Taylor &Francis
Addiction Research & Theory

ISSN: (Print) (Online) Journal homepage: https://www.tandfonline.com/loi/iart20

ConGam-PS: developing and evaluating a
measurement tool of treatment providers' views
about contingency management for gambling

Jack McGarrigle, Lucy Dorey, Darren Christensen, Richard May, Alice E. Hoon
& Simon Dymond

To cite this article: Jack McGarrigle, Lucy Dorey, Darren Christensen, Richard May, Alice E.
Hoon & Simon Dymond (21 Aug 2023): ConGam-PS: developing and evaluating a measurement
tool of treatment providers’ views about contingency management for gambling, Addiction
Research & Theory, DOI: 10.1080/16066359.2023.2247978

To link to this article: https://doi.org/10.1080/16066359.2023.2247978

8 © 2023 The Author(s). Published by Informa
UK Limited, trading as Taylor & Francis
Group.

A
h View supplementary material &

@ Published online: 21 Aug 2023.

N
CA/ Submit your article to this journal

||I| Article views: 223

A
& View related articles &'

(&) view Crossmark data

Full Terms & Conditions of access and use can be found at
https://www.tandfonline.com/action/journalinformation?journalCode=iart20


https://www.tandfonline.com/action/journalInformation?journalCode=iart20
https://www.tandfonline.com/loi/iart20
https://www.tandfonline.com/action/showCitFormats?doi=10.1080/16066359.2023.2247978
https://doi.org/10.1080/16066359.2023.2247978
https://www.tandfonline.com/doi/suppl/10.1080/16066359.2023.2247978
https://www.tandfonline.com/doi/suppl/10.1080/16066359.2023.2247978
https://www.tandfonline.com/action/authorSubmission?journalCode=iart20&show=instructions
https://www.tandfonline.com/action/authorSubmission?journalCode=iart20&show=instructions
https://www.tandfonline.com/doi/mlt/10.1080/16066359.2023.2247978
https://www.tandfonline.com/doi/mlt/10.1080/16066359.2023.2247978
http://crossmark.crossref.org/dialog/?doi=10.1080/16066359.2023.2247978&domain=pdf&date_stamp=21 Aug 2023
http://crossmark.crossref.org/dialog/?doi=10.1080/16066359.2023.2247978&domain=pdf&date_stamp=21 Aug 2023

ADDICTION RESEARCH & THEORY
https://doi.org/10.1080/16066359.2023.2247978

Taylor & Francis
Taylor &Francis Group

a OPEN ACCESS ‘ W) Check for updates

RESEARCH ARTICLE

ConGam-PS: developing and evaluating a measurement tool of treatment
providers’ views about contingency management for gambling

Jack McGarrigle?, Lucy Dorey®, Darren Christensen®, Richard May?, Alice E. Hoon® and Simon Dymond®"

3School of Psychology, Swansea University, Swansea, UK; "School of Psychology, University of Southampton, Southampton, UK; “Faculty of
Health Sciences, University of Lethbridge, Lethbridge, Alberta, Canada; dFaculty of Life Sciences and Education, University of South Wales,
Pontypridd, UK; ®Swansea University Medical School, Swansea, UK; Department of Psychology, Reykjavik University, Iceland

ABSTRACT

Contingency management (CM) is an evidence-based behavioral intervention highly effective at pro-
moting behavior change. Despite evidence of its efficacy, the extension of CM to the treatment of
harmful gambling has been slow. Wider dissemination of CM may be facilitated through identification
of perceived obstacles and barriers. The present study developed items for a new scale, the
Contingency Management for Gambling Provider Survey (ConGam-PS), to measure the views of gambling
treatment providers of CM for gambling. In a mixed methods (qualitative and quantitative) based
approach, N=111 UK gambling treatment providers were surveyed about their positive, negative, and
neutral beliefs about CM. Descriptive analyses found that participants were open to using and receiv-
ing training in CM, and supported research on CM for treatment of gambling. Common concerns
involved the potential negative consequences for clients when incentives are withdrawn and the feasi-
bility of objectively verifying gambling abstinence. No significant associations were found between par-
ticipant characteristics and CM beliefs. Overall, there is openness toward CM among treatment
providers and further research and evaluation of CM for harmful gambling is warranted.
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Introduction beliefs, attitudes and potential barriers and obstacles to
wider implementation.

Addiction treatment providers generally have a positive
view of CM (Rash et al. 2012), while some have concerns
such as how clients might respond when the intervention is
withdrawn, the perceived cost and fairness of CM, and a
belief that CM fails to address the underlying causes of
addiction (Kirby et al. 2006; Ritter and Cameron 2007;
Gagnon et al. 2020; Oluwoye et al. 2020). It is important to
measure and evaluate such concerns identified in related
treatment domains to facilitate and promote the application
of CM-based approaches in treatment for harmful gambling.
Previously, we conducted a qualitative thematic analysis
based on interviews with 30 United Kingdom (UK)-based
treatment providers (Dorey et al. 2022b). We found an

Contingency management (CM) is an evidence-based,
behavioral intervention highly effective at promoting behav-
ior change in addictive behaviors (McPherson et al. 2018;
Bolivar et al. 2021; Proctor 2022; Pfund et al. 2022a, 2022b;
DeFulio 2023). In a CM-based intervention, which are based
on principles of operant conditioning, clients earn tangible
rewards (e.g. shopping vouchers) by objectively verifying
adherence with pre-selected therapeutic goals such as urin-
alysis-monitored drug abstinence or directly recorded treat-
ment attendance. If agreed goals are not met, rewards are
withheld, and the value of any accumulated rewards may be
reset. CM interventions have high efficacy and may be cost-
effective with a range of addictive behaviors (Olmstead et al.

2007; Bolivar et al. 2021; Orme et al. 2023). Yet, despite this,
implementation of CM in treatment for disordered or harm-
ful gambling to date has been slow (Christensen 2013; Petry
et al. 2017; Christensen et al. 2018). Recently, we identified
that both treatment providers and clients were broadly sup-
portive of the potential use of CM in gambling treatment
(Dorey et al. 2022a,b). The aim of the present study was to
formally survey gambling treatment providers about CM
and to develop a validated screening questionnaire assessing

openness toward research on CM for gambling with some
concerns that CM did not align with personal treatment phi-
losophies (i.e. that it utilizes an external motivation to
change and may not address root causes of addiction), and
that CM could reinforce similar feelings and behaviors to
gambling and lead to relapse. Some treatment providers also
felt that certain mechanisms of CM could be manipulated
by clients, either through reselling incentives or by falsifying
bank statements to show abstinence from gambling.
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Concerns relating to the time and cost involved in imple-
menting CM were also found. We also explored the views of
service users (Dorey et al. 2022a) and found that clients
broadly supported the use of incentives. CM was seen as a
beneficial way in which to encourage attendance in treat-
ment and in maintaining abstinence. Moreover, clients
expressed concerns about possible deception and the use of
CM to trigger gambling-related emotions.

The purpose of the present study was to develop items
for a new scale, the Contingency Management for Gambling
- Provider Survey (ConGam-PS), and to use it to measure
the attitudes and perspectives of treatment providers.
Developing and validating such a scale may help facilitate
the wider dissemination and implementation of CM for
other addictive disorders and permit extensions across both
participant populations and jurisdictions. To do so, the
Provider Survey of Incentives (PSL; Kirby et al. 2006) was
modified for use in a gambling treatment context. The PSI
consists of items relating to moral/ethical objections about
the use of incentives, possible negative side effects, the prac-
ticality of incorporating CM into one’s practice, potential
limitations, and positive beliefs regarding tangible- and
social-based forms of CM. A high level of agreement with
positive statements relating to the use of CM was found
among substance use treatment providers in the USA. The
most prevalent concerns related to the cost of implementing
the practice and the belief that CM did not address the
underlying causes of addiction. Further research employed a
shortened, 22-item PSI to examine the CM views of clini-
cians working in community mental health centers found
that 77% stated they would introduce incentives to their
treatment programmes if funding were available (Srebnik
et al. 2013). Associations were also found between accept-
ability of CM and years of experience (with acceptability
increasing with more years of service), as well as differences
between addictions counselors and mental health clinicians
in perceived acceptability. Variants of the PSI have been
developed to assess clients’ views of CM. Getty et al. (2022)
developed the 18-item Service User Survey of Incentives
(SUSI) to capture the beliefs of substance misuse clients in
the UK and found 81% favored incentive programmes, with
little evidence of negative beliefs surrounding CM. Similarly,
with the Contingency Management Beliefs Questionnaire
(CMBQ) administered to respondents in the USA, Rash
et al. (2012) detected favorable views regarding CM,
matched with concerns surrounding how clients will react
when incentives are withdrawn.

Notwithstanding cultural and historical differences about
CM development and implementation between countries,
these findings indicate general support and positive opinions
regarding CM for abstinence, with some reservations, among
both substance-use treatment providers and clients/service
users (Oluwoye et al. 2020). To facilitate wider dissemin-
ation and implementation of CM for other addictive disor-
ders such as gambling, we sought to assess UK-based
gambling treatment service providers’ views. We developed
the ConGam-PS to measure treatment providers’ views on
the use of CM-based incentives in gambling treatment to

obtain a better understanding of potential barriers and
obstacles. Validation of a psychometrically robust ConGam-
PS would, for instance, allow for empirical assessment of the
impact of staff training in CM-based methods for gambling
treatment on staff perceptions and may help identify the
appropriateness or acceptability of CM among different
groups of treatment providers.

The key questions that guided the present study were: (1)
“what are the beliefs and objections of UK gambling treat-
ment providers towards CM for gambling?”; (2) “what is
the acceptability of incentive-based therapy, such as CM,

for gambling?”; and (3) “what are the associations
between treatment provider characteristics and beliefs
about CM?”
Methods

Design and ethics

We used a five-step model of mixed methods scale develop-
ment and validation analysis (Zhou 2019): (1) qualitative
data related to the scale construct of interest is generated;
(2) qualitative data is converted to scale items; (3) content-
based validity of the scale items is assessed; (4) the new scale
is administered, and (5) quantitative validation of the scale
is conducted.

Ethical approval was received from Swansea University
School of Psychology Research Ethics Committee.

Development of the contingency management for
gambling - provider survey

The ConGam-PS was developed following our qualitative-led
review of the efficacy of the PSI for use in gambling con-
texts. This qualitative scale development stage focused on
drawing out the views of thirty UK based gambling treat-
ment practitioners of CM (Dorey et al. 2022b), and based
on this data we reflected on whether a new scale adapted
from the PSI was needed. The sample size was adequate for
identifying a range of views, with no novel material being
generated in later interviews. During qualitative analysis,
thematic coding was employed (Zhou 2019): codes repre-
senting views expressed by five or more participants were
either reworded to new question items representing the
expressed theme (n=26) or matched with items from the
PSI (n=12), along with lesser supported items deemed
important. For example, the code “CM could reinforce simi-
lar patterns to gambling” and related quotes reflecting issues
with the use of CM resulting in feelings and thoughts lead-
ing to gambling, was reworded to create a new item: “I am
concerned that providing incentives would reinforce think-
ing, feeling and behaviour patterns similar to gambling”.
After comments from participants, some PSI items were
reworded to be relevant to gambling. This resulted in a list
of 38 questions. The third step involved validation of the
content of scale items (Zhou 2019) by reflecting and refining
the content of questions in relation to coding. The content
validation process involved providing coding and candidate
survey questions to three subject-matter experts (one expert



delivering CM for gambling, one behavior-analytic
researcher, and one person with lived experience of gam-
bling disorder), who gave feedback and suggestions related
to both theoretic (i.e. “are the items relevant to the construct
and purpose?”) and face validation (i.e. “is the wording cor-
rect and easily understood?”). Voting was used to resolve
instances of disagreement that were not resolved by discus-
sion. Two further questions were added by the expert panel,
one related to cost and one related to practitioner discom-
fort asking about bank statements, leading to a revised ques-
tionnaire of 40 questions.

Administering the contingency management for
gambling - provider survey

Participants (n=111) were recruited to the online survey,
hosted in Qualtrics, through social media announcements,
targeted recruitment emails, and flyers between March and
June 2022. The survey was open to UK-based gambling
treatment providers working with people receiving treatment
and support for harmful gambling (see Supplementary
Materials). All participants provided signed informed con-
sent and received a £7.50 online shopping voucher by email
on completion.

Quality checks were implemented with the online survey
data collection protocols to identify and filter fraudulent
responses (Pickering and Blaszczynski 2021) such that: (a)
the survey could only be completed once from the same
device, (b) location data was checked through IP monitoring
post-completion, and (c) the duration it took to complete
the survey was analyzed (i.e. completed survey times signifi-
cantly faster than average were further scrutinized to check
for “straight line” and likely inaccurate responses). In total,
3,867 responses were received to the survey. Following the
implementation of quality control measures, 3,756 responses
were removed from the dataset. Excluded responses con-
sisted of the following: (a) opened the survey but did not
complete the consent form (n=828, 21%); (b) completed
the consent form but not the survey (n=1,434, 38%); (c)
completed the survey outside of the UK (n =376, 10%); and
(d) provided inconsistent or questionable responses
(n=1,118, 30%). Inconsistent or questionable responses
took the form of: (a) an incomplete answer to “which service
provider do you work for?” (n=487, 13%); (b) responses
with spurious service provider names (n= 160, 4%); and (c)
surveys completed in less than one minute (n=471, 13%).
The final sample consisted of responses from n=111
(Table 1).

Procedure

The ConGam-PS consisted of two parts. Part A contained
12 demographic questions on gender, ethnicity, highest level
of education completed, name of service provider, the UK
region their work serves, employment position, the models
or approaches used in their work, any personal experience
of gambling harm, experience using incentives in treatment,
and the number of years they had worked in the gambling
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Table 1. Sociodemographic characteristics of participants (n=111).

n %
Gender
Male 50 45%
Female 61 55%
Age
18-29 14 13%
30-39 32 29%
40-49 32 29%
50-59 25 23%
60+ 8 7%
Ethnicity
White British 88 79%
White Irish 6 5%
Any other white background 8 7%
Mixed - White/Black Caribbean 5 5%
Mixed — White/Black African 2 2%
Black - Caribbean 1 1%
Other 1 1%
Education
No formal qualifications 1 1%
Entry level certificate 3 3%
GCSE grade D-G 3 3%
GCSE grade A*-C 4 4%
A levels 8 7%
Certificate of HE 5 5%
Diploma of HE 15 14%
Bachelor’s degree 33 30%
Master's degree 31 28%
Doctorate 8 7%
Work location (tick all that apply)
England 55 31%
Scotland 44 25%
Wales 53 30%
Northern Ireland 24 14%
Position (tick all that apply)
Service provider or therapist 52 35%
Supervisor 13 9%
Manager 29 19%
Trainer 1" 7%
Lived experience service provider 23 15%
Other 22 15%
Approach used in work (tick all that apply)
Cognitive behavioral therapy 60 15%
Motivational interviewing 49 12%
Humanistic 53 13%
Brain and gambling education 40 10%
Recovery model 45 1%
Relapse prevention 70 17%
Social behavior network 9 2%
Behaviorist 1 3%
3" wave CBT 16 4%
Psychodynamic or interpretive 16 4%
12 step 20 5%
Other 13 3%
Lived experience of gambling harm
Yes, related to own gambling 35 32%
Yes, related to family/friend’s gambling 16 14%
No 60 54%
Years worked in gambling treatment sector
<1 18 16%
1-5 60 54%
6-10 18 16%
10+ 15 14%
Prior experience using incentives in treatment
Yes, with tangible incentives 10 9%
Yes, with social incentives 9 8%
Yes, with tangible and social incentives 10 9%
No 82 74%

*Totals may not equal due to rounding; **participants were permitted to
select more than one option for location, position, and approach used in their
work, so totals may add to more than 100%.

treatment sector. Participants were then provided with a
brief description of what CM is, what is involved in its
implementation and the mechanisms by which it works
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(Supplementary Materials). In Part B, participants completed
the 40-item ConGam-PS which measured beliefs relating
to CM.

Items on the ConGam-PS were categorized into three
themes: (1) positive beliefs (e.g. “providing incentives treats
clients like adults who are responsible for their own recov-
ery”); (2) negative beliefs (e.g. “I am concerned that provid-
ing incentives would reinforce thinking, feeling and
behaviour patterns similar to gambling”); and (3) neutral
beliefs (e.g. “clients need to reach a point where they want
to change before they can benefit from treatment”).
Responses were assessed on a five-point Likert scale
(1 =Strongly Disagree, 5= Strongly Disagree).

Data analysis

Positive (items 3, 4, 10, 11, 12, 14, 17, 18, 19, 20, 22, 28, 30,
32, 34, 37, 39 and 40) and negative (items 1, 2, 6, 7, 8, 13,
15, 16, 21, 23, 24, 26, 27, 29, 31, 33, 36 and 38) summary
scores were created for each participant. Cronbach’s alpha
showed good reliability for the positive and negative item
subscales (6=0.93 and o=0.88, respectively). Inter-item
correlations indicated that all items were worthy of reten-
tion, resulting in a decrease in the alpha if deleted.

An Exploratory Factor Analysis was conducted on the
survey questions using JASP (JASP Team 2023). Two factors
were specified using maximum likelihood estimation. The
oblique Promax method was used to rotate the factors. The
base analysis was conducted using the correlation matrix,
and missing cases were excluded pairwise. Six questions
were excluded from the two-factor solution (Q1, Q5, Q6,
Q9, Q27, Q35). The results section reports the factor load-
ings and measures of model fit: Bartlett’s test for the homo-
geneity of variances, the Comparative Fit Index (CFI), the
Root Mean Square Error of Approximation (RMSEA), and
the Standardized Root Mean Square Residual (SRMR).

The proportion of participants indicating agreement, dis-
agreement, or neutral responses to individual items on the
ConGam-PS were analyzed descriptively. Chi-squared tests
of association examined relationships between participant
characteristics and CM beliefs. For both the positive and
negative items, we categorized participants as holding a posi-
tive or negative belief toward CM based on their individual
summary scores. Specifically, participants were deemed to
hold a positive belief if their positive items average score
exceeded 3 and to hold a generally negative belief if their
negative items mean score exceeded 3. Using these positive/-
negative belief groupings, Chi-squared tests of association
were performed using categories derived from the partici-
pant characteristics (Getty et al. 2022).

Results
Participant characteristics

Table 1 summarizes the participants’ characteristics. Most
participants were female, aged between 30 and 49, of White
British ethnicity, possessed at least a Bachelor’s degree, based
in England, employed relapse prevention and/or CBT

informed methods, and did not have lived experience of
gambling harms and no prior experience of using incentives
in treatment.

The average time to complete the survey was 13.4min
(8D = 25.4 min).

Positive and negative beliefs

Tables 2 and 3 show the percentage of participants indicat-
ing agreement, disagreement, or neutral responses to all
ConGam-PS items. The two-factor item structure of the
ConGam-PS was examined with exploratory factor analysis
(Table 4). The initial model was a good fit supported a two-
factor solution, with only one neutral item loading to Factor
1, suggesting good discrimination of items between positive
and negative factors (see Table 4).

Positive beliefs

There was a high level of agreement to the positive items,
with 74% of participants indicating that they would be inter-
ested in receiving training in CM for gambling treatment.
Eighty-one per cent of respondents agreed that if the
research shows CM gambling is effective, they would be
open to using it. Overall, 10 of the 15 positive items were
agreed with by at least 60% of participants. Among the most
endorsed statements were “research on CM for gambling
should be done”, and “incentives are worth the cost if they
work”, with 85% and 77% of participants indicating agree-
ment, respectively.

Less frequently endorsed statements included, “asking cli-
ents to share bank statements (as proof of abstinence) would
lead to greater transparency and accountability”, and
“overall, I would be in favour of adding an incentive-based
component to my treatment programme”, with 37% and
45% of participants indicating agreement, respectively. On
average, the positive items gathered a neutral response rate
of 24%. Items which took the form of clear assertions
regarding CM garnered the highest level of neutral response,
with 41% and 38% of participants indicating neutrality on
“CM 1is a useful behavioural procedure when targeting
abstinence”, and “CM is helpful because it helps keep clients
engaged in treatment long enough for them to really learn
valuable skills”, respectively.

Negative beliefs

The most frequently endorsed negative ConGam-PS item
was “I am worried about what happens when incentives are
withdrawn”, with 66% of participants agreeing with this
statement. Other negative items which were highly endorsed
were “clients will be able to cheat the system if proof of
abstinence relies on sharing bank statements”, and “a reduc-
tion in the level of incentive after missed goals would have a
negative impact on clients (e.g. feeling a failure)”, with 63%
of participants indicating agreement for each. On average,
negative survey items evoked a neutral response rate of 24%,
which was identical to the positive survey items. The items
which received the highest level of neutral response were
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Table 2. Percentage of participants indicating agreement, disagreement, or neutral responses to Contingency Management for Gambling - Provider survey
(ConGam-PS) items.

Strongly disagree Disagree Neutral Agree Strongly agree

Positive beliefs

3 | would favor incentives that fund personally meaningful 2.7 2.7 14.4 53.2 27.0
activities related to the client’s gambling recovery

4 Providing incentives treats clients like adults who are 54 18.0 25.2 432 8.1
responsible for their own recovery

10 Any source of abstinence motivation, not just internal 3.6 14.4 20.7 45.0 16.2
motivation, is a good thing for treatment

1 | would be interested in receiving training in contingency 1.8 3.6 20.7 55.0 18.9
management for gambling treatment.

12 Contingency management is worth the time and effort if 0.9 2.7 225 459 279
it works

14 Incentives are worthwhile because they can get clients in 0.9 10.8 216 55.9 10.8
the door for treatment

17 Incentives will work best when they are tailored to the 0.9 2.7 9.0 58.6 28.8
individual

18 Asking clients to share bank statements (as proof of 9.0 243 29.7 27.9 9.0
abstinence) would lead to greater transparency and
accountability

19 If the research shows contingency management for 0.9 4.5 13.5 58.6 225
gambling is effective, | would be open to using it

20 Contingency management is helpful because it helps 0.9 8.1 38.7 441 8.1
keep clients engaged in treatment long enough for
them to really learn valuable skills.

22 Incentives are worth the cost if they work 0.9 2.7 19.8 56.8 19.8

28 It makes sense to apply positive reinforcement to 1.8 0.9 17.1 64.0 16.2
gambling treatment.

30 If research shows contingency management for gambling 0.9 0.9 1.7 58.6 279
has a long-term positive impact, | would support
its use.

32 If contingency management is implemented skillfully and 0.9 8.1 216 57.7 11.7
with clear communication, barriers to implementation
could be overcome.

34 Contingency management is a useful behavioral 1.8 9.9 414 43.2 3.6
procedure when targeting abstinence.

37 Contingency management is useful when targeting 0.9 9.9 26.1 55 8.1
treatment goals other than abstinence (e.g. session
attendance, completion of activities).

39 Research on contingency management for gambling 0.9 1.8 1.7 50.5 35.1
should be done.

40 Overall, | would be in favor of adding an incentive-based 7.2 13.5 34.2 315 13.5
component to my treatment programme.

Negative beliefs

1 | do not have time to administer incentives in a therapy 13.5 40.5 35.1 9.9 0.9
session

2 | am concerned contingency management would lead to 1.8 15.3 216 45.0 16.2
clients concealing gambling relapses from their
treatment provider

6 Clients will be able to cheat the system if proof of 1.8 12.6 225 423 20.7
abstinence relies on sharing bank statements

7 | am worried about what happens when incentives are 1.8 14.4 17.1 48.6 18.0
withdrawn

Clients would sell/trade earned items to gamble 1.8 14.4 324 414 9.9

13 There are enough rewards in being abstinent; incentives 7.2 315 34.2 19.8 7.2
are not necessary

15 | am concerned that providing incentives would reinforce 3.6 25.2 19.8 36.9 144
thinking, feeling, and behavior patterns similar to
gambling

16 Incentive programmes are not consistent with my 27 234 333 29.7 10.8
approach to treatment

21 Providing incentives undermines the client’s internal 3.6 333 34.2 19.8 9.0
motivation to stay abstinent.

23 Overall, incentives have a negative effect on trust in the 54 35.1 31.5 234 4.5
client/service provider relationship.

24 If you give an incentive to clients who have earned them, 7.2 333 225 315 5.4
but not to others, it would cause conflict between
clients.

26 Contingency management interventions create extra work 2.7 243 38.7 27.0 7.2
for me.

27 There is no practical way to prove abstinence from 54 17.1 234 38.7 15.3
gambling.

29 Incentives are just not right because they are rewarding 18.9 28.8 38.7 10.8 2.7
the client for what they should be doing in the first
place.

(continued)
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Table 2. Continued.

Strongly disagree Disagree Neutral Agree Strongly agree

31 Contingency management raises ethical issues that 4.5 20.7 315 315 11.7
concern me.

33 | am concerned the service | work for could be criticized 3.6 27.9 19.8 315 17.1
for giving incentives to people recovering from
gambling.

36 A reduction in the level of incentive after missed goals 1.8 9.9 243 49.5 14.4
would have a negative impact on clients (e.g. feeling a
failure).

38 Asking clients to share bank statements (as proof of 2.7 14.4 216 35.1 26.1
abstinence) would feel uncomfortable

Neutral beliefs

5 | would be more supportive of contingency management 3.6 27.0 49.5 17.1 2.7
for gambling if it was app-based

9 The impact of an incentive will depend on how attractive 0.0 2.7 12.6 61.3 234
it is to the individual

25 The impact of incentives is dependent on the quality of 0.9 3.6 9.9 48.6 36.9
the intervention delivered alongside it.

35 Clients need to reach a point where they want to change 2.7 7.2 14.4 396 36.0

before they can benefit from treatment.

Table 3. Total participant responses to positive and negative survey items (n
and %).

n* %
Positive items
Strongly disagree 47 2%
Disagree 155 8%
Neutral 444 22%
Agree 1004 50%
Strongly agree 348 17%
Negative items
Strongly disagree 100 5%
Disagree 463 23%
Neutral 557 28%
Agree 648 32%
Strongly agree 230 12%

*total responses equal 1998 (18 questions x 111 responses).

“contingency management interventions create extra work
for me”, and “incentives are just not right because they are
rewarding the client for what they should be doing in the
first place”, each garnering a neutral response rate of 39%.

Associations between participant characteristics and CM
beliefs

We found no association between participants’ prior experi-
ence using incentives, gender, age, whether CBT was used in
work, years of experience in the gambling treatment sector,
or lived experience of gambling harm and positive or nega-
tive beliefs regarding CM (Table 5).

Discussion

Using a mixed-methods approach to item development and
initial validation of the ConGam-PS, we measured perspec-
tives of UK gambling treatment providers on the use of CM.
In general, analysis of ConGam-PS responses identified an
openness to using CM, receiving training in CM, and in
support for further research on how best to adapt CM for
the treatment of gambling. The present findings are an
important first assessment of the beliefs of UK-based gam-
bling treatment providers about the potential effectiveness of

CM as an adjunct psychosocial intervention for harmful
gambling.

Participants endorsed several potential ethical concerns
about CM, supporting previous findings (Kirby et al. 2006;
Getty et al. 2019, 2022; Gagnon et al. 2020; Dorey et al
2022a,b). That is, 63% agreed that clients might sell or trade
incentives and could ‘cheat the system’ if evidence of abstin-
ence relied on sharing bank statements Hypothetically, if cli-
ents sought to sell or trade their vouchers then this may
involve delays between the provision of vouchers by the
researchers and the cash alternative as many clients in CM
studies choose to accumulate their earnings until the end of
the study (Bickel et al. 2010). While it is theoretically pos-
sible that a client might sell or swap their online vouchers
and in so doing have untraceable small amounts of cash to
gamble with, we contend that this is highly unlikely.
Notwithstanding this, it is possible to mitigate any risk of
fraud by requiring treatment staff to purchase requested
items for clients - who may or may not then be tempted to
sell the items for cash; the evidence from CM for substance
use disorders suggests this is highly unlikely (Rothfleisch
et al. 1999; Festinger et al. 2005; Petry et al. 2014, 2013;
Bolivar et al. 2021). Obviously, there is a need to protect
against fraud when using incentive-based procedures like
CM, and while there is no evidence to suggest that CM pro-
cedures are more subject to fraud than other programmes
(Ranganathan and Lagarde 2012; Bolivar et al. 2021; Proctor
2022), this ethical concern remains a potential barrier to
wider dissemination.

Relatedly, 61% agreed that asking clients to share bank
statements as proof of abstinence from gambling would feel
uncomfortable. This concern may be a key barrier to the
wider implementation of CM in gambling treatment settings;
that is, to provide evidence of abstinence from gambling, cli-
ents may be asked to produce itemized bank statements and
explain cash withdrawals in order to receive their scheduled
incentive (Christensen et al. 2018). Importantly, incentives
to avoid fraud must act in the same way for clients in recov-
ery from gambling harm as they do for others without a his-
tory of harmful gambling. Moreover, the risk of fraud is
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Table 4. Factor loadings of the ConGam-PS. further reduced when CM is used to incentivise recovery-
Factor 1 Factor 2 Uniqueness oriented goals in situations where clients are highly moti-
Positive items vated to change and give consent to achieve pre-agreed
8?(2) g%i g‘ggg treatment goals and hence contact a wider range of naturally
Q19 0.786 0382 occurring reinforces to sustain their recovery (Proctor 2022).
Q39 0758 0473 Despite this, it is clear that more work is needed to better
8§§ 8:255;; g:izg understand potential fraud with the use of CM and the
Q40 0.686 0.324 impact of any gambling-related crime on treatment (Petry
Q11 0.661 0.547 et al. 2013; Adolphe et al. 2019). Future studies of CM for
8}‘7‘ g:gg? g:ggg gambling should determine whether these concerns are justi-
Q34 0.609 0502 fied, and if so, how the intervention can be adapted to meet
Q3 0.580 0713 clients’ needs and evaluate other objective indices of
8;12 g:gg; g:ggi gambling abstinence such as spousal corroboration of non-
Q37 0.541 0635 gambling and enrollment in harm reduction measures such
Q28 0.488 0.754 as installing blocking software and self-exclusion, and the
812* 8::?‘2 8:;;? impact on treatment outcomes (Christensen et al. 2018;
Q10 0.443 0.613 Pickering et al. 2018).
Q13 —0.407 0577 We identified greater support among UK providers for
Negative items the use of CM when targeting treatment goals other than
Q31 0.730 0.347 abstinence, such as session attendance or completion of pre-
Q21 0.685 0.418 e . P
033 0.685 0555 agreed activities, than for abstinence alone. This is note-
Q15 0.669 0473 worthy as it suggests a feasible means of introducing CM
Q23 0.607 0.428 within gambling treatment settings, and one that avoids the
Q26 0.573 0.726 . X .
Q7 0558 069 potential challenges related to using bank statements as evi-
Q24 0.526 0.728 dence of abstinence, would be to incentivise completion of
Q36 0.518 0.776 target behaviors other than abstinence. Support for this
Q38 0.478 0.783 . .
Q8 0.440 0764 approach stems from our related finding that most providers
Q 0435 0.680 agreed or strongly agreed that incentives will work best
Q29 0.427 0.651 when tailored to the client. Adopting an individualized
Q16 0.417 0.570

- - — approach to treatment is consistent with the observation
Note. *Neutral item. See Supplementary Materials for breakdown of individual

ConGam-PS items. Applied rotation method is promax. The model showed a that many clients believe recovery includes engaging in
good fit with the data, y* (780, N=701) = 2470.96, p < .001, CFl = 82, activities alternative to gambling (Pickering et al. 2020) and

RMSEA = .06, SRMR = .07. may help reduce the percentage of clients who prematurely

Table 5. Chi-squared Associations between positive and negative beliefs toward CM and participant characteristics*.

Positive beliefs toward CM Negative beliefs toward CM

Agree n (%) Disagree n (%) Chi-square Agree n (%) Disagree n (%) Chi-square
Prior experience using incentives
Yes 27 (93%) 2 (7%) 18 (62%) 11 (38%)
No 70 (85%) 12 (15%) x*(1)=1.164 P= 0.281 58 (71%) 24 (29%) x%(1)=0.745 P= 0.388
Gender
Male 46 (92%) 4 (8%) 31 (62%) 19 (38%)
Female 51 (84%) 10 (16%) X*(1)=1.756 P= 0.185 45 (74%) 16 (26%) x*(1)=1.763 P= 0.184
Age
18-29 11 (79%) 3 (21%) 12 (86%) 2 (14%)
30-39 29 (91%) 3 (9%) 19 (59%) 13 (41%)
40-49 29 (91%) 3 (9%) 21 (66%) 11 (44%)
50-59 22 (88%) 3 (12%) 20 (80%) 5 (20%)
60+ 6 (75%) 2 (25%) X*(4)= 2.718 P= 0.606 4 (50%) 4 (50%) X’ (#)= 6.078 P= 0.193
Models used in work
CBT 52 (87%) 8 (13%) 39 (65%) 21 (35%)
Non-CBT 45 (88%) 6 (12%) x*(1)=2.481 P= 0.150 37 (73%) 14 (27%) x%(1)=0.736 P= 0.081
Years of experience in gambling treatment
<1 18 (100%) 0 (0%) 11 (61%) 7 (39%)
1-5 53 (88%) 7 (12%) 43 (72%) 17 (28%)
6-9 15 (83%) 3 (17%) 13 (72%) 5 (28%)
10+ 11 (73%) 4 (27%) x*(3)= 5.603 P=0.133 9 (60%) 6 (40%) X}(3)= 1.351P= 0.717
Lived experience of gambling harm
Yes 46 (90%) 5 (10%) 39 (76%) 12 (24%)
No 51 (85%) 9 (15%) x%(2)=0.829 P= 0.086 37 (62%) 23 (38%) x*(2)= 3.045 P= 0.166

*Participants were defined as having an overall agreement with positive or negative items if their summary score was greater than 3 (Likert scale 1= strongly
disagree, 5= strongly agree), and as having an overall disagreement if their summary score was less than 3.
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discontinue treatment (Pfund et al. 2021, 2022a). The feasi-
bility and effectiveness of CM for sustaining recovery from
gambling and increasing treatment retention certainly war-
rants future empirical attention.

Another concern was the belief that certain aspects of
CM could trigger feelings resembling gambling (Dorey et al.
2022a,b). Indeed, over half of respondents agreed they were
concerned that providing incentives would reinforce think-
ing, feeling, and behavior patterns similar to gambling.
While it would be helpful to better understand this view-
point through qualitative analysis of lived experience, CM
and gambling behavior are quite distinct, particularly given
the absence of any probabilistic schedule in the former and
the intermittent, operant nature of winning and losing in
the latter (Delfabbro et al. 2023). Moreover, there is no evi-
dence from the use of CM in the treatment of SUDs that it
increases gambling (Petry et al. 2014). Clearly, while a more
nuanced understanding of providers’ views of this perceived
similarity would benefit the wider dissemination of CM for
gambling it is important to track any potential impact on
gambling behavior.

With 74% of treatment providers having no prior experi-
ence of using incentives, the high level of neutral responses
(24% for positive and negative items, respectively) may sug-
gest an absence of any beliefs about CM and a general open-
ness to learn more about the potential effectiveness of CM
as an adjunct treatment approach for clients in recovery
from harmful gambling (Gagnon et al. 2020). We also iden-
tified an openness among UK treatment providers to intro-
ducing CM for gambling into their treatment practices, with
81% of respondents stating that if research shows it to be
effective, they would be open to using it, and 74% indicating
they would be interested in receiving training in CM. Once
the evidence base has grown and CM shown to be effective,
then ethical barriers may dissolve and the further extension
of CM to gambling treatment become straightforward.
Quality CM training and education will be important in
equipping service providers with the knowledge of how CM
works, what is involved, and how clients can benefit (Kirby
et al. 2012; Rash et al. 2012; Oluwoye et al. 2020). Offering
and evaluating training opportunities on attendees’ views of
CM for gambling may improve perceived acceptability and
facilitate wider dissemination (Kirby et al. 2012; Rash et al.
2012). Similarly, assessing clients’ views of CM may aid
treatment development and garner support from providers
with the greatest resistance. Leickly et al. (2019) interviewed
clients following a CM trial targeting abstinence from alco-
hol and found they were appreciative and enthusiastic about
receiving prizes, reporting that it helped them to stay abstin-
ent, and increased personal accountability, awareness of their
drinking, and the motivation to change (see also, Neale et al.
2016). In this way, investigating perceptions of CM may
prove helpful in developing new treatments for harmful
gambling and provide a framework for comprehensive
evaluation.

Participants felt that the resource implications and costs
of including CM in their treatment programmes was justi-
fied; only 10% agreed that “I do not have time to administer

incentives in a therapy session”, and 76% agreed that
“incentives are worth the cost if they work”. Given the likely
budgetary constraints under which many gambling treat-
ment providers operate, illustrating the cost-effectiveness of
CM for gambling (Olmstead and Petry 2009; Bolivar et al.
2021; Shearer et al. 2023) and the potential savings to be
made by decreasing treatment dropout and relapse (Pfund
et al. 2021, 2022b) may support wider dissemination.

In conclusion, this is the first mixed-methods item devel-
opment study to explore treatment providers’ views of CM
for gambling. Using the newly developed ConGam-PS, open-
ness to employing CM for gambling was found, with sup-
port for training and future research. Noteworthy concerns
about ethical considerations and potential negative conse-
quences when incentives are withdrawn warrant further
research. We found no evidence of insurmountable objec-
tions to CM among treatment providers. Further psychomet-
ric evaluation of the ConGam-PS with confirmatory factor
analysis with large samples would help show generalizability.
Further development and modification of the scale by for
example incorporating versions based solely on CM for
activities completion or treatment attendance may have sig-
nificant impact on treatment outcomes. Overall, further
development of CM as an efficacious, adjunct treatment in
psychosocial interventions for gambling will help expand the
evidence base and increase the range of available treatment
options.
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