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Abstract

Contingency management (CM) interventions generally target a single behavior such as 

attendance or drug use. However, disease outcomes are mediated by complex chains of both 

healthy and interfering behaviors enacted over extended periods of time. This paper describes a 

novel multi-target contingency management (CM) program developed for use with HIV positive 

substance users enrolled in a CTN multi-site study (0049 Project HOPE). Participants were 

randomly assigned to usual care (referral to health care and SUD treatment) or 6-months strength-

based patient navigation interventions with (PN + CM) or without (PN only) the CM program. 

Primary outcome of the trial was viral load suppression at 12-months post-randomization. Up to 

$1160 could be earned over 6 months under escalating schedules of reinforcement. Earnings were 

divided among eight CM targets; two PN-related (PN visits; paperwork completion; 26% of 

possible earnings), four health-related (HIV care visits, lab blood draw visits, medication check, 

viral load suppression; 47% of possible earnings) and two drug-use abatement (treatment entry; 

submission of drug negative UAs; 27% of earnings). The paper describes rationale for selection of 
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targets, pay amounts and pay schedules. The CM program was compatible with and fully 

integrated into the PN intervention. The study design will allow comparison of behavioral and 

health outcomes for participants receiving PN with and without CM; results will inform future 

multi-target CM development.
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contingency management; behavior targets; HIV disease; health care incentives; substance use 
disorders

1. Introduction

Contingency management (CM) is a financially-based incentive system designed to increase 

the frequency of desirable behaviors. This is done by offering tangible rewards (reinforcers) 

in the form of vouchers, prizes, gift cards or cash, based on objective evidence of the 

occurrence (or non-occurrence) of a particular defined behavior, which is called the target 

behavior. The CM approach to motivating behavior and behavior change has received 

consistent support in many contexts. For example, there are numerous examples where 

tangible incentives have been used successfully to increase rates of attendance at psychiatric 

or substance abuse counseling sessions (Corrigan, Bogner, Lamb-Hart, Heinemann & 

Moore, 2005; Fitzsimons, Tuten, Borsuk, Lookatch & Hanks, 2015; Kidorf, Brooner, 

Gandotra, Antoine, King, et al., 2013; Ledgerwood, Alessi, Hanson, Godley & Petry, 2008; 

Milward, Lynskey & Strang, 2014; Petry, Martin & Finoche, 2001; Petry, Martin & Simic, 

2005; Petry, Alessi & Ledgerwood, 2012a; Sigmon & Stitzer, 2005; Walker, Rosvall, Field, 

Allen, McDonald et al., 2010). Another body of literature supports the efficacy of CM 

interventions for promoting abstinence from drugs of abuse when delivered either in a 

continuous voucher reinforcement (Lussier, Heil, Mongeon, Badger & Higgins, 2006) or 

intermittent reinforcement prize draw systems (Benishek, Dougosh, Kirby, Matejkowski, 

Clements, et al., 2015). CM interventions have also been employed and shown to be 

efficacious for supporting health-care related behaviors in difficult populations of substance 

users. This includes interventions focused on patient return for medical test results (Malotte, 

Rhodes & Mais, 1998; Malotte, Hollingshead & Rhodes, 1999; Thornton, 2008), and for 

completion of hepatitis B vaccination series (Stitzer, Polk, Bowles & Kosten, 2010; Topp, 

Day, Wand, Deacon, vanBeck, et al., 2013; Weaver, Metrebian, Hellier, Pilling, Charles, et 

al., 2014). Incentives have also been shown effective as an intervention to promote 

medication adherence (DeFulio & Silverman, 2012; Kimmel, Troxel, Loewenstein, 

Brensinger, Jaskowiak, et al., 2012; Petry, Rash, Byrne, Ashraf & White, 2012b), including 

adherence to anti-retroviral therapy in HIV positive substance users (Javanbakht, Prosser. 

Grimes. Weinstein & Farthing, et al., 2006; Rosen, Dieckhaus, McMahon, Valdes, Petry, et 

al., 2007; Sorensen, Haug, Delucchi, Gruber, Kletter, et al, 2007).

One hallmark of prior CM intervention in addiction and health care has been the use of 

single behavioral targets. Focus on a single target is very useful in delineating specific 

behaviors where CM can be effectively applied to promote behavior change. It is notable, 

however, that in most therapeutic and behavioral health situations, several of the behaviors 
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that have been targeted individually must be enacted in sequence, and repeatedly over 

lengthy periods of time, in order to achieve a desired long-term outcome. Thus, patients with 

a chronic health condition must repeatedly contact a physician, receive and fill medication 

prescriptions then regularly take those medications in order to achieve desired control over 

their chronic health condition. Follow-through with sequential health care behaviors is 

problematic for many groups, but this is especially the case for substance users, whose 

addiction may interfere with health care adherence at any and all points in the sequence. 

Well documented in this regard are substance users who are HIV positive. Substance use is 

associated with poor HIV outcomes including reduced viral suppression and accelerated 

disease progression (Baum, Rafie, Lai, Sales, Page & Campa, 2009; Lucas, 2011; Milloy, 

Marshall, Kerr, Buxton, Rhodes, et al., 2012; Porter, Babiker, Bhaskaran, Darbyshire, 

Pezzotti, et al., 2003; Weber, Huber, Rickenbach, Furrer, Elzi, et al., 2009).

A challenge facing the behavioral health community, then, is to devise and investigate CM 

interventions that can effectively promote sequences of behavior leading to an ultimate 

desirable health outcome, a goal that has infrequently been pursued to date (Bassett, Wilson, 

Taaffe, & Freedberg, 2015). A recently completed multi-site CTN study, project HOPE 

(CTN 0049, Hospital Visit as Opportunity for Prevention and Engagement for HIV-Infected 

Drug Users), provided the opportunity to develop a novel contingency management 

intervention designed to aid in the accomplishment of a long-term health goal, namely viral 

suppression among HIV positive substance users. The study examined the efficacy of a 

patient navigation intervention delivered with or without a concurrent fully integrated 

contingency management incentive program, for its ability to engage HIV positive substance 

users in HIV care while also encouraging them to address their substance use. The CTN 

study enrolled 801 HIV positive substance users with detectable viral load, a marker 

indicating that they were out of compliance with standard viral suppressing HIV regimens. 

Participants were identified and recruited at bedside in hospital settings where they might 

have come for any reason but were generally hospitalized for an HIV-related condition. 

Patients who qualified were enrolled into a 12-month study and randomized to one of three 

6-month interventions: usual care referral to outpatient HIV and substance abuse services, 

Patient Navigation combined with incentive-based contingency management (PN + CM) or 

Patient Navigation (PN) alone. Main outcomes have recently been published (Metsch, 

Feaster, Gooden, Matheson, Stitzer, et al., 2016)

Patient navigation uses a strengths-based case management approach (Gardner, Metsch, 

Anderson-Mahoney, Loughlin, del Rio, et al., 2005) that incorporates motivational 

interviewing methods (Miller & Rollnick, 2013) in working with participants. The PN 

approach was selected as the background supporting intervention because it has previously 

been shown to be efficacious in linking persons newly diagnosed with HIV to primary 

medical care (Gardener, et al., 2005). In the CTN study, navigators helped participants to 

arrange HIV care and to enter substance use disorder treatment if they desired, to understand 

their health information, overcome personal barriers to treatment (e.g. transportation and 

child care) and enlist support from their environment. The CM incentive program was fully 

integrated into the PN intervention. Since viral load suppression (defined as ≤200 

copies/mL) was specified as the primary outcome in the HOPE study, the ultimate question 
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was whether a multi-target CM program would improve this important down-stream health 

outcome when used in the context of Patient Navigation.

The purpose of the present paper is to describe the multi-target contingency management 

program that was developed for use in the CTN project HOPE, highlighting the principles 

and considerations that went into its development. Outcomes examining specific efficacy of 

the CM intervention components will be available at a later time pending additional 

secondary data analysis.

2. CM parameters and implementation considerations

Incentive earning amounts

The total amount offered in an incentive program is clearly a critical variable. There have 

been no systematic methods or guidelines developed for selecting pay amounts in CM 

studies. Conceptually, pay amounts offered must be sufficiently attractive to motivate 

participants to undertake the desired behaviors. It is also clear from prior research that the 

higher the magnitude of reinforcement available, the more effective the CM program will 

generally be (Higgins, Heil, Dantona, Donham, Matthews & Badger, 2006; Lussier et al., 

2006; Petry, Telford, Austin, Nich, Carroll, et al., 2004). Thus, the main constraint on 

payment in real world settings is the amount that might be supported by local resources and 

societal opinion, while funding budgets set the constraints in research-supported 

interventions. One useful precedent for total pay amounts comes from the standard voucher 

reinforcement program for cocaine abstinence developed by Higgins in which total incentive 

values in the range of $1000 were used (Higgins, Budney, Bickel, Foerg, Donham & Badger, 

1994). With this benchmark in mind, payment schedules were developed that would sum to 

an amount in the range of $1000–$1500 over the 6-month study. The final total amount that 

could be earned was $1160. It was anticipated that this total amount would be attractive to 

participants while in fact averaging to only $193 per month, a very modest sum that may be 

acceptable to society and health care providers should it prove to be effective.

Incentive earnings distribution

In order to support the main focus of the PN intervention, it was determined that about half 

the earnings would be allocated to health-related behaviors. As regular contact with the PN 

was essential for success of the PN intervention, one quarter of earnings was allocated to this 

goal. The final one-quarter of incentive earnings was allocated to substance use-related 

goals.

Payment schedules

An important principle incorporated into successful abstinence incentive programs has been 

the use of escalating schedules of payment such that each successive drug negative sample 

results in a higher payment than the last, with reset to former lower pay amounts used as a 

mild penalty in the face of missing or drug positive samples (Higgins et al., 1994). This 

scheme is designed to engender sustained, rather than sporadic periods of abstinence and has 

been shown more effective than fixed payment schedules for doing so (Roll, Higgins & 

Badger, 1996; Roll & Higgins, 2000). The use of escalating pay schedules was deemed 
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essential for the CTN study as the intervention was in effect over a lengthy 6-month time 

frame. The escalating schedule is designed to sustain desired behaviors over such lengthy 

periods of time by providing higher value reinforcement at later time points when frequency 

of behavior tends to decline and internal motivation may be waning (e.g. Stitzer et al., 2010). 

While an escalation feature was included for virtually all the target behaviors, resets were 

used more sparingly and in particular were not included in the incentive plan for 

appointment keeping behaviors. It was, of course, possible and likely that scheduled 

appointments would be missed, providing an opportunity for use of the reset feature. 

However, there was concern that resets for missed appointments might be viewed as 

punishing and counterproductive by reducing motivation to schedule future appointments. 

Thus, the goal was to reinforce all attended appointments irrespective of their timing and of 

scheduling history.

Flexible payment delivery timing

In contrast to study outcome assessment activities, which occurred at specified time points 

after start of the intervention (e.g. 6- and 12-month assessments), none of the targeted 

activities in the CM program were scheduled in advance to occur at fixed points in time. 

Indeed, every activity needed to be scheduled in general alignment with protocol guidelines 

but taking into account local clinical practices as well as clinician and participant 

availability. For example, eleven PN meetings were specified in the protocol. These were 

ideally to be delivered with increased spacing over time (i.e. weekly, then biweekly then 

monthly). Further, some were to be coordinated with the participants’ HIV health care 

appointments for appointment preparation and review activities. However, there was no fixed 

schedule for these meetings. Thus, in most cases, a maximum number of incentive payments 

were specified for the target behavior (e.g. 11 for PN visits) with the understanding that 

some participants may not be able to earn all the available payments (e.g. for doctor visits) 

depending on local and individual circumstances.

CM management and integration with Patient Navigation

The CM program was fully integrated with PN activities. Navigators directly delivered 

tangible incentives to complement and emphasize their role in providing social support and 

encouragement for positive behavioral goals. Because management of a multi-target CM 

intervention is complex and likely to impact sustainability, a user-friendly computerized 

management system was developed for PNs’ use in tracking CM targets. At the start of each 

PN meeting, the navigator entered the participants’ ID into the computer program which 

stored and updated the participants’ personal target behavior performance and incentive 

earnings information. As soon as a meeting date and time was entered, the earned incentive 

payment for that meeting was automatically retrieved from the escalating schedule and 

displayed. Thus, navigators did not have to keep track of how many previous meetings they 

had completed with the participant. The program then advanced through screens for each of 

the remaining targets, ensuring that each target was checked and new information entered as 

appropriate. For example, if a medical visit or substance use disorder treatment appointment 

had occurred since the last PN visit, this information would be entered and saved in the 

tracking system and the appropriate incentive payment assigned. After entries had been 

made for all the targets, a summary of the incentives earned that day was displayed as well 
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as a screen showing totals earned to date and the remaining incentive amounts available to 

the participant (see Figure 1). This screen was printed for the participant. Participants could 

receive earnings immediately or hold them in an account for receipt at a later time. Payment 

was generally made using cash or gift cards from local retail establishments.

3. Target behavior considerations

Since the final goal of the CTN study was viral load suppression, one of the first 

considerations was whether to incorporate incentives for achieving the final desired 

endpoint. Offering reinforcement for the ultimate health outcome was deemed to be 

advantageous as this would enhance the saliency of the goal. It was also recognized, 

however, that reinforcement of this long-term goal was likely to be insufficient in light of the 

sustained chain of mediating behaviors needed to achieve the goal. Thus, the CM schedule 

was designed to offer frequent positive reinforcement over time for multiple behaviors likely 

to mediate (e.g. doctor visits, medication adherence) or interfere (substance use) with 

achieving the long-term health outcome in addition to incentives for achieving viral load 

suppression targets.

Eight targets were selected for reinforcement. Two were related to PN visits and activities, 

four related to health care, and two focused on drug use abatement. The incentive targets are 

described below and listed in Table 1 along with information about their respective payment 

amounts and schedules. A detailed explanation of the measurement and implementation 

rules is available from the authors.

1. Attend patient navigator meetings (PN related)

The goal of this incentive was to support the PN intervention by encouraging continued 

regular contact between participants and their patient navigators. As eleven meetings were 

specified in the protocol, up to eleven incentives could be earned under an escalating 

schedule for a total of $220 (average of $20 per meeting).

2. Complete paperwork (PN related)

Clinician consultation obtained during study development emphasized the importance of 

paperwork pre-cursors to services, which might include health insurance or pharmacy 

support applications. A fixed amount of money ($80) was included in the incentive schema 

with flexible decision making given to PNs in how and when it would be used with 

individual patients.

3. Attend doctor visits (Health related)

The goal of this incentive was to support the first step in the care sequence by encouraging 

continued contact between participants and their HIV medical provider. Navigators played a 

large role in this process by helping to arrange appointments, accompanying participants to 

their appointments and briefing and debriefing participants on the process and content of the 

health care encounters. With this intense PN involvement, it was not certain that incentive 

payments would have added benefit. However, it was deemed prudent to reinforce this 

important initial step in the health care sequence in order to evaluate efficacy. It was also 
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anticipated that there would be considerable between-subject variability in the number and 

spacing of HIV care appointments due in part to variation in local clinical practices. Four 

incentive payments were included based on the best practices identified by clinician 

investigators during protocol development with the understanding that not all participants 

might be able to access the maximum number of incentive payments (e.g. if their doctor 

elected to see them three rather than four times during the intervention, then only the first 

three incentive payments would be earned). A total of $180 could be earned under an 

escalating schedule for keeping up to four appointments. Visits beyond the number specified 

could of course be made, but would not be reinforced.

4. Pass medication check (Health related)

Regular and sustained ingestion of prescribed medication was clearly the key behavior likely 

to mediate good outcomes (i.e. viral load suppression) in HIV infected participants. Several 

approaches to tracking and reinforcing medication adherence were considered, chief among 

these being a tailored version of directly observed therapy (Tsai, Karasic, Hammer, 

Charlebois, Ragland, et al., 2013) and MEMS caps, which have been used in several 

previous studies of HIV medication adherence with substance users (e.g. Rosen et al., 2007; 

Sorensen et al., 2007). A key consideration here, however, was external validity and 

sustainability. Study investigators wanted the intervention to be realistic and accessible for 

future dissemination should it prove effective. Thus it was decided that the medication 

compliance target would not be direct evidence of pill ingestion but rather evidence that the 

participant possessed an active prescription. Medication adherence incentives were 

scheduled at about monthly intervals when prescription renewals were anticipated. An 

incentive was awarded if the participant brought a pill bottle showing an active prescription 

to the PN meeting or if the PN could independently validate that an appropriate prescription 

had been picked up from the pharmacy. Up to $170 could be earned for the medication 

check target under an escalating schedule. Navigators reviewed self-reported pill taking and 

discussed with participants the importance of taking their medication as prescribed.

5. Attend lab visit (Health related)

The final health care-related incentive selected was the keeping of appointments for blood 

draws that were a necessary pre-cursor to viral load assessment. While it was only expected 

to occur infrequently, this behavior was selected as a target because of its relevance to 

clinical practice and patient feedback in naturalistic settings. A total of $50 could be earned 

for two blood draws at mid- and end of treatment.

6. Achieve viral load suppression (Health related)

Two opportunities were provided to receive payment for viral load suppression. The first 

payment of $50 was available in mid-study with flexible timing to accommodate variability 

in physician-arranged viral load testing. At this time, the requirement for reinforcement 

delivery was a 2-log decrease from baseline viral load or viral load ≤ 200 copies/ml. The 

second payment of $100 was available after the study-specified 6-month sample was tested; 

at this point, only viral load ≤ 200 copies/ml qualified for incentive payment.
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7. Attend substance use disorder treatment (Drug Use related)

Participants in the HOPE study were specifically selected because they had evidence of a 

substance abuse problem. Patient navigators were encouraged to use their motivational 

interviewing skills to discuss substance use with participants and explore its role as a barrier 

in regard to accomplishing HIV care and other life goals. One pathway to addressing 

substance use would be to enroll in a formal SUD treatment program. Patient navigators 

helped participants who were willing, to find and enroll in a treatment program, and 

accompanied them to the intake appointment. In addition, up to $90 in escalating incentive 

payments were available for attending an intake appointment and the first four visits at the 

chosen substance abuse treatment clinic.

8. Submit substance negative samples (Drug use related)

While entry into formal substance abuse treatment was considered desirable, the direct 

reinforcement of substance negative samples (drug negative UA; breathalyzer reading ≤.

01mg%) was included as an optional feature of the program to serve as an alternative 

pathway for promoting abstinence. This novel feature of the incentive program was modeled 

directly on voucher reinforcement procedures that have been used successfully in the past to 

encourage drug abstinence (Lussier et al., 2006). However, in an effort to accommodate the 

protocol and be mindful of the variability that occurs in clinical practice, reinforcement was 

provided by the PNs based on submission of substance negative samples at their 11 variably 

spaced visits with participants during the 6-month study. This is in contrast to the frequent 

(2–3 times per week) testing protocols typical of abstinence-based CM interventions that 

attempt to detect any and all drug use during the intervention. Drug abstinence incentives 

were available whether or not the participant chose to enter formal treatment. PNs were 

equipped to test urine samples on-site using a 10-drug panel (opiate [morphine], oxycodone, 

methadone, cocaine, amphetamine, methamphetamine, marijuana, benzodiazepines, ecstasy, 

and barbiturates). Breath alcohol readings were also collected separately. Reinforcement was 

provided for urine samples that tested negative for six of the ten drugs (opiate, oxycodone, 

methadone, cocaine, amphetamine and methamphetamine) with a blood alcohol level ≤.

01mg% also required. Marijuana was excluded from the incentive plan in order to avoid 

contested results related to medical marijuana usage and to increase the likelihood that 

patients could experience success by stopping their use of opioids and stimulants, the illicit 

substances that have been traditionally targeted in CM abstinence incentive programs and 

have been shown to inhibit successful progression along the HIV care continuum for 

substance users (Baum et al., 2009; Lucas, 2011; Porter et al., 2003; Weber et al., 2009). 

This drug testing option was novel and a potential way to boost motivation for controlling 

drug use by delivering abstinence reinforcement directly within a patient navigation 

intervention. Up to $220 could be earned on an escalating schedule for delivering a drug 

negative urine and negative breath alcohol reading at each of the eleven PN meetings. To 

encourage sustained periods of abstinence, a reset feature was included in the drug 

abstinence incentive for missing or positive samples.
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4. Significance and future directions

The CTN Project HOPE provided the opportunity to apply basic principles of contingency 

management intervention, including reinforcement magnitude and scheduling, to 

development of a unique multi-target CM program that was delivered in the complimentary 

context of strengths-based patient navigation with the aim of improving participants’ follow 

through with HIV-related health behaviors. Bassett et al. (2015), recently reviewed other 

studies that have attempted to improve progression through the HIV treatment cascade using 

CM approaches. They. cite several studies that incentivized HIV testing uptake or HIV 

medication adherence but note only two studies that have focused on linkage to and 

continuation in care using multiple behavioral targets. Solomon, Srikrishnan, Vasudevan, 

Anand, Kumar, et al (2014) in a study conducted in India, randomized 120 HIV positive 

drug users to incentive and control arms. Incentive patients could earn up to $68 in vouchers 

over 12 months (traded for food and household items) for visiting an HIV clinic, initiating 

antiretroviral therapy and achieving viral suppression. In that study, incentive participants 

were more likely than controls to initiate ART (45% vs 27%; p=.04) and to attend the clinic 

(median of 8 vs 3.5 monthly visits out of 12 possible; p=.005). However, these differences in 

mediating behaviors did not result in differential outcomes on the viral load measure. 

Another study with negative findings (El-Sadr et al. data from a meeting abstract) offered a 

$125 coupon to HIV positive patients redeemable if they entered HIV care within 3-months 

and a $70 gift gift card per quarter if patients were on ART with viral suppression. Both 

studies used relatively small reinforce amounts and violated the principle of frequent 

reinforcement by delivering reinforcers at 3-month intervals. The higher pay amounts, 

frequently delivered reinforers and close monitoring of HIV medication in the present study 

were likely responsible for positive effects of the incentive intervention in PN + CM versus 

PN only apparent at the 6-month evaluation including higher rates of PN visit attendance 

and of self-reported participation in HIV care activities (Metsch et al., 2016).

Design of the CTN study will allow further evaluation of CM effects on specific target 

behaviors and the role of target behaviors in mediating biological outcomes. Identification of 

target behaviors that were or were not sensitive to the effects of CM in the context of the 

intensive supportive PN intervention will provide guidance for future development of multi-

target CM programs.

There are many important issues that will need to be addressed in the future development of 

multi-target interventions. One issue is the relative allocation of monetary reward across 

incentivized target behaviors. The Project HOPE CM program, with about half (47%) of 

incentive earnings available for health-related behaviors (doctor and lab visits, medication 

pickup compliance and viral load bonuses) was consistent with the study’s emphasis health-

related behavior goals. However, it is possible that a stronger emphasis on substance use 

abatement goals may be warranted, supported by higher magnitude and/or more frequently 

available incentives for drug abstinence. It will clearly be important for future research to 

explore the impact of relative incentive allocation patterns in multi-target interventions as 

well as overall pay amounts and schedules. Another issue is implementation context. The 

CM program was viewed as a compliment the strength-based philosophy and approach of 

the PN intervention by strengthening the incentive for accomplishing targeted behaviors. 
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Once target behaviors had been enacted, with or without the support of financial incentives, 

these could then be celebrated and reflected back to participants in the strength-based 

approach as examples of their own abilities and accomplishments. While this is context is 

appealing, consideration of alternative implementation contexts would also be valuable in 

future research.

The project HOPE CM program offers one example of how a multi-target CM intervention 

might be structured and deployed to impact a critical health outcome in a difficult to treat 

population- in this case HIV positive substance users. Subsequent data analysis examining 

the impact of the CM intervention on behavior frequencies will inform the structure and 

content of future multi-target CM interventions, while considerations of sustainability and 

cost-effectiveness will be needed to inform implementation policy. Nevertheless, there 

should be essential lessons learned from the HOPE project that can be translated into both 

implementation policy and future research that examines components and parameters of 

incentive-supported health care interventions for difficult populations.
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Highlights

• Development of a multi-target contingency management (CM) program 

is described.

• CM complemented a strength-based Patient Navigation (PN) 

intervention for HIV positive substance users.

• Behavioral targets (N = 7) included PN meetings, health care and drug 

use abatement activities.

• Development considerations discussed include reinforcer magnitude, 

scheduling, and integration with PN activities.
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Figure 1. 
Example of a final display screen as it appeared in the CM computerized tracking system. 

This screen displayed at the end of a PN meeting, lists each of 8 incentivized CM targets. 

Participant ID is shown on the top line. The amount of money earned to date for each target 

is shown in the first numeric column. Possible earnings at the next meeting (from escalating 

schedules) is shown in the second numeric column while the final column shows total 

possible future earnings available for the remaining portion of the 6-month intervention. 

Addition of numeric columns 1 and 3 adds to the total dollars available for each target, with 

a total of $1160 across all targets. Please note that labeling and sequence of behavior targets 

listed here is not the same as that used in the main paper, where targets have been labeled 

with more clarity and discussed in functional groupings (PN-related, health-related, 

substance use related).
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Table 1

CM Incentive Schedule

Target Behavior Maximum Number Escalation from to ($) Total $ available

Attend PN meetings 11 10 – 30 220

Complete paperwork PN choice None specified 80

Attend doctor visits 4 30 – 60 180

Pass medication check 7 20 – 30 170

Attend lab visit1 2 20 – 30 50

Achieve viral load suppression2 2 50 – 100 150

Attend SUD treatment3 5 15 – 20 90

Submit negative samples 11 10 – 30 220

Total Available 1160

1
Blood draw prior to doctors visit around weeks 16 and 24

2
Incentive for 2-log reduction from BL mid-study; full suppression at 6-months

3
Incentive for initial contact and first four sessions
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