERIC; Theoretical Framework 
of Acceptability) were drawn from to help contextualize 
the observed results and inform implementation efforts.

Limitations
Several limitations should be considered when interpret-
ing results observed in this study. First, results pertained 
to the anticipated acceptability, benefits, barriers and 
facilitators of the implementation of SC2.0 within A&MH 
services (i.e., results were collected before full implemen-
tation) and may not reflect retrospective acceptability, 
benefits, barriers and facilitators. Second, provider ten-
dency to respond in a socially desirable manner was not 
evaluated, raising the potential for response bias. This 
was mitigated by reducing the potential for coercion 
(e.g., data were collected by a research team external to 
the provincial implementation team, was anonymized, 
and only aggregate results were reported to stakehold-
ers). Third, responses were obtained with regard to the 
SC2.0 model in its entirety rather than each core compo-
nent. As such, it is unclear which benefits, barriers, and 
facilitators would be most important when implementing 

a given core component(s). Fourth, the present study did 
not include healthcare professionals who play an impor-
tant role in the planning and delivery of addiction and 
mental health services across the continuum of care. 
For example, psychiatrists, paediatricians, primary care 
physicians, and psychologists working within independ-
ent practice were not included. Of note, the govern-
ment of NB engaged in regular consultation with many 
of these groups throughout the implementation process, 
and are currently preparing for the rollout of SC2.0 for 
community partners and other interested parties (e.g., 
indigenous groups). Fifth, data were collected from 
approximately half of the work force within A&MH in 
NB, and we obtained a response rate of 54% for quantita-
tive surveys. Therefore, we cannot rule out the potential 
for selection bias. Finally, qualitative data did not con-
tain sub-population analysis; however, prominent codes 
which applied to a sub-population were specified in 
resulting themes.

Future directions
Findings of this study will inform the identification 
of tailored implementation strategies that are fit for 
purpose to address barriers and emphasize enablers 
to using SC2.0 in practice [53]. Results of this study 
are also being fed back to NB to improve the ongoing 
implementation with the goal of improving patient 
experiences within A&MH services. Now that OAAT 
therapy has been successfully implemented in com-
munity services across the province and sustainability 
measures (e.g., service monitoring and a community of 
practice) are in place, the focus has turned to the pro-
vincial adoption and implementation of a SC2.0 con-
tinuum of services. It is recognised that a provincial 
implementation of a system wide SC2.0 continuum will 
be a multi-phase project, spanning 2–3 years. The work 
for the first 12 to 18 months involved the creation of a 
provincial steering committee that guides the co-design 
of the provincial SC2.0 continuum. This committee 
includes a broad spectrum of representation from gov-
ernment departments, health authorities, community 
agencies, indigenous communities, and individuals 
with lived and living experience in A&MH. The Steer-
ing Committee informs and guides working groups 
that focus on: (1) creating shared guiding principles; 
(2) developing a communication and engagement strat-
egy; (3) co-designing and populating the SC2.0 con-
tinuum for NB; (4) updating operational guidelines to 
reflect SC2.0; (5) creating integrated care pathways; 
(6) developing an evaluation framework; and (7) creat-
ing a SC2.0 community of practice. Ongoing consulta-
tion and collaboration with Stepped Care Solutions, 
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Memorial University, other jurisdictions implementing 
Stepped Care models and the Mental Health Commis-
sion of Canada will continue throughout this process.

The process of engagement and communication 
about Stepped Care implementation, as well as the 
consultation and collaboration in the co-design of the 
model is now underway. While this work is critical to 
the adoption of a SC2.0 continuum, its focus is at a sys-
tems level and will not immediately improve services 
or address some of the identified gaps. Several smaller 
scale direct service improvement projects are underway 
simultaneously to the implementation of SC2.0, includ-
ing (1) implementation of an Outpatient Withdrawal 
Management Service so that individuals who meet 
the criteria do not need to go to a bed-based facility; 
(2) creation of a provincial substance use and mental 
health helpline that focuses on providing information 
(3) enhancing system navigation; (4) support and crisis 
management when needed; and (5) the ongoing expan-
sion and improvement of online information, services, 
and support located on the provincial Bridge the Gapp 
website. Provincial implementation of projects such as 
these typically require 1–2 years from start of planning 
to successful implementation.

The implementation of OAAT therapy within A&MH 
services represents a common trade-off between enhanc-
ing rapid access to care with less robust screening, and 
ensuring client safety through comprehensive risk assess-
ment. Facilitating rapid access in this manner requires 
a shift in the risk paradigm, such that it is distributed 
across the system, refer to core component #3 in Fig. 2. 
Another way to overcome this trade-off is through the 
initiation of measurement-based care given that con-
tinuous progress monitoring using standardized scales 
has consistently been observed to improve trajectories 
of care, particularly among those who are at risk of dete-
rioration [63, 65]. As such, initiating measurement-based 
care represents one key aspect of SC2.0 implementation 
in NB that will help ensure that clients monitor their pro-
gress over time, and receive thoughtful deviations in care 
as appropriate. Resources and personnel have been com-
mitted to enact this core component within the provinces 
approach to implementing Stepped Care 2.0. A system 
evaluation framework will also be needed to ensure the 
Stepped Care continuum and its pathways are directing 
clients to the right service and that they have access to 
that service. While Stepped Care implementation is in 
the early stages, these issues are top of mind in imple-
mentation planning. The electronic medical record sys-
tem for the provincial A&MH Services in NB is due for 
a significant update and plans are being developed for 
how best to embed these elements within the electronic 
record and a client’s individual profile.

Conclusions
The present study sought to identify the perceived ben-
efits, barriers, and facilitators of implementing SC2.0 in 
a provincial practice change. The SC2.0 model was con-
gruent with providers’ standards of care and perceived as 
advantageous to the organization, providers, and clients. 
Of note, the implementation of SC2.0 may only be fea-
sible if sufficient resources are available to populate the 
continuum of care. Results observed in this study may 
help inform other organizations looking to enact large-
scale change, and promote effective and sustainable care 
through the implementation of stepped care for A&MH 
services.
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