Practice 4: Contingency Management

Contingency management is the fourth evidence-based practice area. Its implementation requires individual patient-based planning and an awareness of the evidence-based practices discussed in the three previous sections: dosing, counseling frequency, and program orientation. This last section contains a contingency management evidence summary, a step-by-step guide with ideas for developing and implementing a contingency management policy in your clinic, and some examples of the approaches that OpiATE Initiative clinics took to develop and implement contingency management.
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“The use of Contingency Management. We’re real quick to take take-homes away if the patients are dirty; that was in place before. However, the counseling staff are more alert to getting patients into a take-home schedule once they qualify. This is my sense any way.” —clinical coordinator
Contingency management (CM) is the term used to describe substance abuse treatment that structures the client’s environment in such a way as to encourage change. This is accomplished by setting specific, objective behavioral goals and specific, objective consequences for meeting or not meeting those goals. Numerous, well controlled laboratory and outpatient studies have provided unambiguous evidence that drug use behaviors can be modified by environmental consequences (Kidorf & Stitzer, 1999). As used in opioid agonist therapy (OAT) programs, CM techniques have been successfully used to promote the reduction or elimination of illicit drug use (Stitzer, Bigelow & Liebson, 1980). Within OAT programs, CM techniques that make clinic privileges contingent on evidence of abstinence are one of the only specific interventions for continued poly-drug abuse to have been systematically evaluated for efficacy (Stitzer, Iguchi, & Felch, 1992). At little additional cost, CM programs clarify expectations of clients and provide objective, standard consequences for their behavior.

Both positive incentives for clean urines (e.g., monetary reinforcement, dose increases, take-home privileges) and negative incentives for drug positive urines (e.g., dose decreases, discharge from treatment) are effective in reducing drug use on average for those left in the group. However, positive reinforcers have the advantage of retaining clients in treatment for longer periods (Stitzer et al., 1992). Contingent treatment availability obviously reduces clients’ treatment period if they are unable to comply with the goals of the contingency program. Methadone dose decreases for drug positive urines also reduce treatment periods because of increased dropouts. Stitzer and colleagues compared a positive incentive CM program, which provided dose increases for clean urines, to a negative incentive CM program, which decreased dose for drug- positive urine (Stitzer, Bickel, Bigelow & Liebson, 1986). While they found that approximately half of the patients in both groups showed marked improvement in their percentage of drug-positive urines, they also found that the patients in the negative incentive condition were more likely to leave treatment early. Nolimal and Crowley (1990) also evaluated the effectiveness of decreases in contingent methadone dosing and came to the same conclusion that drug use was clearly reduced, but that 36% of the patients chose to detoxify and leave treatment rather than stop illicit drug use. Nolimal and Crowley concluded that the risk of discharge outweighed the benefits of the contingent dose intervention. This is an extremely important consideration given that retention in an OAT program reduces criminality, HIV infection rates, and mortality.

Contingent take-home doses provide a simple and low cost positive incentive that has been consistently rated by patients as the most desirable incentive (Chutuape, Silverman, & Stitzer, 1998). Take-home doses have also been shown to be the most powerful incentive available in OAT clinics, and therefore are the most highly recommended (Chutuape, Silverman, & Stitzer, 2001). The evidence for the success of take-home incentive programs is extensive. Stitzer and colleagues (1992) implemented a program in which two weeks of clean urines were required to earn one take-home day. Clients could earn a maximum of three take-home days. Any positive urine test during a two-week period resulted in a loss of one take-home day. Thirty-two percent of the clients on the contingency program qualified as “improved” compared to only 8% of clients who received their take-home doses randomly. In addition, 28% of control clients improved when crossed over from the control to the contingent condition. Across multiple studies and multiple target drugs (e.g., opiates, cocaine, benzodiazepine), the percentage of patients improving with contingent take-home programs is surprisingly consistent at 30-50% (Iguchi, Stitzer, Bigelow & Liebson, 1988; Kidorf & Stitzer, 1999; Magura, Casriel, Goldsmith, Strug, & Lipton, 1988; Milby, Garrett, English, Fritschi, & Clarke, 1978).

Most OAT clinics provide take-home privileges at some point during treatment but do not use take-home privileges in a flexible and responsive CM program that provides immediate rewards for changed behavior (Stitzer et al., 1992). One major problem with many current take-home policies is that the time between the goal and the consequence is too long. Often clients are required to submit three months worth of clean urines before they are rewarded with a take-home dose. As described above, for maximum effectiveness, incentives should be awarded as proximally to the goal behavior as possible (Kidorf & Stitzer, 1999). Therefore, take-home CM programs generally require as little as two weeks of clean urines before awarding a take-home dose. While research protocols allow take-home privileges sooner than do federal standards for patients who have entered treatment, OAT programs can still work within Federal guidelines of take-home dosage and apply the principles of CM. For example, when a client has been in a program for 90 days and is eligible for a second take-home dose, receiving this privilege can be based on the client’s urine test results for the past two weeks, and maintaining this privilege can then be contingent on the client’s continued submission of clean urine samples. Implementing a take-home contingency program is a matter of formalizing policies about when take-home privileges will be granted, and when those privileges will be revoked.
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