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Abstract
A promising area within technology transfer studies is the identification of organizational factors
that influence the adoption of treatment innovations. While studies have identified organizational
factors associated with the adoption of pharmacological innovations, few studies have examined
organizational factors in the adoption of psychosocial innovations, among which contingency
management (CM) is a significant practice. Using data from a sample (n = 318) drawn from the
population of publicly funded treatment centers in the U.S., this study modeled organizational
factors falling in the domains of structural characteristics, workforce variables, values and norms,
and patient characteristics associated with the use of CM. Organizations were more likely to use
CM if they: embrace a supportive therapeutic approach, are research-friendly, offer only outpatient
levels of care, or serve drug-court patients. Implications for studying the diffusion and
implementation of evidence-based psychosocial interventions are discussed.
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1. Introduction
As has become well-known, there is a significant “gap” between scientifically-based
knowledge of effective treatment techniques and what is implemented in practice by
providers of treatment for substance use disorders (SUDs; Institute of Medicine, 1998;
Marinelli-Casey, Domier, & Rawson, 2002). Effective techniques for technology transfer
are thus an important focus of research. One promising area of research is the identification
of organizational factors that influence the adoption of treatment innovations (Fuller,
Rieckman, McCarty, Smith, & Levine, 2005; Simpson, 2002). Studies have identified
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organizational factors associated with the adoption of the pharmacological innovations of
buprenorphine and naltrexone (i.e., Abraham & Roman, 2010; Ducharme, Knudsen, Roman,
& Johnson, 2007; Fuller, et al., 2005; Oser & Roman, 2008; Roman & Johnson, 2002).
Organizational factors that foster the adoption of psychosocial interventions differ from
those related to the adoption of pharmacological innovations, possibly due to inherent
differences in the technologies involved (Ducharme, et al., 2007). Yet few studies have
examined organizational factors in the adoption of psychosocial innovations. The purpose of
the present study was to address this research gap by examining organizational factors
associated with the adoption of contingency management (CM), a significant evidence-
based psychosocial intervention. CM is an especially germane focus because the copious
amount of research produced over the past 30 years documenting its effectiveness has
provided ample opportunity for organizations to have learned about and adopted CM as an
innovative practice.

1.1. Contingency management
Also referred to as motivational incentives or voucher-based reinforcement therapy, CM has
consistently demonstrated effectiveness in promoting abstinence and increasing treatment
attendance (Lussier, Heil, Mongeon, Badger, & Higgins, 2006; Prendergast, Podus, Finney,
& Roll, 2006). The effectiveness of CM in increasing abstinence and treatment engagement/
retention has been demonstrated for SUDs related to alcohol (Petry, Martin, Cooney, &
Kranzler, 2000), cocaine (Rash, Alessi, & Petry, 2008), methamphetamines (Roll, et al.,
2006), opiates (Silverman, et al., 1996), and stimulants (Petry et al., 2005). CM has also
shown positive results in different settings such as drug courts (Prendergast, Hall, Roll, &
Warda, 2008), adolescent treatment programs (Corby, Roll, Ledgerwood, & Schuster, 2000;
Kamon, Budney, & Stanger, 2005), methadone clinics (Griffith, Rowan-Szal, Roark, &
Simpson, 1999), and programs for women on welfare (Bride & Humble, 2008)

CM is based on the principles of behavior modification where tangible reinforcement is
provided whenever a target behavior such as abstinence or treatment attendance is
demonstrated. Conversely, reinforcement is withheld when the target behavior is not
observed (Petry & Simcic, 2002). Reinforcers that have been commonly cited in research
reports include cash, methadone take-homes, methadone dosage increases, vouchers, and
increased clinic privileges (Pendergrast, et al., 2006). However, little is known about the
patterns of reinforcer use in non-research, community-based treatment settings.

1.2. Organizational factors in the adoption of innovations
Diffusion theory predicts that organizational adoption depends on the compatibility between
the innovation and the organization (Rogers, 2003). Thus organizations must be receptive to
new ideas and certain characteristics of organizations make them more receptive to new
technologies. A greater fit between an innovation and organizational factors such as
structure, workforce characteristics, values and norms, and patient characteristics increases
the likelihood that an organization will implement an innovation, in this case CM.

1.2.1. Structural factors—Organizational size may influence adoption behavior. Studies
have found a positive relationship between size and innovation, presumably because larger
organizations have more financial and human resources (Damanpour & Schneider, 2006). In
studies of innovation adoption in SUD treatment, treatment center size as measured by the
number of full-time equivalents (FTEs) has been positively associated with the adoption of
buprenorphine (Knudsen, Ducharme, & Roman, 2006), integrated care for co-occurring
disorders (Ducharme, Knudsen, Roman, 2006a), the adoption of injectable naltrexone for the
treatment of alcohol use disorders (Abraham & Roman, 2010), and overall adoption of
evidence-based practices (Friedmann, Taxman, & Henderson, 2007; Knudsen & Roman,
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2004); but not with the adoption of disulfiram (Knudsen, Rpman, Ducharme, & Johnson,
2005).

A second important structural characteristic is a treatment center’s accreditation status.
Accreditation is considered to be an indicator of quality in that it requires centers to meet a
range of consensual quality standards (Ducharme, et al., 2007; Friedmann, Alexander, Jin, &
D’Aunno, 1999; Knudsen, et al., 2006). Studies have found accredited treatment programs
to be more open to evidence-based practices (Friedmann, et al., 2007; Knudsen, et al., 2006;
Oser & Roman, 2007), although the only study to look at this in regards to CM adoption
found accredited programs to be 35% less likely to adopt CM strategies (Ducharme, et al.,
2007).

A third structural characteristic is center ownership. There has long been concern regarding
disparities in the quality of services provided in public vs. private treatment centers
(Knudsen, et al., 2006; Rodgers & Barnett, 2000; Yahr, 1986). However, studies that have
examined differences between public and private centers in EBP adoption have typically
operationalized this variable in terms of funding source, i.e.centers with the majority of
funding from public sources defined as public centers (i.e., Knudsen, et al., 2006). Another
way of differentiating public versus private centers is ownership: public centers are those
owned by local, state, or federal governments and centers owned by any other entity
considered to be private, regardless of source of funding.

1.2.2. Workforce factors—In terms of workforce characteristics, professional credentials
have long been associated with innovation adoption (Damanpour, 1991). In the study of
SUD treatment organizations, professional credentials have been operationalized as
advanced degrees and certification (i.e., Knudsen, et al., 2006). Management theorists
suggest that higher educational attainment indicates foundational knowledge that facilitates
application of new knowledge (Cohen & Levinthal, 1990). Indeed, the percentage of
counseling staff with graduate degrees has been found to be associated with adoption of
disulfiram (Knudsen, et al., 2005), the adoption of injectable naltrexone (Abraham &
Roman, in press), and overall adoption of EBPs (Knudsen & Roman, 2004) in SUD
treatment centers.

A second workforce variable that is uniquely salient in the study of SUD treatment
organizations is the recovery status of the counseling staff. Counselors who identify
themselves as “in recovery” hold more favorable attitudes towards 12-Step approaches (Ball
et al., 2002); and counselors who identify the 12-Step model as their primary treatment
approach report less current use of CM (McGovern et al., 2004). These findings suggest that
being in recovery may be a barrier to CM adoption. More recently, Kirby and colleagues
(2006) however found no effect of recovery status on attitudes towards CM, noting that only
11.5% of counselors believed that CM was inappropriate because it is inconsistent with a
12-Step approach.

1.2.3. Organizational values and norms—Innovations compatible with an
organization’s values and norms are more likely to be adopted (Rogers, 2003). An
organization’s values and norms may be reflected in its treatment philosophy (Knudsen, et
al., 2006). In one dimension, SUD treatment philosophies vary on the extent of
confrontation versus support, with the former “tough love” strategy having deep roots in
treatment history as necessary in order to breakthrough denial (Read, Kahler, & Stevenson,
2001). Research has failed to document positive outcomes of confrontational approaches
(Miller, et al., 1995). In part developed as alternative to the confrontational approach,
several empirically supported SUD treatment interventions (i.e., motivational enhancement
therapy, community reinforcement approach, behavioral marital and family therapy) have
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“supportiveness” as a core component (Read, et al., 2001). As such, endorsement of
supportive counseling approaches would be congruent with a practice such as CM, which
can be seen as supportive and definitely not confrontational. Indeed, Friedmann and
colleagues (2007) found that a non-punitive culture was associated with adoption of EBPs in
criminal justice settings.

A second aspect of organizational values in norms relevant to SUD treatment organizations
is the degree to which a 12-Step approach is central to the treatment approach. A 12-step
treatment philosophy has been found to be a barrier to the adoption of pharmacological
innovations (Mark, et al., 2003; Oser & Roman, 2007). Although there has been little
investigation into the role of 12-Step philosophy on the adoption of psychosocial treatment
innovations, one of the few studies that have addressed this issue found that counselors who
identify the 12-Step model as their primary treatment approach report less current use of CM
(McGovern, et al., 2004).

A third relevant dimension of organizational values and norms is the degree to which an
organization values research. Nelson and Steele (2007) found that positive attitudes toward
research was a predictor of EBP adoption in mental health settings and that strong negative
attitudes towards research significantly decreased the likelihood of EBP adoption. As such,
an organizational culture that values research, including research participation, may be
positively related to the adoption of CM in SUD treatment settings (Abraham, Knudsen,
Rothrauff, & Roman, 2010).

1.2.4. Patient Characteristics—Characteristics of the population that a treatment center
serves may also influence adoption behavior. Organizations are more likely to adopt
innovations if they view the innovation as relevant to their clients’ needs (Backer, Liberman,
& Kuehnel, 1986; Simpson, 2002). Thus, providing services to populations that may benefit
most from an innovation is one mechanism that may contribute to implementation. CM is
effective in increasing treatment retention which is an issue particularly relevant in treatment
populations perceived to lack internal motivation for treatment, such as those involved in the
criminal justice system and adolescents. Also related to patient characteristics is the level of
care. Ducharme and colleagues (2007) found that programs offering outpatient-only
programs were 35% less likely to adopt CM than those offering inpatient-only, residential-
only, or a combination of inpatient/outpatient. Further, the vast majority of CM research has
been conducted on outpatient populations, therefore it may be viewed as more relevant to
programs that primarily treat outpatients.

2. Methodology
2.1. Sampling strategy

This study examines data from 318 publicly funded treatment programs collected in 2005
and 2006 as part of the National Treatment Center Study. Treatment centers were considered
to be publicly funded if at least 51% of their operating budgets were derived from
governmental sources such as block grants and contracts. Additional inclusion criteria
required programs to offer treatment for substance abuse, be community-based, and offer at
least a structured outpatient level of care in accordance with American Society of Addiction
Medicine (ASAM) guidelines (Mee-Lee, Gartner, Shulman, & Wilford, 1998). Centers that
only offered detoxification services, private practices, halfway houses, and centers whose
sole modality was methadone maintenance were thus excluded. In addition, treatment
centers located in Veterans Administration facilities or correctional settings were ineligible
because they are not accessible to the general public.
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A two-stage sampling process was used to identify the sample. The first stage involved
assigning all counties in the United States to 1 of 10 strata based on population and then
randomly sampling within strata to insure that treatment centers located in urban, suburban,
and rural areas would be included in the study. The second stage involved the enumeration
of all SUD treatment facilities in the sampled counties using published national and state
directories. Treatment centers were then proportionately sampled across strata, with
telephone screening used to establish eligibility for the study. Centers screened as ineligible
were replaced by random selection of alternate centers from the same geographic stratum.
Eighty percent of contacted treatment centers agreed to participate in the study. Face-to-face
interviews were conducted with the administrator and clinical director of each eligible
treatment program. Study procedures were approved by the Human Subjects Committee of
the Institutional Review Board at the University of Georgia.

2.2. Measures
2.2.1. Dependent Variable—The dependent variable was the adoption of CM. A binary
variable was created from a question that asked whether programs currently use
motivational incentives. Programs currently using CM were coded ‘1’ and non-users were
coded ‘0’.

2.2.2. Independent Variables—Consistent with prior research, organizational structure,
workforce characteristics, organizational values and norms, and patient characteristics were
used to examine patterns in the adoption of CM. Organizational structure included three
variables: center size, accreditation, and center ownership. Center size was operationalized
as the number of full-time equivalent employees (FTEs). Due to non-normality of this
variable, log transformation of the number of FTEs was used in the regression model.
Accreditation status and center ownership were dichotomous variables. Programs accredited
by the Joint Commission (JC) or the Commission on Accreditation of Rehabilitation
Facilities (CARF) were coded ‘1’ on the accreditation variable and programs owned by
local, state, or federal government were coded ‘1’ on the center ownership variable.

Two workforce variables were included: professional credentials and recovery status.
Professional credentials was operationalized as the percentage of a treatment center’s
counselors who hold at least a Master’s degree. Recovery status was operationalized as the
percentage of a treatment center’s counselors who identify as being in recovery.

Three variables were included to measure organizational values and norms: 12-Step
orientation, supportiveness, and research participation. The 12-Step orientation variable was
a dichotomous variable which indicates whether the program includes a 12-step component.
To measure supportiveness, programs were asked to what extent they emphasize a
supportive (i.e. non-confrontational) approach to individual and group counseling.
Responses to these items were coded on a 1 to 5 Likert scale where 1 represent “no extent”
and 5 represents “a very great extent.” A ‘supportiveness’ variable was created by summing
the two responses with a possible range of 0–10. Support for research was a dummy coded
variable. Programs reporting involvement in a research project utilizing clients in the past
two years were coded ‘1’ and programs with no such experience are coded a ‘0’.

The patient characteristics domain included three variables: outpatient, drug court, and
adolescent clients. First, we include a dummy coded variable indicating if programs offer
only outpatient levels of care (1=outpatient only). Second, drug court was a dummy coded
variable that denotes whether the program has drug court patients (1=program has drug court
patients, 0=program does not have drug court patients). Third, we measured the average
percentage of the program’s caseload that is adolescent.
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2.2.3. CM Implementation—In addition, we asked a series of questions in order to gain
an understanding of variation in the implementation of CM. Specifically, we asked
respondents to identify target behaviors (abstinence, attendance, and punctuality, other),
type of incentive used (goods, services, cash, other); and reinforcement schedule
(continuous, intermittent). We also asked if motivational incentives were reserved for
specific client groups or if motivational incentives were used with all clients. Lastly, we
asked if the value of incentives increase as patients have consecutive positive outcomes on
the desired behavior.

2.3. Data Analysis
Following data screening and confirmation that the data met the relevant assumptions,
logistic regression was used to model the adoption of CM. Data were analyzed using
STATA 10.0 (StataCorp LP, 2007). The pseudo R2 measure of McKelvey and Zavoinia
(1975) is reported as a measure of logistic regression model fit.

3. Results
3.1. CM Adoption and Implementation

Of the 318 programs included in this study, 82 (26%) reported current use of CM as an
intervention. Among the programs that have adopted CM, nearly all (95%) reported using
motivational incentives with all patients, rather than using CM with particular patient
populations (e.g., adolescents, opiate dependent patients. As would be expected, programs
varied in their implementation of CM in terms of target behaviors, incentives used, and
reinforcement schedule. We specifically asked about three target behaviors: abstinence as
evidenced by urinalysis, treatment attendance, and punctuality (being on time for
appointments, groups, etc.). Most programs provided incentives for treatment attendance
(81%) and abstinence (57%), while less than half (46%) provided incentives for punctuality.
In addition, 79% of programs using CM indicated that motivational incentives were used for
other target behaviors. The most frequently of these additional targets include positive
behaviors and compliance with program rules (29%), progress towards and completion of
treatment goals (20%), and vocational (job search, obtaining and maintaining employment,
etc.) or educational (i.e., school attendance, good grades, etc.) accomplishments (17%).
Overwhelmingly, programs chose to use goods as incentives with 78% utilizing this method.
More specifically, 35% of programs used food as an incentive, 18% used entertainment
(primarily in the form of movie passes), 12% used toiletries, and 12% used clothing. One
fifth (21%) of programs used services (i.e., increased clinic privileges) as incentives, and a
very few (5%) used cash as an incentive. Programs also varied in how they distributed
incentives. Two-thirds (66%) of programs followed a continuous reinforcement model
whereby all occurrences of target behaviors were rewarded. A little more than one-quarter
(27%) of programs followed an intermittent reinforcement model by using some variation of
the “fishbowl” method in which an element of chance was involved in the delivery of
incentives. Lastly, nearly half of programs (48%) increased the value or magnitude of the
incentive with continued demonstration of target behaviors.

Table 1 presents data describing the programs included in the study and descriptive statistics
for the independent variables included in the logistic regression are presented in Table 2
along with the results of the logistic regression. Slightly more than a third (37%) of
programs were accredited, 23% were government owned, and nearly all (94%) were non-
profit organizations, which include government and privately owned programs. In terms of
workforce characteristics, programs reported an average of 39% of counselors with a
masters degree or higher and 45% of counselors in recovery. Examination of organizational
values and norms found that the majority (71%) of programs endorsed a 12-Step orientation
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and 29% participated in a research project involving clients in the previous two years.
Ratings of the extent to which programs emphasize a supportive approach to counseling
averaged 8.97 (s.d. = 1.40) on a 5-point scale. The average proportion of patients served
who were adolescents was 13.7% (s.d. = 26.8) and 46% of all programs served adolescents.
Excluding those programs that did not treat any adolescents, the mean proportion of patients
served who were adolescents was 30.1% (s.d. = 32.9) and ranged from 1–100%.

3.2. Logistic regression results
Contrary to our expectations, none of the organizational structure or workforce variables
were associated with the adoption of CM. However, two measures of organizational culture
were predictive of the adoption of CM. Programs which placed a greater emphasis on a
supportive (non-confrontational) approach to individual and group counseling therapy
(OR=1.34) were significantly more likely to use CM, and programs with prior research
experience were almost two times more likely than programs without prior research
experience to report use of CM (OR=1.99). Of the patient characteristics, all three variables
were associated with CM adoption. As expected, programs offering only outpatient
treatment services were significantly more likely to use CM (OR=2.60). The log odds of
using CM were significantly higher in programs with drug court patients (OR=2.80). Lastly,
the proportion of adolescent clients treated in the program was significantly associated with
the adoption of CM (OR=1.02).

4. Discussion
Given the robust body of research supporting the effectiveness of CM and the fact that it has
been the subject of study for more than 30 years, the rate of current use of CM (26%) is
fairly low, though comparable with other research examining the adoption of CM
(Ducharme, et al., 2007; Herbeck, Hser, & Teruya, 2008). Ducharme and colleagues (2007)
found that 34% of treatment centers within the Clinical Trials Network of the National
Institute on Drug Abuse (CTN) and 31% of centers outside the CTN had implemented CM.
Herbeck and colleagues (2008), on the other hand, reported that only 7% of community-
based treatment centers used CM “frequently” or “always” while 20% of centers “rarely” or
“sometimes” used CM.

A finding of considerable importance that has not been discussed in previous research on
CM is the strong linkage between adoption of CM and its full implementation. Research on
innovations in SUD treatment almost always has shown that adopted innovations are only
partially implemented, i.e. utilized with only part of the patient population for whom these
interventions may be appropriate. The finding that 95 percent of the adopters use CM for all
of their patients suggests a shift in organizational culture within these treatment programs.
Consideration of the durability of this implementation over time is a suggested challenge for
future research.

Unfortunately, this study did not offer the opportunity for data collection regarding the
reasons why 74% programs have not adopted CM. One obvious possibility is that programs
lack knowledge of CM or its effectiveness. However, recent studies on the diffusion of CM
have found that between 74–82% of SUD counselors and program administrators have
enough knowledge regarding CM to rate its effectiveness and acceptability (Bride,
Abraham, & Roman, in press; Ducharme, Knudsen, Abraham, & Roman, in press;
Willenbring, Kivlahan, Kenny, Grillo, Hagedorn, & Postier, 2004). Thus, we find it unlikely
program administrators are unaware of CM.

Other more likely possibilities exist to explain non-adoption of CM. First, is the perceived
acceptability of CM. There continues to be philosophical objections and negative attitudes
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towards certain aspects, particularly the provision of tangible incentives, of CM (Ducharme,
et al., in press; Kirby, Benishek, Dugosh, & Kerwin, 2006; Willenbring, et al., 2004).
Second, is the perceived cost of CM (Amass & Kamien, 2004; Kirby, et al., 2006). In many
CM studies patients can earn up to $1000 worth of goods and average earnings are $600
(Petry & Simcic, 2002); amounts that are prohibitive for many treatment programs,
particularly non-profit agencies. Although some studies indicate that CM procedures lose
their effectiveness when the magnitude of the incentive gets too low (Silverman, Chutuape,
Bigelow, and Stitzer, 1999), recent studies have found success with lower cost CM designs
(Bride, & Humble, 2008; Petry et al., 2004; 2005).

The results of this study also provide some insight into the way programs have chosen to
implement CM. The fact that fewer programs reward abstinence than attendance may
suggest a shift in treatment in that relapses are tolerated; a move away from an all or none
philosophy. Goods are overwhelmingly being utilized as incentives over services/clinic
privileges and very few programs utilize cash. Previous research has identified cost as a
major obstacle to implementation of CM. However, by providing services/increased or
additional privileges, programs may provide incentives at little or no additional cost. Most
programs also utilized continuous reinforcement rather than intermittent reinforcement
which may both be more effective and less costly. This study did not provide the
opportunity for data collection regarding the cost and financing of CM interventions.

Despite expectations based upon previous research, center size, accreditation status, and
professional credentials did not influence the adoption of CM. With the exception of one
study that examined accreditation and CM (Ducharme, et al., 2007), the prior studies that
found relationships between these variables and organizational adoption were based upon
adoption of pharmacological treatments or composite variables of innovation adoption and
comprehensive services, rather than CM specifically. As such, one explanation for our
results is that the organizational decision to adopt pharmacological innovations is different
than for psychosocial innovations in general, or CM specifically. For example, CM adoption
requires broader intra-organizational support in that successful implementation of CM
requires buy-in and cooperation from counselors, whereas adoption of pharmacological
treatments requires only the cooperation of medical staff.

There were also a number of findings that were consistent with our expectations.
Organizational values and norms and patient characteristics were associated with CM
adoption. Organizations that valued a supportive approach to counseling were 1.34 times
more likely to use CM than those that did not. In addition, research-friendly organizations
were twice as likely to report using CM. These findings are congruent with Rogers’ (2003)
theory that organizational values and norms influence receptivity to innovations. In terms of
the patient characteristics domain, all three variables were significantly related to CM use.
Programs that were exclusively outpatient were 2.60 times more likely to use CM as an
intervention than inpatient-only programs or programs offering both inpatient and outpatient
services. Programs that serve drug-court patients were also significantly more likely to have
adopted CM. Lastly, programs that served higher percentages of adolescent patients were
more likely to use CM, although the odds ratio (1.02) suggests that this difference may not
be substantively meaningful. The latter two findings support an earlier observation regarding
the particular applicability of CM for patients who may be resistant to treatment engagement
but responsive to external inducements. Patients referred from the criminal justice system
are more likely in this category, and possibly more likely to be younger, thus partly
overlapping with the adolescent clients. The drug court referral linkage also ties back to the
research of Friedmann et al (2007) on the notable attraction of CM to treatment programs
working within the criminal justice system.
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These findings must be considered in light of the limitations of the study. One limitation
concerns the generalizability of the findings. While we identified several organizational
factors associated with the adoption of a specific psychosocial intervention, namely CM,
further research is needed to determine if these findings are replicable with other
psychosocial interventions such as motivational enhancement therapy or cognitive
behavioral therapy. Similarly, further research is needed to determine if similar associations
exist in privately funded treatment centers, therapeutic communities, or programs run by the
Department of Veterans Affairs. A second limitation concerns our reliance on the self-report
of administrators and clinical directors. Due to logistical and cost factors, we did not
conduct record reviews or interview patients to assess the accuracy of self-report nor were
we able to determine fidelity. However, the data was collected on-site by trained
interviewers who ensured that respondents focused on a single innovation at a time. After
assessing whether or not programs used a particular innovation, a series of detailed
questions allowed interviewers to check for internal consistency of respondents’ answers
and for real-time clarification and correction in the event of apparent discrepancies. A third
limitation is the absence of items regarding the financing of CM in those programs who had
adopted it. Financial constraints are a widely cited obstacle to organizational decisions to
adopt CM. Future research should take care to investigate how programs are able to fund
CM interventions. Despite the inherent limitations, our results provide additional
understanding of the organizational factors that may influence the adoption of psychosocial
innovations in SUD treatment. These findings can inform future efforts to disseminate
contingency management and other evidence-based SUD interventions, thereby reducing the
research-to-practice gap.

Acknowledgments
The project described was supported by Award Numbers K01DA024718 and R01DA013110 from the National
Institute on Drug Abuse. The content is solely the responsibility of the authors and does not necessarily represent
the official views of the National Institute on Drug Abuse or the National Institutes of Health.

References
Abraham AJ, Roman PM. Early adoption of injectable naltrexone for alcohol-use disorders: findings in

the private-treatment sector. Journal of Studies on Alcohol and Drugs 2010;71:460–466. [PubMed:
20409441]

Abraham AJ, Knudsen HK, Rothrauff TC, Roman PM. The adoption of alcohol pharmacotherapies in
the Clinical Trials Network: the influence of research network participation. Journal of Substance
Abuse Treatment 2010;28:275–283. [PubMed: 20117908]

Amass L, Kamien J. A tale of two cities: financing two voucher programs for substance abusers
through community donations. Experimental and Clinical Psychopharmacology 2004;12:147–155.
[PubMed: 15122959]

Backer TE, Liberman RP, Kuehnel TG. Dissemination and adoption of innovative psychosocial
interventions. Journal of Consulting and Clinical Psychology 1986;54:111–118. [PubMed:
3958295]

Ball S, Bachrach K, DeCarlo J, Farentinos C, Keen M, McSherry T, et al. Characteristics, belief, and
practices of community clinicians trained to provide manual-guided therapy for substance abusers.
Journal of Substance Abuse Treatment 2002;23:309–318. [PubMed: 12495792]

Bride BE, Abraham AJ, Roman PM. Diffusion of contingency management and attitudes regarding its
effectiveness and acceptability. Substance Abuse. in press.

Bride BE, Humble MN. Increasing retention of african-american women on welfare in outpatient
substance user treatment using low-magnitude incentives. Substance Use & Misuse 2008;43:1016–
1026. [PubMed: 18649227]

Cohen WM, Levinthal DA. Absorptive capacity: A new perspective on learning and innovation.
Administrative Science Quarterly 1990;35:128–152.

Bride et al. Page 9

J Subst Abuse Treat. Author manuscript; available in PMC 2012 January 1.

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript



Corby EA, Roll JM, Ledgerwood DM, Schuster CR. Contingency management interventions for
treating the substance abuse of adolescents: A feasibility study. Experimental and Clinical
Psychopharmacology 2000;8:371–376. [PubMed: 10975628]

Damanpour F. Organizational innovation: A meta-analysis of effects of determinants and moderators.
Academy of Management Journal 1991;34:555–590.

Damanpour F, Schneider M. Phases of the adoption of innovation in organizations: Effects of
environment, organization, and top managers. British Journal of Management 2006;17:215–236.

Ducharme LJ, Knudsen HK, Abraham AJ, Roman PM. Counselor attitudes toward the use of
contingency management in addiction treatment. in press.

Ducharme LJ, Knudsen HK, Roman PR, Johnson JA. Innovation adoption in substance abuse
treatment: Exposure, trialability, and the Clinical Trials Network. Journal of Substance Abuse
Treatment 2007;32:321–329. [PubMed: 17481455]

Ducharme LJ, Knudsen HK, Roman PM. Availability of integrated care for co-occurring substance
abuse and psychiatric conditions. Community Mental Health Journal 2006;42:363–375. [PubMed:
16544206]

Friedmann PD, Taxman FS, Henderson CE. Evidence-based treatment practices for drug-involved
adults in the criminal justice system. Journal of Substance Abuse Treatment 2007;32:267–277.
[PubMed: 17383551]

Friedmann PD, Alexander JA, Jin L, D’Aunno TA. On-site primary care and mental health services in
outpatient drug abuse treatment units. Journal of Behavioral Health Services & Research
1999;26:80–94. [PubMed: 10069143]

Fuller BE, Rieckmann T, McCarty D, Smith KW, Levine H. Adoption of naltrexone to treat alcohol
dependence. Journal of Substance Abuse Treatment 2005;28:273–280. [PubMed: 15857728]

Griffith JD, Rowan-Szal GA, Roark RR, Simpson DD. Contingency management in outpatient
methadone treatment: A meta-analysis. Drug and Alcohol Dependence 1999;58:55–66. [PubMed:
10669055]

Herbeck DM, Hser Y, Teruya C. Empirically supported substance abuse treatment approaches: A
survey of treatment providers’ perspectives and practices. Addictive Behaviors 2008;33:699–712.
[PubMed: 18207334]

Institute of Medicine. Bridging the gap between practice and research: Forging partnerships with
community-based drug and alcohol treatment. Washington, DC: National Academy Press; 1998.

Kamon J, Budney A, Stanger C. A contingency management intervention for adolescent marijuana
abuse and conduct problems. Journal of the American Academy of Child and Adolescent
Psychiatry 2005;44:513–521. [PubMed: 15908833]

Kirby KC, Benishek LA, Dugosh KL, Kerwin ME. Substance abuse treatment providers’ beliefs and
objections regarding contingency management: Implications for dissemination. Drug and Alcohol
Dependence 2006;85:19–27. [PubMed: 16650657]

Knudsen HK, Ducharme LJ, Roman PM. Early adoption of buprenorphine in substance abuse
treatment centers: Data from the private and public sectors. Journal of Substance Abuse Treatment
2006;30:363–373. [PubMed: 16716852]

Knudsen HK, Roman PM. Modeling the use of innovations in private treatment organizations: The
role of absorptive capacity. Journal of Substance Abuse Treatment 2004;26:353–361. [PubMed:
14698799]

Knudsen HK, Roman PM, Ducharme LJ, Johnson JA. Organizational predictors of pharmacological
innovation adoption: The case of disulfiram. Journal of Drug Issues 2005;35:553–568.

Lussier JP, Heil SH, Mongeon JA, Badger GJ, Higgins ST. A meta-analysis of voucher-based
reinforcement therapy for substance use disorders. Addiction 2006;101:192–203. [PubMed:
16445548]

Marinelli-Casey P, Domier CP, Rawson RA. The gap between research and practice in substance
abuse treatment. Psychiatric Services 2002;53:984–987. [PubMed: 12161673]

Mark TL, Kranzler HR, Poole VH, Hagen CA, McLeod C, Crosse S. Barriers to the use of medications
to treat alcoholism. The American Journal on Addictions 2003;12:281–294. [PubMed: 14504021]

Bride et al. Page 10

J Subst Abuse Treat. Author manuscript; available in PMC 2012 January 1.

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript



McGovern MP, Fox TS, Xie H, Drake RE. A survey of clinical practices and readiness to adopt
evidence-based practices: Dissemination research in the addiction treatment system. Journal of
Substance Abuse Treatment 2004;26:305–312. [PubMed: 15182895]

McKelvey RD, Zavoina W. Statistical-model for analysis of ordinal level dependent variables. Journal
of Mathematical Sociology 1975;4:103–120.

Mee-Lee, DL.; Gartner, L.; Shulman, G.; Wilford, B. Patient placement criteria for the treatment of
substance-related disorders. 2nd Ed.. Chevy Chase, MD: American Society of Addiction
Medicine; 1998.

Miller, WR.; Brown, JM.; Simpson, TL.; Handmaker, NS.; Bien, TH.; Luckie, LF.; Montgomery, HA.;
Hester, RK.; Tonigan, JS. What works? A methodological analysis of the alcohol treatment
outcome literature. In: Hester, RK.; Miller, WR., editors. Handbook of alcoholism treatment
approaches: Effective alternatives. Needham Heights, MA: Simon & Schuster; 1995. p. 12-44.

Nelson TD, Steele RG. Predictors of practitioner self-reported use of evidence-based practices:
Practitioner training, clinical setting, and attitudes toward research. Administration and Policy in
Mental Health and Mental Health Services Research 2007;34:319–330. [PubMed: 17268858]

Oser CB, Roman PM. Organizational-level predictors of adoption across time: Naltrexone in private
treatment centers. Journal of Studies on Alcohol and Drugs 2007;68:852–861. [PubMed:
17960303]

Oser CB, Roman PM. A categorical typology of naltrexone-adopting private substance abuse centers.
Journal of Substance Abuse Treatment 2008;34:433–442. [PubMed: 17997266]

Petry NM, Marti B, Cooney JL, Krantzler HR. Give them prizes, and they will come: Contingency
management for treatment of alcohol dependence. Journal of Consulting and Clinical Psychology
2000;68:250–257. [PubMed: 10780125]

Petry NM, Martin B. Low-cost contingency management for treating cocaine- and opioid-abusing
methadone patients. Journal of Consulting and Clinical Psychology 2002;70:398–405. [PubMed:
11952198]

Petry NM, Tedford J, Austin M, Nich C, Carroll K, Rounsaville BJ. Prize reinforcement contingency
management for treating cocaine users: How low can we go, and with whom? Addiction
2004;99:349–360. [PubMed: 14982548]

Petry NM, Peirce JM, Stitzer ML, Blaine J, Roll JM, Cohen A, et al. Effect of prize-based incentives
on outcomes in stimulant abusers in outpatient psychosocial treatment programs: A national drug
abuse treatment clinical trials network study. Archives of General Psychiatry 2005;62:1148–1156.
[PubMed: 16203960]

Prendergast ML, Hall EA, Roll J, Warda U. Use of vouchers to reinforce abstinence and positive
behaviors among clients in a drug court treatment program. Journal of Substance Abuse Treatment
2008;35:125–136. [PubMed: 17997267]

Prendergast M, Podus D, Finey J, Roll J. Contingency management for treatment of substance use
disorders: A meta-analysis. Addiction 2006;101:1546–1560. [PubMed: 17034434]

Rash CJ, Alessi SM, Petry NM. Contingency management is efficacious for cocaine abusers with prior
treatment attempts. Experimental and Clinical Psychopharmacology 2008;16:547–554. [PubMed:
19086775]

Read JP, Kahler CW, Stevenson JF. Bridging the gap between alcoholism treatment research and
practice: Identifying what works and why. Professional Psychiatry; Research and Practice
2001;32:227–238.

Rodgers JH, Barnett PG. Two separate tracks? A national multivariate analysis of differences between
public and private substance abuse treatment programs. American Journal of Drug and Alcohol
Abuse 2000;26:429–442. [PubMed: 10976667]

Rogers, EM. Diffusion of innovations. 5th ed.. New York: Free Press; 2003.
Roll JM, Petry NM, Stitzer ML, Brecht ML, Peirce JM, McCann MJ, Blaine J, MacDonald M,

DiMaria J, Lucero L, Kellogg S. Contingency management for the treatment of methamphetamine
use disorders. American Journal of Psychiatry 2006;163:1993–1999. [PubMed: 17074952]

Roman PM, Johnson AJ. Adoption and implementation of new technologies in substance abuse
treatment. Journal of Substance Abuse Treatment 2002;22:1–8. [PubMed: 11849902]

Bride et al. Page 11

J Subst Abuse Treat. Author manuscript; available in PMC 2012 January 1.

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript



Simpson DD. A conceptual framework for transferring research to practice. Journal of Substance
Abuse Treatment 2002;22:171–182. [PubMed: 12072162]

Silverman K, Chutuape MA, Bigelow GE, Stitzer ML. Voucher-based reinforcement of cocaine
abstinence in treatment-resistant methadone patients: Effects of reinforcement magnitude.
Psychopharmacology 1999;146:128–138. [PubMed: 10525747]

Silverman K, Wong CJ, Higgins ST, Brooner RK, Montoya ID, Contoreggi C, UmbrichtSchneiter A,
Schuster CR, Preston KL. Increasing opiate abstinence through voucher-based reinforcement
therapy. Drug and Alcohol Dependence 1996;41:157–165. [PubMed: 8809505]

StataCorp. Stata Statistical Software: Version 10. College Station, TX: StataCorp LP; 2007.
Willenbring, Kivlahan; Henny, M.; Grillo, M.; Hagedorn, H.; Postier, A. Beliefs about evidence based

practices in addiction treatment: A survey of Veterans Administration program leaders. Journal of
Substance Abuse Treatment 2004;26:79–85. [PubMed: 15050084]

Yahr HT. A national comparison of public- and private-sector alcoholism treatment delivery system
characteristics. Journal of Studies on Alcohol 1986;49:233–239. [PubMed: 3374137]

Bride et al. Page 12

J Subst Abuse Treat. Author manuscript; available in PMC 2012 January 1.

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript



N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

Bride et al. Page 13

Table 1

Characteristics of SUD Treatment Organizations.

N % M (SD)

Size (FTEs) 318 11.06 (21.55)

Non-Profit 298 93.7

Research Experience (in past 2 yrs) 93 29.2

   Medication trials 9 2.9

   Behavioral therapy trials 43 13.5

   Other Research 45 14.2

Levels of Care

   Inpatient Detoxification 41 12.9

   Inpatient CD 37 11.6

   Residential 113 35.5

   Partial Hospitalization 30 8.8

   Intensive Outpatient 172 54.1

   Outpatient 216 67.9
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Table 2

Multivariate Logistic Regression of Organizational Factors on Use of Contingency Management.

Predictor Mean (SD) or % b (SE) OR (95% CI)

Structural Variables

   Total FTEs (log) 2.78 (.99) 0.130 (.16) 1.14 (0.83–1.56)

   Accredited (%) 37.1 -0.314 (.31) 0.73 (0.40–1.34)

   Government owned (%) 22.6 −0.383 (.35) 0.68 (0.34–1.37)

Workforce Variables

   Master’s counselors (%) 39.2 −0.005 (.01) 0.99 (0.98–1.00)

   Recovering counselors (%) 44.9 0.001 (.01) 1.00 (0.99–1.01)

Organizational Values and Norms

   12-step orientation (%) 71.4 0.373 (.34) 1.45 (0.75–2.80)

   Supportiveness 8.97 (1.40) 0.293 (.12)* 1.34 (1.05–1.71)

   Research experience (%) 29.2 0.690 (.30)* 1.99 (1.10–3.61)

Patient Characteristics

   Outpatient (%) 53.8 0.957 (.32)** 2.60 (1.38–4.92)

   Drug court (%) 75.2 1.030 (.39)** 2.80 (1.29–6.07)

   Adolescent (%) 13.7 0.016 (.00)** 1.02 (1.01–1.03)

McKelvey & Zavonia’s R2 = .214

*
p < .05,

**
p < .01
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