
Contingency management treatments: Controversies and
challenges

Abstract
While ideology, politics, and economics will impact the eventual expansion or failure to
implement contingency management in countries around the world, the scientific data clearly
indicate that this is an intervention worthy of continued investment.
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Contingency management (CM) refers to a behavioral therapy in which tangible positive
reinforcers are provided to individuals who misuse substances contingent upon objective
evidence of abstinence. Usually, reinforcers are chances to win prizes of varying magnitudes
or vouchers, exchangeable for retail goods and services. CM interventions have substantial
evidence of efficacy in reducing drug use across a range of populations and settings, and
these treatments have been implemented throughout the United States and in countries
around the world (1–3). In meta-analyses and reviews (4–6), CM treatments are associated
with amongst the largest effect sizes, and they have consistently engendered positive
outcomes in treating substance use disorders.

Despite the efficacy of CM, researchers, clinicians and society have voiced concerns about
CM interventions. These have included emotionally-based criticisms such as likening CM to
“bribery” to calling it “unethical to pay people for what they should be doing anyway.”
Others scrutinize external reinforcers because they may not engender benefits beyond the
period in which they are in effect, may decrease internal motivation to change, and may be
sold, which in turn could potentially stimulate relapse or an increase in other drug use.
Opponents raise practical concerns as well, including that CM takes too much time to
administer and that it costs too much. Each of these issues is addressed, along with
challenges for the field as a whole.

Many of the emotional objections to CM appear accentuated when basic behavioral
principles are applied to individuals who misuse drugs or alcohol. Money and the chance to
win prizes, for example, are frequently provided to reinforce good job performance and
participation in surveys, and are rarely-- if ever-- met with opposition in these contexts.
Individuals with mental retardation and autism are provided reinforcers contingent upon
positive behavioral change, and no concerns arise about utilizing long-term positive
reinforcement strategies in these populations (e.g., 7). However, when substance users
receive reinforcement for behavior change, public outcry can occur (8). This contradiction
seems to suggest that it is something about individuals who misuse drugs or alcohol, and
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society's and even treatment providers' perceptions about individuals with problematic
substance use, that renders these procedures unpalatable with these populations.

Beyond emotional perceptions, others have raised concerns about CM that relate to its
efficacy or mechanisms of action. One consistently mentioned issue is that the behavior will
revert to baseline once reinforcers are no longer offered. In some laboratory-based CM
demonstration projects and clinical trials, drug use returns to pre-intervention rates when
reinforcers are no longer provided (e.g., 9). However, in a number of studies, individuals
who earlier received CM continue to benefit even after tangible reinforcers are no longer
available (e.g., 10). The longest duration of abstinence achieved during treatment is a robust
and consistent predictor of long-term abstinence (11–12). Although many CM studies are
not adequately powered to detect post-treatment between-group rates in drug use, some
long-term benefits do emerge (10). Moreover, this criticism, which is often directed toward
CM interventions, also ought to apply equally to other treatments. McLellan et al. (13)
compare substance use disorders to other lifelong behaviorally-based disorders such as
hypertension and diabetes. Many treatments for these disorders are not expected to exert
benefits beyond the period in which they are in effect, and it is unclear why CM should be
held to higher standards.

Nevertheless, research is ongoing to address persisting benefits of CM and methods to
extend its effects, including evaluations of longer duration CM or reductions in frequency or
magnitude of reinforcers once sustained abstinence is achieved. Other approaches include
offering CM as an adjunct to other psychotherapies or pharmacotherapies to boost initial
response and thereby possibly extend benefits.

Two other concerns about CM are that provision of external reinforcers may reduce internal
motivation to change and reinforcers could be sold or exchanged for drugs. Data indicate
that CM has no adverse effects on internal motivation (14), and effective CM interventions
are designed to reduce the probability of drug lapses. Reinforcers are typically arranged so
that each subsequent reinforcer has a higher value than the preceding reinforcer, which
promotes sustained abstinence (15). When relapse occurs, reinforcer values reset,
specifically discouraging relapse (2,3,9,10,12,15,17). This procedure decreases the
likelihood of selling the reinforcer to purchase drugs, because if the drugs are consumed
subsequent reinforcer value is decreased. In terms of ancillary drug use (which does not
impact reinforcement), studies have not found increases in other drug use during or
following CM interventions (16–17).

Practical concerns about CM are perhaps the most challenging to address. CM interventions
that reinforce abstinence require collection and testing of urine samples 2–3 times weekly,
which involves personnel time. As reinforcers are monetary-based and substantive data
indicate that magnitude of reinforcement impacts efficacy (5–6), costs of these interventions
are a significant barrier to their adoption in practice settings (2–3). In universal health care
settings, these costs may be borne by society, which ultimately may realize cost savings in
terms of reduced re-admissions, emergency room visits and contraction of HIV and other
infectious diseases (18). However, in the United States, most treatment programs that
implement CM are expected to pay for the intervention. In outpatient settings in which CM
has ancillary benefits of increasing retention and reimbursement to providers, CM may be
cost-effective, but in capitated systems, greater attendance results in lower per-patient
reimbursements, making CM cost-ineffective to the provider. Large-scale studies are needed
to investigate thoroughly the cost-effectiveness and cost-benefits of CM and to identify the
settings and subgroups who are most positively impacted by it (19), including adolescent,
criminal justice and workplace settings.
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Ideology, politics, and economics will impact the eventual expansion or failure to implement
CM in countries around the world. Nevertheless, the scientific data clearly indicate that this
is an intervention worthy of continued investment.
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