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Why should we be concerned about stimulant use 
(cocaine and methamphetamine)?



Slide 5

The Multiple Cause of Death data are produced by the Division of Vital Statistics, National Center for Health Statistics (NCHS),

Centers for Disease Control and Prevention (CDC), United States Department of Health and Human Services (US DHHS). 3



Results

SOURCE: Friedman & Shover, 2023
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Results (continued)

SOURCE: Friedman & Shover, 2023

Percent of Fentanyl Overdose Deaths involving Stimulants by State and Year, 2015-2021
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Contingency Management: 

Definition and Key Elements



Contingency Management

A behavioral technique employing the systematic delivery of 

positive reinforcement for desired behaviors incompatible with 

drug use.  In the treatment of stimulant use disorder, vouchers 

or giftcards can be “earned” for submission of 

cocaine/methamphetamine-free urine samples or for 

completion of other target behaviors.



The Four Essential “Ingredients” of CM

1. Clearly define a single behavior

2. Frequently measure behavior

3. Provide tangible incentives 

immediately after behavior is 

observed

4. Withhold incentive when behavior 

is not observed while maintaining 

supportive attitude
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CM Uses Positive Reinforcement

• CM offers a non-drug reinforcer in exchange 
for evidence of drug abstinence

• Small rewards can be effective, but over time 
the reward must be large enough to offset the 
rewarding effect of the substance 

• Cocaine and methamphetamine trigger a 
release of dopamine that is over 1,000% of 
our baseline dopamine levels – this is highly 
reinforcing, so we need a reinforcement 
paradigm that is powerful enough to compete 
with it  
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Incentive Programs that are NOT CM

• Coffee/donuts provided at meetings

• Certificate and party given at “graduation” 

• Incentive “programs” using small, low cost incentives

• Random drawing for all clients given monthly (no defined criteria for being 
entered in the drawing) 

Use of positive reinforcement throughout treatment all treatment activities is 
highly recommended.  However all “incentive programs” are not contingency 
management   
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Use of a Protocol Based on Sound Empirical 
Principles 

• A protocol should include:

– An adequate level of reinforcement

– An adequate duration

– Fraud prevention “guardrails”

– A well designed training and implementation plan

– Adaptations for specific populations and settings 

– Fidelity monitoring and feedback

11



CM Recommendations for Safe Harbor Requirements

Do not advertise the use of incentives as part of treatment
Document need for CM in treatment plan (i.e., client has a moderate or severe 

stimulant use disorder)
Use a research-based CM protocol
Carefully document that incentives are linked to client outcomes by carefully 

documenting each urine drug test result and corresponding incentive that was 
given for the negative test
Regularly evaluate the impact of CM on client outcomes and implement quality 

improvement procedures to document CM effectiveness
Avoid tying CM visits with another Medicaid/Medicare billable encounter

Some of these rules may be modified from programs with CMS approval to 
conduct CM services as a Medicaid/Medicare benefit; any adaptation should be 
done in careful consideration from state regulatory authority.
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Use a Positive Approach

• Reframe the use of UDTs 
(rewards vs. punishment)

• Stay encouraging by focusing on next 
opportunity to earn a recovery incentive

• Emphasize the lack of punishment/
negative consequences 

• Gets clients excited about treatment – 
they have something to look forward to

• Helps build the therapeutic alliance
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Make Use of Motivational Interviewing Concepts

• Compassion: Having a genuine 
sense of “unconditional positive 
regard” for another person; what 
this person experiences matters 
to you

• Empathy: Understanding the 
world from another person’s 
perspective; being genuinely 
curious about how they see and 
experience the world, and being 
able to communicate that 
understanding to the client 
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Research Support for 
Contingency Management
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Systematic Reviews and Meta-analyses



PLOS Medicine | December 26, 2018



Meta-analysis findings

Network meta-analysis was used to analyze 50 
clinical studies (6,943 participants) on 12 different 
psychosocial interventions for cocaine and/or 
amphetamine addiction.

The combination of contingency management and 
community reinforcement approach, was the most 
efficacious and most acceptable treatment both in 
the short and long term.



Non-pharmacological interventions for 
methamphetamine use disorder: a systematic review 

AshaRani, PV, et al. Drug and Alcohol Dependence, 2020

• 44 Studies reviewed.

• Conclusions:  While Contingency Management (CM) 
interventions showed the strongest evidence favoring the 
outcomes assessed, tailored CBT alone or with CM was also 
effective in the target population. 



Comparison of Treatments for Cocaine Use 

Disorder Among Adults: A Systematic Review and 

Meta-analysis. JAMA (Bentzly et al, 2021)

Results A total of 157 studies comprising 402 treatment groups and 15 842 

participants were included.

Only contingency management programs were significantly associated with an 

increased likelihood of having a negative test result for the presence of cocaine 

(OR, 2.13; 95%)

Conclusions In this meta-analysis, contingency management programs were 

associated with reductions in cocaine use among adults.



Contingency Management for Patients  Receiving 

Medication for Opioid Use Disorder: A Systematic 

Review and Meta-analysis.  JAMA (Bolivar, et al.2021)

These results provide evidence supporting the use of 

contingency management in addressing key clinical 

problems among patients receiving MOUD, including the 

ongoing epidemic of comorbid psychomotor stimulant 

misuse.



Contingency Management for the Treatment of 
Methamphetamine Use Disorder: A Systematic Review

Brown and DeFulio, 2020

• A review of 27 studies.

• All included a contingency management intervention for methamphetamine users.

• Outcomes:

– Drug abstinence

– Retention in treatment 

– Attendance/treatment engagement

– Sexual risk behavior

– Mood/affect

– Treatment response predictors



Results of CM Treatments

• Reduced methamphetamine use in 26 of 27 studies.

• Longer retention in treatment.

• More therapy sessions attended; higher use of other 
services and medical services.

• Reductions in risky sexual behavior.

• Increases in positive affect and decreases in negative 
affect.



CM for Stimulants: Research Summary (1)

• CM is the most effective way to help people stop using stimulant drugs 

Methamphetamine (AshaRani et al., 2020; Cocaine Bentzley, et al., 2021)

• Over 60 studies demonstrating that CM works to reduce stimulant use for 

people who are receiving MOUD (Medications for Opioid Use Disorder) 

treatment (Bolívar et al., 2021)

• CM has a higher retention rate than other stimulant use disorder treatments 

(Higgins et al., 1994)
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CM for Stimulants: Research Summary (2)

• The effects of CM can last for up to one year after the intervention ends (Ginley 

et al., 2021) 

• CM that targets stimulant abstinence leads to reduced alcohol use, cigarette 

smoking, depressive symptoms, and psychiatric hospitalizations (Miguel et al., 

2017; McDonell et al., 2021b)

• CM is cost effective (Olmstead & Petry, 2009)
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CM for Stimulants: Research Summary (3)

Cultural factors: 

– CM has demonstrated efficacy in the U.S., Brazil, China, and other countries 
(Hser et al., 2011; Miguel et al., 2022)

– CM has been adapted, tested, and found to be effective in partnership with 
American Indian and Alaska Native communities 
(McDonell et al., 2021a; McDonell et al., 2021b)  

– CM has demonstrated efficacy for reducing methamphetamine use among 
Men Who Have Sex With Men (MSM) (Shoptaw et al., 2006)

Other Populations: 

– CM is associated with reductions in substance use in populations with co-
occurring serious mental illness (McDonell et al., 2013; Bellack et al., 2006)26
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Current status of treatment approaches for 
stimulant use disorder

Contingency management unanimously (7 systematic reviews and 
meta-analyses) found to have best evidence of effectiveness.

Other approaches with less but clear evidence of support: 

 Cognitive Behavioral Therapy (CBT)

 Community Reinforcement Approach (CRA)

Approach with evidence for treatment of a broad variety of SUD:  Motivational 
Interviewing (MI).

Approach with recent studies showing benefit to methamphetamine users:  
Physical Exercise (PE) (e.g., Rawson et al., 2015).



Current Challenges to use of CM

• Resistance to the use of incentives to promote behavior change

– Stigma associated with: “Paying individuals to not use drugs”

• Limits on Federal Funds

– SAMHSA/HRSA $75 cap per person per year

– Incentives are taxable income, risking interference with entitlement benefits

• Confusion regarding OIG Anti-Kick/Inducements regulations

– Upcoming Westley Clark talk

• Absence of Evidence-based Training and Implementation Strategies

– Rawson talk

• Optimal parameters for CM protocol design currently not well established 



Financing CM

Where does the money come from?  Currently, SAMHSA money SOR grants and 
Block grants have a $75 max per patient.  This is inadequate per the research 
literature. 

In many of the published research studies with individuals being treatment for 
StimUD, protocols were 12-16 weeks in duration with max possible earnings of 
$1000-$1200.  

In the current California project (to be described) the incentive program is $599 
max per patient per 6-month protocol.  $599 is used as the max to avoid issuing 
1099 tax forms since as present the IRS classifies incentives earned as taxable 
income.



Financing CM

Strategies for Financing CM

– Change in HHS policy about $75 limit on incentives

– Use of Opioid Settlement Funds

– Use of State Funds

– 1115 waiver to CMS to allow use of Medicaid funds.

– Foundations



Some CM Protocol Questions

• Type of CM model used (voucher or Prize CM)

• Duration of the CM treatment

• Target behavior  (e.g., negative urinalysis, attendance)

• Urinalysis target (stimulants only, polysubstance)

• Frequency of visits

• Incentive magnitude 

• Use of escalation, reset, and recovery to promote extended periods of abstinence

• Use of CM in combination with other behavioral treatments



California’s Recovery Incentive Program: 
Implementation Strategies: Preliminary Results 



Setting the Context
• California has had a major stimulant problem for 30+ years.

• More Californians were admitted into a treatment program for a stimulant-
related problem than any other substance in 2020 and the first quarter of 2021 

(DHCS, CalOMS, 2022).

• No FDA-approved medications exist.

• National data indicates that stimulant use has be increasing significantly in 
recent years along with associated overdose deaths. Interventions to reduce 

stimulant use are critically needed (NIHCM Foundation, 2021; SAMHSA, 2021).

• Contingency Management (CM) has dozens of studies and six meta-analyses 

supporting the efficacy of CM for stimulant use disorders (DeCrescenzo et al., 2018; 

Bentzley et al., 2021).



Key Elements of the Recovery Incentives Program

Participate in a structured 24-week 
Recovery Incentives Program. 12 weeks 
with twice weekly testing/incentives and 
a 12-week continuation with once weekly 

testing/incentives

Earn a maximum of $599 over the 24-
week period in the form of gift cards

Receive incentives for testing negative 
for stimulants only even if they test 

positive for other drugs

Generate incentives and track progress 
using Incentive Manager software



Full Incentive Schedule with 100% Negative UDT

Wee
k

Incentive 
(2x/week)

Weekly 
Total

1 $10.00 + 
$10.00

$20.00

2 $11.50 + 
$11.50

$23.00

3 $13.00 + 
$13.00

$26.00

4 $14.50 + 
$14.50

$29.00

5 $16.00 + $32.00

36

Wee
k

Incentive 
(1x/week)

13 $15.00

14 $15.00

15 $15.00

16 $15.00

17 $15.00

18 $15.00

19 $10.00

20 $10.00



Escalation, Reset, and Recovery

• Initial incentive value for first sample negative for stimulants in a series is 
$10. For each week the participant demonstrates non-use of stimulants 
(2 consecutive (-) UDTs), the value of the incentive is increased by $1.50. 

• A “reset” will occur when a participant submits a positive sample or has 
an unexcused absence. The next time a (-) UDT is submitted, the 
incentive amount will return to the initial value (i.e., $10)

• A “recovery” of the pre-reset value will occur after two consecutive 
stimulant (-) urine samples. At that time, the participant will recover their 
previously earned incentive level without having to restart the process.



Training and 
Implementation Support

Overview
(2-hours – self-paced) 

01

Implementation 
(6-hours live virtual)

02

Readiness
Self study, Interview, 
Practice Cases

03

Monthly  Coaching 
Implementation Zoom 
Sessions

04

Fidelity Monitoring
(2x first 6 mo., 1x every 6 
mo. after)

05

38
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CM Overview Training – Format

• Self-paced online course housed on PSATTC e-Learn Site

• Two hours in length

• Continuing education credit available for a variety of disciplines 
(physicians, psychologists, nurses, marriage and family therapists, 
social workers, counselors)

• Open to the community at large

• Serves a pre-requisite to attend the 6-hour live virtual CM Nuts and 
Bolts training

https://psattcelearn.org/courses/recovery-incentives-californias-contingency-management-program-contingency-management-overview-training/


CM Implementation Training – Format

• Two-part live virtual training (6 hours of content)

– Offered in two 3-hour sessions

• Continuing education credit available for a variety of disciplines
(psychologists, nurses, marriage and family therapists, social 
workers, counselors)

• Required for CM Coordinator/Back-up and Supervisor

• Must show proof of competing CM Overview Training to register



CM Implementation Training – 
Core Focus Areas

• In depth review of CM protocol

• CM implementation tasks

– UDT procedures

– Using the Incentive Manager

– Client flow and scheduling

– Readiness and Fidelity Monitoring procedures

• Creating a CM Program that is compliant with state and federal requirements

• Communicating with potential members about the Recovery Incentives Program

• Effective CM conversation demonstrations/role plays



Readiness Review

• After completing the required Recovery Incentives training, provider organizations 
will be required to successfully complete a readiness review to administer CM. The 
review will include:

– Reviewing site-specific CM processes and procedures, including staff hiring, UDT set-
up and procedures, managing client flow/schedule, incorporating incentive manager, 
billing, and documentation procedures

– Entering sample CM cases into the Incentive Manager Sandbox to demonstrate 
proficiency with data entry/CM visit tracking

– Understanding and demonstrating standard response to negative and positive UDT

– Demonstrating procedures for entry of other clinical data (e.g., opioid positive UDT 
tests and referrals) into member’s medical record

– Demonstrating responses to pre-set scenarios, including how to handle disputes over 
test results, tampered samples, and positive results for drugs other than stimulants



Incentive Manager

• DHCS contracted with Q2i to develop and manage an Incentive Manager to track 
UDT results and distribution of incentives to members. The Incentive Manager has 
the ability to: 

– Calculate incentive amounts based on urine drug test results

– Disburse incentives to members

– Track incentive payment dates and amounts over time



Gift Card Vendors

(List current as July 31, 2024)
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Initial Findings from the Evaluation of 
the Recovery Incentives Program: 

California’s Contingency Management 
Medicaid Benefit

Darren Urada, Ph.D., Howard Padwa, Ph.D., Valerie Antonini, M.P.H., Celine Tsoi, B.A., Dhruv Khurana, Ph.D., 
Liliana Gregorio, M.A., Madelyn Cooper, B.A., Avery Nork, M.S., Richard Rawson, Ph.D., Edward Zakher, M.S., 
Brittany Bass, Ph.D., Anne Lee, M.S.W., L.C.S.W., Carissa Loya, B.A., and Marylou Gilbert, M.A., J.D.

Funding provided by the California Department of Health Care Services
 All views expressed are the presenter’s who does not represent DHCS or UCLA

No conflicts to disclose



Methods

Descriptive (for today)

Provider and client surveys

Urine drug test (UDT) results

Interviews



0% 20% 40% 60% 80% 100%

Too much staff time and effort

Client upset/disruptive because they were not eligible

Member of community expressed disapproval of program

Client suspected of using stimulants but couldn’t be confirmed 

Discussing positive UDT results undermined staff/client relationship

Invalid/potentially tampered UDT detected

Staff suspected client didn’t have a stimulant use disorder

Percentage of Respondents
All the time Often Sometimes Rarely Never

Provider Surveys (n=176)
“Please indicate how frequently these issues have occurred in the Recovery Incentives 
Program at your location to the best of your knowledge.”



Staff Quotes

Earning this money themselves allows 
them to show care and support for others

I know that maybe they sign up because 
they’re going to get this free incentive. Let’s be 
honest, that’s probably why most individuals 

are like ‘yes, I want to be in this program.’

The contingency management program (has) 
filled a gap I didn’t even realize was there (for 

clients)— confidence



Staff Quotes

Sometimes they test negative, maybe once, twice, but 
then get back to it (stimulant use). Yet they continually 
want to come in and get the interaction in the office.

That instant gratification of the 
incentive really does play a role in 

(replacing) the instant gratification that 
the person (used to) get from stimulant 

use



Recovery Incentives:  Results to Date
Engagement (FOR FIRST 11 MONTHS)



Recovery Incentives:  Results to Date
Retention (Data Cut as of Feb 28, 2024)

As of the time of the data cut, 647 people had the opportunity to complete 
24 weeks of the Recovery Incentive Program.  Participant Response:

• EXCELLENT RESPONSE: COMPLETED 24 WEEKS:  150 / 647 = 23.2%
• POSITIVE RESPONSE:  COMPLETED 12 WEEKS; LESS THAN 24 WEEKS:  262/647 = 
40.5%
• PARTIAL RESPONSE: 30 DAYS BUT LESS THAN 12 WEEKS:  181/647 = 28.0%
• NONRESPONDERS: ONE SESSION BUT LESS THAN 30 DAYS:  54/647 = 8.3%



Urine Drug Test Stimulant Results

% Negative Test Results
Among all submitted tests

96%
 

% Negative Test Results
Conservatively treating unexcused absences like stimulant-positive tests:

74%

 (True number is between 74% and 96%)
  



Client Surveys (n=547)
  Did the Recovery Incentives Program help you stop using stimulants?



As a result of the program:

 Has your health improved?  
 94% Better/Much Better

 How much better are you at taking care of personal 
responsibilities?
 97% Better/Much Better

 Are you a better member of the community? 
 97% Better/Much Better

More Client Survey Results: TEA Data



• It’s still early. 

• Counties and programs were early adopters. 

• Many clients were already in treatment and relatively stable when they 
entered the Recovery Incentives Program. This could change over time.

• Surveys participants tended to be people with better attendance

• Neither surveys nor urinalysis are perfect measures

Limitations



Incentives Help With The Day-To-Day in Recovery 

(I was) starving and it (the 
Recovery Incentives Program 

gift card) helped me eat.
Gift cards supplemented the 

necessities I needed to have in 
order to have the basics in life 

(underwear, toilet paper, shoes)

(Helped) reduce stress early 
in my recovery

I was able to get things that I didn’t have to steal. I was able to 

buy food and clothes and be happy about not going to the 

store to steal something.



Incentives Work for People Who Had Struggled Before

I’ve been in drug treatment programs since I 
was 16 years old. I’m 43 years old now. And I 
had never passed a drug test—until I started 

here! 

I feel and look healthier, my mind is clear, and I am 
starting to feel human again!

I’m no longer stealing, running around late hours of the 
night committing crimes. I’m now paying taxes and helping 
out in the community.



Conclusion

CM is an effective and scalable public health intervention for 
individuals with stimulant use disorder



Opinions of the Presenter
• The federal $75 limit on CM protocols should be eliminated.

• CM needs to be expanded outside the SUD specialty care system.

• Higher incentive amounts will likely result in better outcomes.

• Higher amounts at treatment initiation will likely engage more 
participants.

• Duration of CM may need to be longer for some (many?) participants.

• The reset feature is likely unnecessary and may be counterproductive.

• Protocols combining reinforcement for attendance and reinforcement 
for negative Uas, may be more in line with harm reduction goals.

• If you want to add a 2nd intervention, consider exercise…..



Impact of Exercise on MA Use

For individuals in first 100 days of MA recovery, exercise:

• Improves physical conditioning.

• Reduces potential weight gain.

• Improves cardiovascular functioning (increases heart rate variability).

• Reduces symptoms of anxiety and depression.

• Reduces craving for MA.

• Enhances recovery of dopamine system.

• Reduces return to MA use post residential care (except in very heavy 
users).

References available.



Thank You For Your Time! 



1. Bolivar HA, Klemperer EM, & Coleman SRM. Contingency management for patients receiving 
medication for opioid use disorder. A systematic review and meta-analysis. JAMA Psychiatry. 2021; 
78(10):1092-1102. doi:10.1001/jamapsychiatry.2021.1969.

2. California Department of Public Health. [Website]. California Overdose Surveillance Dashboard. 
2023. Accessed on September 18, 2023, from https://skylab.cdph.ca.gov/ODdash/?tab=CA.

3. Daniulaityte R, Sweeney K, Ki S, Doebbeling BN, & Mendoza N. “They say it’s fentanyl, but they 
honestly look like Perc 30s”: Initiation and use of counterfeit fentanyl pills. 2022. Harm Reduct J, 
19(1):52. doi:10.1186/s12954-022-00634-4.

4. De Crescenzo F, Ciabattini M, D’Alò GL, et al. Comparative efficacy and acceptability of psychosocial 
interventions for individuals with cocaine and amphetamine addiction: a systematic review and 
network meta-analysis. PLoS Med. 2018;15(12):e1002715. doi:10.1371/journal.pmed.1002715

5. Friedman J, Godvin M, Molina C, Romero R, Borquez A, Avra T, Goodman-Meza D, Strathdee S, 
Bourgois P, & Shover CL. Fentanyl, heroin, and methamphetamine-based counterfeit pills sold at 
tourist-oriented pharmacies in Mexico: An ethnographic and drug checking study. medRxiv 
[Preprint]. 2023 May 31: 2023.01.27.23285123. doi:10.1101/2023.01.27.232851223.

References (1)

62

https://skylab.cdph.ca.gov/ODdash/?tab=CA
http://dx.doi.org/10.1371/journal.pmed.1002715


References (2)

6. Friedman J, Godvin M, Shover CL, Gone JP, Hansen H, & Schriger DL. Trends in drug overdose deaths 
among US adolescents, January 2010 to June 2021. 2022. JAMA, 327(14):1398. 
doi:10.1001/jama.2022.2847.

7. Palamar JJ, Ciccarone D, Rutherford C, Keyes KM, Carr TH, & Cottler LB. Trends in seizures of 
powders and pills containing illicit fentanyl in the United States, 2018 through 2021. 2021. Drug 
Alcohol Depend, 234:109398. doi:10.1016/j.drugalcdep.2022.109398.

8. Paulus MP, Stewart JL. Neurobiology, clinical presentation, and treatment of methamphetamine use 
disorder: A review. JAMA Psychiatry. 2020;77(9):959-966. doi:10.1001/jamapsychiatry.2020.0246

9. Proctor SL. Rewarding recovery: The time is now for contingency management for opioid use 
disorder. Ann Med. 2022 Dec;54(1):1178-1187. doi:10.1080/07853890.2022.2068805

10. Valentine A & Brassil M. (2022). 2022 Edition – Substance Use in California. Oakland, CA: California 
Health Care Foundation. Retrieved July 06, 2023, from https://www.chcf.org/publication/2022-
edition-substance-use-california/#related-links-and-downloads.

63

https://www.chcf.org/publication/2022-edition-substance-use-california/
https://www.chcf.org/publication/2022-edition-substance-use-california/


EXERCISE REFERENCES

64

•Dolezal, B.A., Chudzynski, J., Storer, T.W., Abrazado, M., Penate, J., Mooney, L., Dickerson, D., Rawson, R.A., & Cooper, C.B. (2013).  Eight weeks of exercise training 

improves fitness measures in methamphetamine-dependent individuals in residential treatment. Journal of Addiction Medicine, 7(2), 122-128. PMCID: PMC3617407 

•Mooney, L.J., Cooper, C., London, E.D., Chudzynski, J., Dolezal, B., Dickerson, D., Brecht, M.-L., Peñate, J., & Rawson, R.A. (2013). Exercise for methamphetamine 

dependence: Rationale, design, and methodology. Contemporary Clinical Trials, 37(1), 139-147. doi: 10.1016/j.cct.2013.11.010.   PMCID: PMC4431553

•Dolezal, B.A., Chudzynski, J., Dickerson, D., Mooney, L., Rawson, R.A., Garfinkel, A., Cooper, C.B. (2014). Exercise training improves heart rate variability after 

methamphetamine dependency. Medicine and Science in Sports and Exercise, 46(6), 1057-1066. PMCID: PMC3999306 

•Rawson, R.A., Chudzynski, J., Gonzales, R., Mooney, L., Dickerson, D., Ang, A., Dolezal, B., & Cooper, C.B. (2015). The impact of exercise on depression and anxiety 

symptoms among abstinent methamphetamine-dependent individuals in a residential treatment setting. Journal of Substance Abuse Treatment, 57, 36-40. 

doi:10.1016/j.jsat.2015.04.007. PMC4560957

•Haglund, M., Ang, A., Mooney, L., Gonzales, R., Chudzynski, J., Cooper, C.B., Dolezal, B.A., Gitlin, M., & Rawson, R.A. (2015). Predictors of depression outcomes among 

abstinent methamphetamine-dependent individuals exposed to an exercise treatment. American Journal on Addictions, 24(3), 246-251. doi: 10.1111/ajad.12175.

•Rawson, R.A., Chudzynski, J., Mooney, L., Gonzales, R., Ang, A., Dickerson, D., Penate, J., Salem, B.A., Dolezal, B., & Cooper, C.B. (2015). Impact of an exercise 

intervention on methamphetamine use outcomes post-residential treatment care. Drug and Alcohol Dependence, 156, 21-28. PMCID: PMC4633370. doi: 

10.1016/j.drugalcdep.2015.08.029. 

•Robertson, C.L., Ishibashi, K., Chudzynski, J., Mooney, L.J., Rawson, R.A., Dolezal, B.A., Cooper, C.B., Brown, A.K., Mandelkern, M.A., & London, E.D. (2016). Effect of 

exercise training on striatal dopamine D2/D3 receptors in methamphetamine users during behavioral treatment. Neuropsychopharmacology, 41(6), 1629-1636.  doi: 

10.1038/npp.2015.331.  PMCID: PMC4832026 [Available May 1, 2017]

•Salem, B.A., Gonzales-Castaneda, R., Ang, A., Rawson, R.A., Dickerson, D., Chudzynski, J., Penate, J., Dolezal, B., Cooper, C.B., & Mooney, L.J. (2022). Craving among 

individuals with stimulant use disorder in residential social model-based treatment – Can exercise help? Drug and Alcohol Dependence, 231, 109247.



Questions?

65


	Slide 1: Contingency Management for Stimulant Use Disorder: Why It's Needed; Key Elements; Evidence of Effectiveness; Implementation Challenges.   
	Slide 2: Why should we be concerned about stimulant use (cocaine and methamphetamine)?
	Slide 3: Slide 5
	Slide 4: Results
	Slide 5: Results (continued)
	Slide 6
	Slide 7:                  Contingency Management
	Slide 8: The Four Essential “Ingredients” of CM
	Slide 9: CM Uses Positive Reinforcement
	Slide 10: Incentive Programs that are NOT CM
	Slide 11: Use of a Protocol Based on Sound Empirical Principles 
	Slide 12: CM Recommendations for Safe Harbor Requirements
	Slide 13: Use a Positive Approach
	Slide 14: Make Use of Motivational Interviewing Concepts
	Slide 15: Research Support for  Contingency Management
	Slide 16: Systematic Reviews and Meta-analyses
	Slide 17
	Slide 18: Meta-analysis findings
	Slide 19: Non-pharmacological interventions for methamphetamine use disorder: a systematic review AshaRani, PV, et al. Drug and Alcohol Dependence, 2020 
	Slide 20: Comparison of Treatments for Cocaine Use Disorder Among Adults: A Systematic Review and Meta-analysis. JAMA (Bentzly et al, 2021)
	Slide 21: Contingency Management for Patients  Receiving Medication for Opioid Use Disorder: A Systematic Review and Meta-analysis.  JAMA (Bolivar, et al.2021)
	Slide 22: Contingency Management for the Treatment of Methamphetamine Use Disorder: A Systematic Review Brown and DeFulio, 2020 
	Slide 23: Results of CM Treatments
	Slide 24: CM for Stimulants: Research Summary (1)
	Slide 25: CM for Stimulants: Research Summary (2)
	Slide 26: CM for Stimulants: Research Summary (3)
	Slide 27
	Slide 28: Current status of treatment approaches for stimulant use disorder
	Slide 29: Current Challenges to use of CM
	Slide 30: Financing CM
	Slide 31: Financing CM
	Slide 32: Some CM Protocol Questions
	Slide 33: California’s Recovery Incentive Program: Implementation Strategies: Preliminary Results 
	Slide 34: Setting the Context
	Slide 35: Key Elements of the Recovery Incentives Program
	Slide 36: Full Incentive Schedule with 100% Negative UDT
	Slide 37:  Escalation, Reset, and Recovery
	Slide 38: Training and  Implementation Support
	Slide 39: CM Overview Training – Format
	Slide 40: CM Implementation Training – Format
	Slide 41: CM Implementation Training –  Core Focus Areas
	Slide 42: Readiness Review
	Slide 43: Incentive Manager
	Slide 44: Gift Card Vendors
	Slide 45: Initial Findings from the Evaluation of the Recovery Incentives Program: California’s Contingency Management Medicaid Benefit  
	Slide 46: Methods
	Slide 47: Provider Surveys (n=176)
	Slide 48: Staff Quotes
	Slide 49: Staff Quotes
	Slide 50: Recovery Incentives:  Results to Date Engagement (FOR FIRST 11 MONTHS)
	Slide 51: Recovery Incentives:  Results to Date Retention (Data Cut as of Feb 28, 2024)
	Slide 52: Urine Drug Test Stimulant Results
	Slide 53: Client Surveys (n=547)
	Slide 54: More Client Survey Results: TEA Data
	Slide 55: Limitations
	Slide 56: Incentives Help With The Day-To-Day in Recovery 
	Slide 57: Incentives Work for People Who Had Struggled Before
	Slide 58: Conclusion
	Slide 59: Opinions of the Presenter
	Slide 60: Impact of Exercise on MA Use 
	Slide 61: Thank You For Your Time! 
	Slide 62: References (1)
	Slide 63: References (2)
	Slide 64: EXERCISE REFERENCES
	Slide 65: Questions?

