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The Therapeutic Workplace appears effective at initiating abstinence from heroin and cocaine
in pregnant and postpartum women. However, the cost and complexity of the intervention
must be reduced before it is ready for widespread application. This treatment is designed to
train and employ drug abuse patients, and to use the salary that they earn for working to
reinforce abstinence. Limiting teaching to only critical skills can reduce the costs of training.
Computerizing the intervention also can reduce its cost and complexity. Major cost efficien-
cies should be realized when participants become employed in Therapeutic Workplace
businesses; these businesses could provide a self-sustaining means of arranging long-term
employment and salary-based abstinence reinforcement. Studies are required that simulta-
neously demonstrate the effectiveness and cost efficiencies of using salary for real work to
reinforce drug abstinence.

The Therapeutic Workplace appears to be highly effec-
tive at initiating abstinence from heroin and cocaine in poor,
chronically unemployed pregnant and postpartum women, a
population that has been extremely difficult to treat effec-
tively by other means. This intervention may be extremely
useful as a drug abuse treatment for a range of populations.
But the intervention is at an early stage of development, and
critical aspects of it have yet to be evaluated. The views
expressed by the distinguished group of commentators, Drs.
Higgins, Marlatt, McLellan, and Petry, give us reason to be
pleased with this early development, and we gratefully
acknowledge their kind and supportive comments. The
commentaries also raise potential limitations to our ap-
proach and questions about the future of the intervention.
Woven through many of the comments is the indisputable
point that the Therapeutic Workplace intervention (Silver-
man, Svikis, Robles, Stitzer, & Bigelow, 2001) is not yet
practical and ready for widespread application. At the root
of the concerns are its cost and complexity. There are a
number of obstacles to achieving practicality. In this article,
we discuss the major obstacles to practicality, and we de-
scribe our plan to achieve this crucial goal.
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Purpose and Brief Description of the Intervention

The Therapeutic Workplace was designed as a treatment
for drug abuse. The intent of the intervention is to hire
drug-dependent people to work and to use salary that they
earn for work to reinforce drug abstinence. The critical
contingency of the intervention is arranged by requiring
participants to provide evidence of drug abstinence (e.g.,
drug-free urine samples) to gain entrance to the workplace
each day, where they can earn salary for work. In this way,
participants can work and earn salary, but only as long as
they remain drug abstinent. Under this chained schedule of
reinforcement in which participants must emit two re-
sponses sequentially (abstinence followed by work) to earn
salary, we assume that the essential and ultimate reinforcer
required to promote and sustain abstinence is the salary that
participants earn for working, not the work itself.

The Therapeutic Workplace as originally planned is a
two-phase treatment. The reported study (Silverman et al.,
2001) is only about the initial phase. Because many drug-
dependent people lack job skills, many must pass through an
initial training phase. In the initial phase, each participant's
"job" is to work in an intensive job skills training program.
In the second phase (see the Discussion section of Silver-
man et al., 2001), participants who become abstinent and
skilled are hired as employees of an income-producing
Therapeutic Workplace business. To the extent that the
Therapeutic Workplace business is financially successful,
Phase 2 could be self-sustaining. Phase 2 was in the plan-
ning stage when the article was written. However, we re-
cently opened a Phase 2 data entry business, and several
participants from the reported study have been hired as
employees. Our early experience in the business has been
very promising.

Target Populations

We chose to develop and evaluate this intervention in
poor and chronically unemployed drug-dependent women
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who were either pregnant or recently postpartum. McLellan
(2001) suggested that our selection of a target population—
that is, people in need of extensive job training and "con-
currently troubled by drug abuse, pregnancy, and a host of
other problems" (p. 30)—may have complicated matters
considerably and rendered the intervention less effective,
more expensive, and therefore relatively impractical. To
address these problems, McLellan made an important rec-
ommendation: Apply the central Therapeutic Workplace
procedures (i.e., salary-based abstinence reinforcement) to
treat a less complicated population. He suggested testing a
variation of the intervention in "employed individuals who
have been forced into treatment because of positive urine
testing" (p. 31). He suspected that treatment outcomes
would be better with this population; that the intervention
could be simpler; and, most important, that it would be
economically viable and cost-effective to implement salary-
based abstinence reinforcement contingencies through em-
ployee assistance programs that are already charged with
addressing the problem of substance-abusing employees.
McLellan's insightful proposal is sound and could have
profound implications for the treatment of substance abuse
in the workplace. Such an application also might facilitate
the general acceptance of salary-based abstinence reinforce-
ment. We hope that the Therapeutic Workplace procedures
will be applied as McLellan proposed.

Treating poor and chronically unemployed pregnant and
recently postpartum women who abuse heroin and cocaine
does pose considerable challenges. But this is an important
challenge to confront. This population is sorely in need of
effective interventions, both to address their substance
abuse and to address their condition of chronic unemploy-
ment. All of the patients in this study were dependent on
heroin and receiving methadone treatment; 80% were co-
caine dependent; and all patients in the study were using
heroin and/or cocaine when enrolled in this study, thereby
exposing their unborn or newborn children to the hazards
associated with the use of these substances. Almost all of
the patients reported recent injection drug use or crack
cocaine use, and almost half of the women reported having
engaged in sex for drugs or money. These drug and drug-
related behaviors place many of these women and their
unborn children at risk for HIV infection. Furthermore,
most of the women were receiving public assistance at the
time of the study, none of them were employed full-time,
and only 10% reported being employed full-time for most of
the 3 years immediately preceding study intake. Without
effective interventions like the Therapeutic Workplace,
these women will have to struggle to support their newborn
children and are unlikely to escape their dependence on
public assistance or to reduce their continued drug abuse
and associated HIV risk behaviors.

Unfortunately, effective treatment alternatives are not
readily available to this population. Few interventions have
been demonstrated to be effective for the treatment of
cocaine abuse (Cornish & O'Brien, 1996; Higgins & Wong,
1998; Silverman, Bigelow, & Stitzer, 1998; U.S. General
Accounting Office, 1996). And as Higgins (2001) noted, the
current study "represents the first randomized clinical trial

demonstrating the efficacy of a treatment for reducing co-
caine use among pregnant women" (p. 27). Indeed, the
patients in this study were selected because they failed to
sustain abstinence despite exposure to a state-of-the-art and
comprehensive treatment for pregnant substance-dependent
women (Jansson et al., 1996; Svikis et al., 1997). Given the
scarcity of effective treatments for cocaine abuse in general,
and for poor and chronically unemployed pregnant and
postpartum women in particular, the development of the
Therapeutic Workplace for this population should be pur-
sued aggressively.

The Therapeutic Workplace intervention may be ideally
suited for this population, because it can simultaneously
address their substance and employment problems. The
requirement to include an initial phase of intensive training
in the Therapeutic Workplace treatment does increase its
cost, but this phase may be essential to succeed with the
many individuals in this population who are severely defi-
cient in critical job behaviors. Fortunately, our recent expe-
rience suggests that the costs of training can be minimized
by limiting the focus of training to those skills that are
crucial to employment; by improving our teaching proce-
dures to expedite the acquisition of those skills; and by
computerizing much of the training procedures (see below),
which can reduce the costs of staffing the Therapeutic
Workplace.

Complexity of the Intervention

Establishing the large network of varied behaviors that
these individuals need requires arranging a complex net-
work of training programs. McLellan (2001) and Petty
(2001) were both concerned that the intervention is too
complex, both for the staff who must administer the treat-
ment and for the clients. However, if we are to maintain our
focus on the relatively unskilled, chronically unemployed
drug-dependent person, there is little choice in this matter:
Reliably developing a complex array of robust behaviors
requires a complex array of training programs and contin-
gencies. Although it is clear to us that we cannot dispense
with complexity, we fully agree that this does pose serious
problems for both the staff charged with administering the
programs and the trainees who must learn under them.

Concerned about this issue and prompted by a request for
applications by the National Institute on Drug Abuse for
Stage I Behavior Therapy Development projects, we sub-
mitted an application to computerize the intervention. This
application was funded, and for the past year we have been
computerizing virtually all aspects of the intervention, from
the training programs; to the monitoring (through ID card
readers) and contingency management of punctuality to
work; and, of course, to the abstinence-contingent access to
the workplace. This automation has dramatically reduced
the complexity, effort, and cost of administering both
phases of the Therapeutic Workplace intervention.

Although automation has eased the burden on staff, train-
ees must still learn the details of the contingencies. To some
extent, the automation has helped this as well. Contingen-
cies are displayed on each trainee's computer screen, and
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quick feedback is provided for trainee performance. In
addition, trainees are given written instructions and must
pass quizzes to show their knowledge of the contingencies.
But most important, trainees are exposed to the array of
contingencies for several hours per day, week after week.
Although trainees may not remember all written instruc-
tions, repeated exposure to reinforcement contingencies is a
powerful teacher, and it is a primary means of teaching in
the Therapeutic Workplace.

Treatment Agents

Petry (2001) noted that "the complexity of the reinforce-
ment system described by Silverman et al. (2001) may
preclude its use among all but the most experienced and
well-trained substance abuse and vocational training coun-
selors" (p. 25). We agree that counselors would not be the
best agents to administer this treatment. Counselors mostly
manipulate antecedents to behavior. They provide instruc-
tions, information, support, and so on. If a counselor ar-
ranges consequences, he or she mainly arranges verbal
consequences (e.g., verbal approval) for verbal patient be-
havior. In contrast, the Therapeutic Workplace involves
intensive operant conditioning, largely by manipulation of
monetary consequences of behavior. Antecedents are im-
portant too, but mainly when we are establishing complex
discriminations, for example, in the teaching of reading or
when building fluent data entry performance. Even social
behaviors are taught primarily through reinforcement con-
tingencies as opposed to instruction or persuasion. We care-
fully monitor rates of target behaviors, teach complex be-
haviors by building simple ones first, teach skills to high
levels of speed and accuracy, and individualize training for
each learner. These activities would be foreign to most
counselors. We have been able to run much of the work-
place with college students and graduates. However, a be-
havior analyst has directed the treatment. The Therapeutic
Workplace procedures are familiar to behavior analysts (see
Journal of Applied Behavior Analysis, 1968-present), and
we expect that many behavior analysts would be well
equipped to direct this treatment. It is possible that with
computerization, detailed manualization, and a good staff-
training program, no special degrees would be necessary.
As Higgins (2001) noted, the Therapeutic Workplace "may
very well represent the start of a new approach to drug
abuse treatment" (p. 27). For a new approach to treatment,
a new type of treatment agent may be required.

Treatment Contexts

Petry (2001) raised the concern that "few community
programs can provide the long-term, individualized training
described in this study" (p. 25). McLellan (2001) suspected,
as we do, that "the next generation of practical, contingen-
cy-based applications will not be delivered within the con-
text of traditional treatment settings" (p. 32). We suspect
that the Therapeutic Workplace procedures could be imple-
mented in a range of contexts that vary on a continuum from
prosthetic to natural. As described above, McLellan imag-

ined the natural end of the continuum, where salary-based
abstinence reinforcement would be implemented in commu-
nity workplaces through employee assistance programs.
The Therapeutic Workplace described in the reported study
is at the prosthetic end of the continuum; it is an artificial
environment that was designed and exists solely to establish
and maintain critical behaviors in its participants. Similarly,
the Therapeutic Workplace business to which these individ-
uals progress also is designed and exists solely for the
purpose of employing these individuals and sustaining their
abstinence; many of the contingencies on productivity, pro-
fessional demeanor, and abstinence are retained, albeit in
somewhat modified form. For some populations whose mal-
adaptive behaviors are so firmly established and whose
productive behaviors are so fragile that they reliably reap-
pear and disappear, respectively, whenever the contingen-
cies allow, the prosthetic environment may have to be
maintained for extended periods of time, and possibly in-
definitely. Future research will have to investigate how and
when these individuals can be moved to more natural en-
vironments. For many of the patients we have treated thus
far, we expect that the transition will not be simple.

Long-Term Maintenance

Marlatt (2001) raised the important issue of long-term
maintenance of abstinence. He commented that "one poten-
tial criticism of contingency management programs for drug
abuse treatment is the potential for relapse once the contin-
gency period is over and participants are no longer rein-
forced for providing clean urine samples" (p. 34). Because
patients in this study were repeatedly re-enrolled in the
Therapeutic Workplace in 6-month blocks, we did not have
the opportunity to determine whether relapse would occur
when the intervention was discontinued. However, based on
our previous studies of voucher-based abstinence reinforce-
ment (e.g., Silverman et al., 1996, 1998; Silverman, Chu-
tuape, Bigelow, & Stitzer, 1999), we expect that many
Therapeutic Workplace participants would relapse to drug
use if the intervention were discontinued after 24 weeks.

Marlatt (2001) suggested that "contingency management
for short-term behavior change coupled with relapse pre-
vention skills designed to enhance long-term maintenance
would seem to be an ideal combination for a comprehensive
behavioral treatment program" (p. 34). This may be a viable
approach. Consistent with Marlatt's expectation, Higgins,
Wong, Badger, Ogden, and Dantona (2000) showed that
relatively short-term exposure to voucher-based abstinence
reinforcement combined with Community Reinforcement
Approach (CRA) counseling, which includes features of
relapse prevention therapy, can produce lasting effects.

Marlatt (2001) also suggested the possibility that the
critical determinant of long-term success is achieving initial
abstinence, a goal that contingency management interven-
tions like the Therapeutic Workplace are highly effective in
producing. Higgins, Badger, and Budney (2000) recently
reported intriguing data that provide support for this expec-
tation. In their analysis, sustained abstinence during treat-
ment was associated with increased rates of posttreatment
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abstinence, independent of the type treatment provided. The
main difference between groups that did and did not receive
their contingency management treatment was that a greater
proportion of patients exposed to CRA plus voucher rein-
forcement achieved sustained abstinence during treatment
than patients exposed to control treatments. It will be im-
portant to investigate in future research whether particular
combinations of treatments (e.g., relapse prevention therapy
and the Therapeutic Workplace) provide unique long-term
advantages.

Despite promising results reported in some studies, there
is still considerable room for improvement in the long-term
abstinence outcomes reported in these studies. The Thera-
peutic Workplace treatment may offer an additional solution
to the problem of relapse that may be somewhat new to the
contingency management arena: abstinence reinforcement
as a maintenance intervention. If Therapeutic Workplace
participants initiate abstinence and become skilled enough
to become productive employees in a Therapeutic Work-
place business (Phase 2), they could continue to be em-
ployed in that business as long as their labor brings suffi-
cient income to the business to support the costs associated
with maintaining their employment. In a highly successful
Therapeutic Workplace business, productive Therapeutic
Workplace employees could be sustained for years. Many
effective and clinically useful medical treatments (e.g., in-
sulin for diabetes, thiazide diuretics for hypertension, or
even methadone for the treatment of opioid dependence)
must be maintained to sustain their effectiveness. Although
it would be nice to be able to implement a brief treatment
that has irreversible effects, that is frequently not possible,
either in the treatment of drug abuse or in the treatment of
other medical or behavioral problems.

Treatment Capacity

The prospect of using the Therapeutic Workplace as a
maintenance treatment raises a practical problem of treat-
ment capacity alluded to by Petry (2001). Brief treatments
that last a few months offer the distinct advantage that new
patients can be cycled through the treatment programs, one
after another. But patients in a maintenance treatment oc-
cupy treatment slots indefinitely and limit the capacity of
the programs to treat new patients. The duration of partic-
ipation in the initial training phase of the Therapeutic Work-
place intervention could be relatively short, and a fairly
large number of patients could be cycled through this por-
tion of the treatment. However, for many patients who are
vulnerable to relapse, participation in Phase 2 of the Ther-
apeutic Workplace intervention (i.e., the business) may
have to last many months and even years. Although this
need for long-term employment in Therapeutic Workplace
businesses poses a real challenge, the model could represent
an exciting opportunity for cooperation between civic-
minded business owners or entrepreneurs and drug abuse
treatment providers (see Shore, 1999, for discussion of
similar practices in not-for-profit businesses).

Costs and Benefits

At the heart of many of the concerns raised in the com-
mentaries is the issue of cost. Petry (2001) suggested that
these costs may be justified and accepted by public policy
makers if traditional cost-benefit analyses show that the
intervention's benefits to society—for example, savings in
costs associated with the "spread of HIV and hepatitis,
emergency room visits and multiple detoxifications, medi-
cal care for premature infants, incarceration, and long-term
public assistance" (p. 25)—outweigh the cost of imple-
menting the intervention. Although we agree with the spirit
of this point, it is not at all clear to us that policy makers are
so affected by such diffuse and delayed benefits. However,
the Therapeutic Workplace intervention offers a potential
cost offset that may be relatively immediate and unique
among drug abuse treatments: To the extent that a Thera-
peutic Workplace business is financially successful, it could
become self-sustaining and independent of grants or public
support. That such a business could ever be so successful
that its profits could be used to subsidize the initial training
phase of the intervention may be too much to expect, but it
is not unreasonable to imagine that the overall costs could
be offset by Therapeutic Workplace business profits.

Formidable Remaining Challenges

The Therapeutic Workplace appears to be highly effec-
tive at initiating abstinence from heroin and cocaine in poor,
chronically unemployed pregnant and postpartum women, a
population that has been extremely difficult to treat effec-
tively by other means. This intervention may be extremely
useful as a drug abuse treatment for a range of populations.
However, some further development of the intervention is
required to reduce its costs and complexity before it is ready
for widespread application. The costs of the training offered
in the Therapeutic Workplace are substantial, but those
costs can be reduced by limiting the focus of training to
critical skills and by computerization of the intervention.
Most of the cost efficiencies of the intervention should be
realized when participants become abstinent, skilled, and
employed in income-producing Therapeutic Workplace
businesses; these businesses could potentially provide a
self-sustaining means of arranging long-term employment
and salary-based abstinence reinforcement for participants.

The widespread implementation of the Therapeutic
Workplace intervention may still require additional finan-
cial support, possibly through a combination of public and
private funding. The commentators and we are familiar with
society's general reluctance to expend valued resources to
treat substance abuse. Although it is well accepted in other
health areas that effective treatments may require substan-
tial effort and cost, this is not the case in the drug abuse
area. To address the substantial challenges ahead, it seems
fitting to cite the aggressive vision expressed by Higgins
(2001), a long-time colleague who has played an indirect
but critical role in the development of the Therapeutic
Workplace intervention. In the final paragraph of his com-
mentary, he asked "how much more might be done to
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reduce the devastating consequences of drug abuse and
chronic unemployment in our poorest communities through-
out the United States" (p. 28). He went on to suggest that
establishing "government-funded centers like the Therapeu-
tic Workplace in our poorest communities to try to combat
the dual problems of drug abuse and chronic unemploy-
ment" (p. 28) is not an unreasonable notion; particularly
given the enormous amounts of money currently being
spent on the drug problem. Needless to say, we agree. We
also recognize that the likelihood that such a vision might be
realized will depend on future replications and extensions of
this initial study, particularly if those studies can simulta-
neously demonstrate the effectiveness and unique cost effi-
ciencies of using salaries for real work to reinforce drug
abstinence.
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