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INTERVENTIONS FOR SUBSTANCE1   
use disorders (SUDs) occur across a wide range 
of settings, including outpatient, intensive 
outpatient, short- and long-term residential, 
inpatient, and corrections. In the last decades 
ever-increasing research with addiction has 
led to more effective interventions, which 
have been termed Evidence-Based Practices 
(EBPs). In fact, federal and state govern-
ments, in funding intervention programs and 
research, often require the use of EBPs. In the 
U.S., the Single State Authorities (SSAs) allo-
cate the federal block grants and state general 
funds to programs with specific requirements 
for EBPs in their contracts (Torrey, Lynde, & 
Gorman, 2005; Riekmann, Kovas, Cassidy, 
& McCarty, 2011). Commitments to imple-
menting EBPs vary from state to state and 
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SSAs face challenges in realizing the adoption 
of EBPs due to unintended consequences of 
policy mandates as well as insufficient support 
structures during and following implementa-
tion (Mueser, Torrey, Lynde, Singer, & Drake, 
2003; Goldman, Morrissey, & Ridgely, 1994; 
Goldman et al., 2001; McHugh & Barlow, 
2010). In addition, there is much variation 
in how funding sources monitor implemen-
tation and fidelity of EBPs and how they 
evaluate outcomes against their expectations 
(D’Aunno, 2006; Rapp et al., 2005).

With increased focus on EBPs, there is 
also concern over the degree to which any 
substance abuse intervention provider can 
implement an EBP under real-world condi-
tions (Aarons, Hurlburt, & Horwitz, 2011; 
Garner, 2009; Glisson et al., 2008; Hennessy, 
Finkbiner, & Hill, 2006; Hennessy & Green-
Hennessy, 2011; McHugo et al., 2007; Mendel, 
Meredith, Schoenbaum, Sherbourne, & Wells, 
2008; Hoagwood, Burns, Kiser, Ringeisen, & 
Schoenwald, 2001; Steinberg & Luce, 2005). In 
addition, questions remain regarding how por-
table even the most promising research-based 
interventions are where disparities in inter-
ventionist training and expertise, complex 

client comorbidities, non-traditional inter-
vention settings, and consumer choices about 
their care can result in discrepancies in EBP 
fidelity and, by extension, to expected out-
comes (Bond, Salyers, Rollins, Rapp, & Zipple, 
2004; Garner, 2009).

Given the demand for demonstrably 
effective treatment outcomes and the high 
importance attached to the implementa-
tion and outcomes of EBPs, a thoughtful 
exploration is needed to identify and ana-
lyze how—and to what extent—EBPs can be 
implemented in real-world practice environ-
ments with a reasonable degree of fidelity. 
While the literature has examined the fidelity 
of certain EBPs in purely clinical settings, little 
has been done to determine exactly how the 
fidelity of EBPs can be measured and ensured 
in the messy world outside of controlled clini-
cal settings, such as in jails or prisons, where 
an increasing number of inmates receive sub-
stance abuse interventions.

One EBP that has extensive empirical sup-
port of its effectiveness with substance using 
populations is Motivational Interviewing (MI) 
(Miller & Rollnick, 1992; 2002; Carroll et al., 
2006; Vader, Walters, Prabhu, Houck, & Field, 
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2010). However, the effectiveness and effi-
cacy of MI has been largely examined among 
voluntary clinical participants. Its associa-
tion with change-talk and open-endedness 
has been well established, and it is an open 
communication style rather than a specific 
treatment protocol or fixed set of topics (Miller 
& Rollnick, 2009; Morgenstern et al., 2012). 
Thus, research on the implementation fidel-
ity of MI should have important implications 
for its dissemination into various correctional 
settings and non-traditional intervention 
environments. While recent studies have 
examined the fidelity of MI implementa-
tion among probationers, it remains an open 
question as to how and whether EBPs can be 
successfully delivered in correctional settings 
(Spohr, Taxman, Rodriguez, & Walters, 2015).

Delivery of EBPs in real-world settings with 
disenfranchised populations is particularly 
relevant in areas where treatment resources 
are limited, such as rural Appalachia. The 
Appalachian region of the U.S. has some of the 
highest rates of health disparities and service 
limitations in the nation (America’s Health 
Rankings, 2015). The Appalachian region 
also ranks highest in the county for pre-
scription opiate abuse (Appalachian Regional 
Commission, 2017). Despite the prevalence 
of substance abuse, SAMHSA’s Treatment 
Episode Data Set indicates that only 7 percent 
of all substance abuse treatment admissions 
take place in rural areas, and that rural admis-
sions are more likely to be referred from the 
criminal justice system compared to urban 
treatment admissions (SAMHSA, 2012). 
Therefore, conducting research on the effec-
tiveness of substance use interventions in jails 
as venues to reach out to high-risk drug users 
is critical—not only because jails typically 
house a high volume of drug users (Karberg & 
James, 2005), but also because many of these 
individuals will never be referred for treat-
ment or engaged in an intervention.

This study is part of a larger NIDA-funded 
grant (R01DA033866; Staton et al., 2018) 
that examines the effectiveness of an evi-
dence-based motivational interviewing (MI) 
program targeting high-risk drug use and 
risky sexual practices (Weir et al., 2009) 
compared to usual jail-based health informa-
tion services for high-risk behavior among 
incarcerated women (Staton et al., 2018). 
This study examines the steps to validate the 
delivery of MI in a challenging real-world 
environment with rural drug-using women. 
MI was selected because it allows for a tailored 
approach to individualized risk behaviors that 

are driven by clients. The intervention was 
also selected because MI has been successful 
in reducing high-risk sexual practices among 
women offenders, and MI is considered one 
of the most supported EBPs (Seng & Lovejoy, 
2013; Weir et al., 2009). Specifically, this study 
will (1) describe and examine the fidelity in 
the use of 10 MI components; (2) describe 
the characteristics of participant collabora-
tion; and (3) examine the correlation between 
interventionist statements and participant col-
laboration. The overall goal of this article is to 
illustrate the feasibility of attaining a sufficient 
degree of EBP fidelity in a real-world, non-
therapeutic environment of a rural jail.

Method
Participants
As part of the larger parent project (Staton 
et al., 2018), potential participants were ran-
domly selected from the jail population and 
were provided with informed consent to 
participate in a study that included random 
assignment to an intervention group or a com-
parison group. All participants were screened 
for substance use using the NIDA-modified 
Alcohol, Smoking, and Substance Involved 
Screening Test (ASSIST, NIDA, 2009). During 
the study period, rural drug-using women 
(N=400) entered the trial, and after com-
pletion of a baseline interview, 199 were 
randomly assigned to the MI intervention 
group and 201 were assigned to an educa-
tion session. Of those in the MI condition, 20 
percent (n=40) were randomly selected for 
fidelity assessment for this study.

Materials
The baseline clinical assessment instruments 
for the women covered socio-demographics, 
drug use and related risk behaviors, stage of 
change, and use of services. For the fidelity 
measurement for this study, three coding tools 
were developed by modifying the Motivational 
Interviewing Skill Code (MISC 2.1) (Miller, 
Moyers, Ernst, & Amrhein, 2008; Moyers, 
Manuel, & Ernst, 2014). The MISC 2.1 was 
modified for use with a rural incarcerated 
sample. Coding focused on two primary scales 
from the MISC 2.1: 1) the Global Facilitator 
Rating Scale and 2) the Global Interaction 
Rating Scale. The Global Facilitator Rating 
Scale was modified from 6 original items 
(acceptance, egalitarianism, genuineness/con-
gruence, empathy/understanding, warmth, 
and spirit) to 10 scale items by separating 
measures for empathy and understanding 
and by adding interactiveness, narrative, and 

summarizing to capture additional compo-
nents of motivational interviewing. The scale 
was used to assess interaction between the 
interventionist and the participant along a 
7-point Likert scale, with higher scores indi-
cating more adherence to the traditional 
motivational interviewing approach.

The Global Interaction Rating Scale was 
adapted to include the original measure of 
“collaboration” between interventionist and 
participant, but also expanded to include 
the level of participant “cognitive” capability, 
and the level of participant “interaction” and 
engagement with the interventionist. The 
addition of cognitive capability was critical 
following pilot testing due to several partici-
pants apparently lacking the basic cognitive 
skills and introspection to fully engage in the 
intervention process.

Procedures
As part of the parent study, all participating 
women agreed to all research and clinical pro-
cedures through informed consent approved 
by the University of Kentucky Medical IRB. 
In addition, a Certificate of Confidentiality 
was obtained from the Office of Health and 
Human Services due to the sensitive and 
confidential nature of the questions and inter-
vention activities in a jail setting.

For purposes of fidelity monitoring, par-
ticipants in the MI group were asked for 
permission to audiotape the sessions. For this 
analysis, 40 participants (20 percent) in the 
MI group were randomly selected for their 
audio and transcribed records to be evaluated 
by the reviewers. Participants in the sub-study 
sample attended an average of 3.1 MI inter-
vention sessions. MI was used throughout 
all sessions as the standardized intervention 
approach. Using an established, manualized 
approach (Weir et al., 2009), we intended to 
use MI to facilitate change in high-risk drug 
use and risky sexual practices following the 
women’s release from jail.

All audio-recorded sessions were entered 
into a voice record data file in a secure, 
encrypted-access server and later transcribed 
into a Word document. Since each woman 
could participate in up to four sessions 
prior to release, only one recorded session 
per participant was randomly selected for 
fidelity assessment. Two independent rat-
ers rated these sessions using the modified 
MISC scales. The raters were trained in 
MI and given refresher training sessions 
following their initial coding. Examples 
of MI-congruent and MI-incongruent 
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statements were used in the training to try 
and titrate rater decisions about what might 
or might not fit within MI specifications.

Rating scores were entered into a database 
and were reviewed by the investigators and 
interventionist. In addition, the data were 
shared with the raters early in the study to 
probe for variations in interpretative ratings 
when major differences were found. In some 
instances, the differences were found to be due 
to misunderstanding of variable intent. Thus, 
raters were given new definitions of variable 
meaning and intent for adjusted ratings and 
for future ratings. In addition, given that MI 
is characterized not by specific treatment 
content items but by relational style, detailed 
interview audio recording and transcription 
were used during training to capture “soft” 
elements of the interviews such as the con-
text of sentences and discussion flow. This 
approach was used despite suggestions that it 
is labor intensive (Essock et al., 2015).

Interventionist and Rater Preparation
An interventionist with extensive case man-
agement experience was recruited from the 
Appalachian area to aim for cultural con-
gruence. The interventionist held a master’s 
degree in social work and had over four years 
supervised practice before her three years with 
this project. All intervention sessions were 
provided by the same interventionist, who 
received 20 hours of clinical supervision on 
MI coupled with over 90 hours of other case 
supervision with the PI. She also obtained 
a certificate from the Institute of Family 
Development (http://www.institutefamily.
org/) for participating in 40 hours of clinical 
training on family interventions, and she had 
intern experience in a rural domestic violence 
center. The study team included two members 
with considerable clinical experience and 
experience as clinical supervisors. Clinical 
supervision used audio-recorded sessions with 
feedback to the interventionist, information 
about diagnostic possibilities, and modeling 
of MI-consistent ways of communicating with 
participants. The interventionist also received 
biweekly supervision with the PI to review 
cases and self-identified questions about the 
MI approach, as well as quarterly case confer-
ences and clinical supervision sessions during 
each year of the project.

Similar to the interventionist, all raters 
were trained in MI by study investigators in 
seminar settings with lecture and question and 
answer format. Examples of MI-congruent 
and non-congruent statements were presented 

for the raters to evaluate. The six interview rat-
ers were trained to rate audio and transcribed 
interview verbatims on 10 MI interventionist 
characteristics and three characteristics per-
taining to participant responses.

Results
Participant Demographics
Participants selected for the fidelity sub-group 
analysis did not differ significantly from the 
larger parent study. Women were about 32.8 
years old, white (98 percent), and had approxi-
mately 11.1 years of education. Less than 
one-quarter of women (22.8 percent) were 
employed in the six months before incar-
ceration, and 32 percent were married at 
the time of interview. Women reported an 
average of 5.9 adult incarcerations, and they 
reported a lifetime average of 16.2 months of 
incarceration.

Mental health problems were common 
among women in the study, with self-reported 
depression affecting 68.5 percent of the sam-
ple. Self-reported symptoms of anxiety and 
post-traumatic stress affected 45.3 percent 
and 67.4 percent (respectively) of the sample. 
Women were recruited into the sample as 
drug users, with the most commonly used 
drugs including illicit prescription opioids 
(70.9 percent of women in the 30 days before 
jail) and benzodiazepines like Xanax® and 
Valium® (55.8 percent in the 30 days before 
jail). The majority of women reported using 
multiple substances per day during the six 
months before jail (80.9 percent), with about 
75 percent having a history of IV drug use, 
and being high on most days during that time 
period (average of 135.3 days).

MI Component Ratings
The 6 independent raters scored an average 
of 14 cases (range of 4-25 cases). Each rater 
scored at least two cases for training purposes, 
and two raters scored three. A total of 40 par-
ticipants were evaluated in 83 separate reviews 
by the six members of the rating team. Table 
1 shows the mean rating scores for the 10 
MI interventionist characteristics that were 
measured by the team of six raters. The mean 
scores are derived from the 7-point Likert 
values, with 7 being the highest value. Rater 
2 had the lowest mean score rating of the MI 
characteristics across all interviews, and rater 
6 had the highest ratings, although rater 6 also 
had the fewest cases (4).

The MI interventionist characteristic with 
the higher-end scores was interventionist 
acceptance, with four of the six raters giving 
ratings that varied from 6.0 to 7.0 on the 
7-point scale. The mean score for acceptance 
was 6.4. The characteristic of interventionist 
warmth received the next highest number (3 
raters) of high-end ratings, with a range of 5.8 
to 6.8 and a mean rating of 6.0. Third highest 
rating of interventionist characteristics was 
empathy, with raters 3 and 6 giving 6.1 and 
6.8 respectively, and the characteristic had 
an overall range from all six raters of 5.5 to 
6.8, with a mean of 6.0. The interventionist 
characteristics that received lower-end ratings 
were spirit and summarizing, which had over-
all score ranges from 4.0 to 5.8 and 4.5 to 6.0 
respectively and overall means of 5.3 and 5.6. 
Five of the interventionist characteristics had 
overall mean ratings of 6 or better and none 
had mean ratings under 5.

TABLE 1
Scores on the Global Facilitator Rating Scale across all six reviewers (n=40)

Rater 1 2 3 4 5 6 Range
Team 
Mean

Acceptance 5.9 6.0 6.0 6.7 7.0 6.8 5.9-7.0 6.4

Egalitarianism 5.9 5.7 5.8 6.2 6.1 6.0 5.7-6.2 6.0

Empathy 5.7 5.5 6.1 6.1 5.7 6.8 5.5-6.8 6.0

Understanding 6.2 5.8 5.6 6.1 6.3 5.5 5.5-6.3 5.9

Genuine 5.7 5.7 5.8 5.9 6.1 6.8 5.7-6.8 6.0

Warmth 6.6 5.8 6.1 6.4 6.7 6.8 5.8-6.8 6.4

Spirit 5.5 4.0 5.2 6.0 5.0 5.8 4.0-5.8 5.3

Interactive 5.8 4.5 5.8 6.2 5.4 6.3 5.4-6.3 5.7

Narrative 6.5 5.1 6.0 6.2 5.2 6.3 5.2-6.5 5.9

Summarizing 5.3 4.5 5.9 5.9 5.8 6.0 4.5-6.0 5.6

Overall mean 5.9 5.3 5.8 6.2 5.9 6.3

Range 5.3-6.6 4.0-6.0 5.2-6.1 5.9-6.7 5.2-7.0 5.5-6.8 5.2-7.0
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Ratings of Participant Interaction 
and Effects on MI
Table 2 examines three other measures of MI 
fidelity (collaboration, cognition, and interac-
tion) that were aimed at assessing participant 
characteristics or engagement in the inter-
vention sessions. Interaction had the highest 
rating across the six raters and cognition 
rated the lowest. Participation appeared to be 
high even though cognitive ability was rated 
somewhat lower. Participant collaboration 
also rated rather high on the 7-point Likert 
scale. All three components received positive 
ratings, even though the rating of cognitive 
responsiveness was the lowest of the three.

Correlations between Interventionist 
and Participant Interaction
To further examine the interventionist’s 
fidelity to MI approaches while considering 
participant interaction, bivariate correlations 
were also examined to better understand if 
the perception of participants’ interaction or 
cognitive abilities would have made adher-
ence to MI components more challenging. As 
shown in Table 3, findings support an overall 
positive relationship between ratings on the 
delivery of MI and the participants’ degree 
of engagement. Specifically, ratings of accep-
tance were significantly and positively related 
to ratings of collaboration (r=.556, p<.001), 
cognition (r=.522, p<.01), and interaction 
(r=.434, p<.01). In addition, ratings of under-
standing were positively and significantly 
associated with collaboration (r=.389, p<.05) 
and cognition (r=.448, p<.01).

Discussion
This study examined fidelity in delivering core 
MI components in a challenging, real-world 
correctional environment with a largely treat-
ment-resistant population. The MI approach 
was used in this study in a difficult environ-
ment (jail) to evaluate the portability of this 
extensively studied EBP to a non-therapeutic 
setting. A by-product of the study was infor-
mation about the care and supervision that 
are needed to implement EBPs by clinicians 
in community practice. This study highlights 
the steps that must be taken to ensure faithful 
implementation of EBPs outside of carefully 
controlled study conditions like those found 
in jails and prisons. This study shows that MI 
can be used in challenging environments like 
jails, but considerable training, support, and 
feedback may be necessary for faithful imple-
mentation of this EBP.

This study was something of an acid test of 

the implementation of an EBP in a challenging 
correctional environment with a difficult-
to-serve population. In examining the study 
findings on the interventionist’s congruence 
of language to the 10 MI components, average 
ratings were well over 5 and in most cases, 
closer to an average of 6 on a 7-point scale. 
These findings are consistent with MISC or 
MITI ratings noted in other studies using MI 
in more controlled settings (Bertholet, Palfai, 
Gaume, Daeppen, & Saitz, 2014; Moyers, 
Martin, Manuel, Hendrickson, & Miller, 2005; 
Spohr, Taxman, Rodriguez, & Walters, 2015). 
Thus, findings suggest that a sufficient thresh-
old of fidelity was achieved in this application 
of MI in a non-therapeutic setting.

Findings also suggest that MI fidelity was 
not significantly affected by participants’ level 
of engagement in the intervention sessions. 
Initial concerns related to this non-treat-
ment-seeking jail population were that lower 
levels of cognition and/or interest in the 
intervention could make MI implementa-
tion more challenging. Findings demonstrated 
that the performance of the 10 MI compo-
nents remained high even with limited active 
engagement from participants in a number 
of cases. Findings also supported a positive 

relationship between measures of collabora-
tion and cognition when examined along with 
the primary MI components. To our knowl-
edge, this relationship has not been examined 
in other studies of MI fidelity. However, the 
relationship between participant-level factors, 
particularly cognition, should be examined 
further in future research on MI fidelity, even 
though this factor lies outside of usual MI 
fidelity evaluation. These findings suggest 
that when working with challenging partici-
pant populations (such as incarcerated rural 
women drug users), being able to tailor the 
approach in a way that is most congruent with 
the culture may be critical for the success of 
MI. This also raises important questions for 
providers in clinical settings when consider-
ing EBPs related to “what characterizes a good 
candidate client for MI?”

Fidelity in Difficult Pre-
treatment Settings
This study examined MI implementation in 
rural jails among a pre-treatment population 
of rural women where there are multiple chal-
lenges to positive outcomes. By comparison 
to urban areas, the rural areas where this 
study was conducted have more structural 

TABLE 2
Scores on the Global Interaction Rating Scale by reviewers (n=40)

Rater 1 2 3 4 5 6 Range
Team 
Mean

Collaboration 5.4 5.3 4.6 6.1 5.9 6.0 4.6-6.1 5.5

Cognition 5.6 4.9 4.3 5.9 4.9 6.8 4.3-6.8 5.4

Interaction 6.3 5.3 4.4 6.5 5.7 6.3 4.4-6.5 5.8

Overall mean 5.8 5.2 4.4 6.2 5.5 6.4 4.4-6.4 5.6

Range 5.4-6.3 4.9-5.3 4.3-4.6 5.9-6.5 4.9-5.9 6.0-6.8

TABLE 3
Correlations between interventionist MI ratings and participant engagement 

Primary MI components Collaboration Cognition Interaction

Acceptance .556*** .522** .434**

Egalitarianism .260 .346* .206

Empathy .011 .008 .012

Understanding .389* .448** .311

Genuine .256 .261 .173

Warmth .228 .168 .127

Spirit .261 .239 .155

Interactive .029 .222 .135

Narrative .068 .239 .251

Summarizing .231 .193 .124

*p<.05, **p<.01, ***p<.001
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constraints on health and wellbeing, such as 
lower education rates, lower incomes, higher 
rates of unemployment and disability, and 
more limited services and more barriers for 
women who need protection from partner 
violence—all of which tend to work against 
responsiveness to interventions (ARC, 2008; 
Eastman & Bunch, 2007; Harrington, 1997; 
Iceland, 2003; Pruitt, 2008a; 2008b; Porter, 
1993). In addition to this regional context, 
the rural jails afford few health-promoting 
opportunities.

This study clearly demonstrated that the 
amount of preparation, training, and watch-
fulness over the interventional processes is 
critical to implementation. This study sug-
gests that any notion that an EBP can be lifted 
off the shelf, briefly trained among qualified 
providers, then confidently implemented 
is seriously questionable. Moreover, doubts 
regarding the fidelity of EBP implementa-
tion are compounded when considering a 
difficult to severe target population, such as 
the one in this study. This project did not face 
institutional reluctance or systemic barriers 
other than what might be expected in any 
detention facility per se. That is, the deten-
tion staff members were facilitative and not 
resistant to the project.

Implications for Policy-makers 
and Practice Professionals
Indicators of MI fidelity for this project were 
high, but the implications for the practice envi-
ronment is that considerable clinical support 
is not only desirable, but essential. The idea 
that simply attending a training session will 
lead to greater use of EBPs appears naïve in the 
extreme. This study suggests that investment 
in training and guidance is critical not only on 
the front end of things, but also throughout. 
Real-world EBP implementation might be like 
a child’s gyroscope that, once wound up, does 
very well at first and then gradually shifts into 
wider wobbles as client characteristics and 
clinical practice habits intrude on the plan. 
The presence of episodic clinical supervi-
sion and feedback may have proven critical 
to the delivery of this MI intervention. This 
study also suggests that, particularly when 
delivering an EBP in real-world settings, the 
importance of fidelity should not be limited 
by scores on rating scales, but should take into 
consideration a varying “threshold” of accep-
tance of MI approaches that might be seen as 
congruent with the client population.

Limitations
This study had several limitations. First, rat-
ers inevitably interpret in order to categorize 
and score the verbal actions of both the 
interventionist and participants. There is an 
unavoidable limit to fidelity measurement 
of MI using measurement of audio records 
due to subjectivity in evaluating the combi-
nation of voice tone and specific semantic 
and associational meanings of words and 
sentences, versus the overall conative sense of 
the communications by both parties. These 
limitations were somewhat mitigated in this 
study by using one study interventionist who 
was born and raised in the same culture as 
the participants, and her voice and manner 
became familiar to the reviewers. However, 
the raters were not all from the same region, 
and thus interpretations of language may be 
biased in subtle ways. Second, attempts were 
made to capture open-ended and close-ended 
statements by the interventionist, but the 
flow of conversation and cultural idiom led 
to many statements that required too much 
interpretation to reliably say they fit in either 
category. Many statements were grammati-
cally close-ended, but in the context of the 
conversation, had the intent and effect of 
open-ended statements.

Implications for Future Research
Despite these limitations, this study contrib-
utes to the literature on how evidence-based 
practices can be delivered by practitioners in 
real-world settings with a high degree of fidel-
ity. One conclusion from this study might be 
that the training and skill-sustaining process 
of clinical supervision is essential in research 
projects using EBPs. The implications are 
serious for the successful delivery of EBPs, 
as well as for the ethical principle of practi-
tioner competence. For example, a program 
may state that its practitioners use EBPs, but 
they may actually lack competence with the 
EBP. Absent any sustained effort to assess 
implementation of any EBP, managed care 
organizations and funding sources remain 
dependent on providers merely asserting that 
they use certain EBPs.

This study calls for further research on 
thinking about fidelity along a continuum. 
Many institutional factors make EBP imple-
mentation possible, including the professional 
investment in fidelity training, supervision, 
and monitoring, as well as the interventionist 
characteristics along with client-level fac-
tors that may significantly affect intervention 
adherence. This study suggests no short-cuts; 

if anything, it suggests that great institutional 
support is critical to implementing any EBP.

More importantly, substance abuse treat-
ment and research funding often require the 
use of an EBP, often with no stipulations about 
what should be incorporated to ensure fidelity 
of implementation. Future funding of interven-
tion programs with an EBP requirement should 
also require evidence of at least some effort at 
fidelity evaluation. And unless research projects 
undertake serious fidelity measurement, their 
findings about the effects of EBPs should be 
taken with a large grain of salt.
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