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ABOUT THE TAC
● Technical Assistance Collaborative (TAC) established in April 2023 
● Comprised of MSU, U-M, and WSU 
● Partnership with MDHHS
● Provides technical assistance and expertise to communities at the county, municipal, and 

township levels receiving opioid settlement funds 
● Focus on evidence-based, best practices, promising programs and strategies to remediate 

opioid overdose deaths 
● TAC Learning Series is an opportunity for government officials, communities, and the 

public to hear from our experts on a monthly basis



HOUSEKEEPING ITEMS
● This Zoom event will be recorded
● Participants will be on mute when presenters are speaking
● There will be a QA session after the presentation ends
● No legal guidance will be provided
● Your feedback is important and there will be a quick Zoom survey 
● Any follow-up questions or requests for the Technical Assistance Collaborative 

(TAC), please email: MDHHSopioidsettlementhelp@michigan.gov

mailto:MDHHSopioidsettlementhelp@michigan.gov


Introductions

Amy Bohnert, PhD, MHS
Co-Director

Opioid Research Institute and Overdose Prevention Engagement Network (OPEN)
University of Michigan 



Opioid Settlement
Technical Assistance Learning Series

Digital Contingency Management for Substance 
Use Disorders: What is it, why might we need it, 

and how can patients access it?



PRESENTERS

● Anne Fernandez, PhD - Associate Professor of Psychiatry; Assistant Medical 
Director, UMATS Ambulatory Psychiatry; University of Michigan 

● Lara Coughlin, PhD - Assistant Professor of Psychiatry; University of Michigan 



Lara Coughlin, PhD 

laraco@med.umich.edu 

Digital Contingency Management for 
Substance Use Disorders

What is it, why might we need it, and how can patients access it?

Anne Fernandez, PhD

acfernan@med.umich.edu



TODAY’S AGENDA

•What is Contingency Management (CM)?

•Does it work?

•What is current state of CM?

•What is the role of digital CM 

   in clinical care?



Contingency 
management is 

the most effective, 
evidence-based 

addiction treatment 
you've never used.



Target 
Behaviors

Rewards

Reinforcement

WHAT IS CONTINGENCY MANAGEMENT?



CONTINGENCY MANAGEMENT

▪  Positive reinforcement
▪ Rewarding behavior change that 

supports recovery

▪ Learning through repetition

▪  Adherence to treatment
▪ Engagement in SUD treatment 

activities





CM is robustly effective



Contingency management has strong 
empirical support

• Increases successfully quitting smoking

• Increases abstinence from stimulant use

• Increases abstinence from illicit opioid use

• Increases MOUD medication adherence and retention

• Increases SUD treatment attendance

Secades-Villa et al. 2020; Notley et al. 2019; Kurti et al. 2022; Bolívar et al. 2021; Pfund et al., 2022; Davis et al., 2016 



Promoting Awareness of 
Motivational Incentives



Contingency Management Myth Busting

What happens when the incentives stop?
• Return to substance use is possible
• However, research shows that contingency management has lasting effects and promotes long periods of abstinence 

which can lead to more successful quit attempts -- even after the incentive period ends. (Higgins, Badger, et al., 2000; Petry, Alessi et al., 

2005; Petry, Martin, et al., 2005; Petry, Peirce, et al, 2005)

People might use the incentives to buy substances, does this counter the benefits of the treatment?

• There are limits on types of incentives (i.e., not being able to buy alcohol or tobacco products with a gift card)

• Research shows those who receive monetary incentives do not show increased substance use when compared to 
those receiving non-cash incentives. (Festinger et al., 2014)

Providing incentives could undermine a person’s internal motivation to quit.

• Research shows that concepts like the Overjustification Effect (i.e., external rewards reduce intrinsic motivation) do 
NOT reduce motivation for substance use cessation

• CM clinicians link target behavior to recovery goals in addition to providing tangible incentives



Aren't we just paying someone to do what they should do anyways? 

• This is not a definitionally sound critique of incentive-based treatment.

• Incentive-based contingency management uses the incentives to reinforce desired health behaviors. 

– This behavior is in the patient's best interest, health cares best interest, and in society’s best interest

Contingency management and reinforcement are best for learning 
new or desired behaviors!

Contingency Management Myth Busting 



Source: Google Trends, 12/2024



Federal Context

2020 – Office of Inspector General (OIG) clarified misunderstandings from 
prior OIG guidance stating the CM is not in and of itself a violation of the 
federal anti-kickback statue tor the Beneficiary Inducement CMP rules 
(section 1128(a)(5) of the Social Security Act) – though it also was not 
granted a safe harbor

2021 – Biden-Harris Administration’s Office of National Drug Control Policy 
announced plan to address policy barriers to CM

2022 – OIG issued advisory opinion on a digital CM program (DyanmicCare 
Health) saying that it does not violate anti-kickback of Beneficiary 
Inducement CMP rules

2025 – SAMSHA lifted $75 incentive cap for CM programs



CM is now more available in 
real world settings

Veterans Affairs, 2011

California, 2023

Michigan, 2025



CM in VA

▪ Starting in 2011, VA Champions working with Nancy Petry, 
developed VA CM protocol based on prize CM (“fishbowl”). 

▪ VA CM Protocol:
▪ 12 week protocol with 2x/week visits and urine screens, primarily focused 

on StUD

▪ Fishbowl with prize slips – half with encouragement (“good job”) and half 
with rewards from $3 (42%) to $20 (8%) and a ”jumbo” $100 reward (0.2%) 
provided by the Veteran Canteen Service

▪ 1 draw for the first urine negative for the target substance and escalates up 
to 8 for ongoing abstinence

(DePhilippis et al., 2018, 2023) 



CM Implementation Strategies
▪Standardized protocol, with supporting documents, across sites

▪Participation in coaching with an expert, including 4 meetings in the 
first 6 months and biannual meetings after that 

▪ Incentives provided centrally by VHA for free (contingent on the 
coaching and submission of implementation forms)

▪ Implementation focused in SUD Intensive Outpatient Programs

▪Bonus credit to each facility’s clinical performance metric

▪National Lead/Champion for CM implementation 

▪Broadly, frequently and regularly promoting CM services across VA 
SUD

(DePhilippis et al., 2018, 2023) 



Kaufman et al. In prep. 

Recovery Incentives Programs



State Demonstration Programs

▪ Section 1115 Demonstrations funded through the Center for Medicare and Medicaid (CMS) are 
pathways for experimental, pilot, or demonstration projects that align with the goals of Medicaid.
▪ The objective is to allow states the flexibility to design and improve their program.

▪ California, 2023
▪ First state to implement CM programs through 1115 waiver was CA in 2023
▪ 24-week outpatient program for patients with StUD
▪ 6+ months of aftercare and tx services to support ongoing recovery

▪ Washington, pending
▪ 24-week outpatient program for patients with StUD

▪ Montana, pending
▪ 12-week intensive intervention followed by up to 9 months of aftercare for continued recovery and stabilization

▪ Michigan, 2025
▪ Currently funded using Opioid Settlement Funds. Medicaid enrollees. Similar 24-week structure as California’s 

program.



Barriers To In-Person CM Implementation

■ In-person verification of abstinence is burdensome to patients and clinics

– SDoH (i.e., transportation, distance to care)

– Clinical challenge of scheduling multiple visits per week

■ Implementation barriers at the administrative and provider level

– Lack of staff time, staffing availability

– Lack of adequate training or skills necessary to implement CM

– Lack of knowledge

– Low priority or demand for CM

■ Political and philosophical opinions held by treatment providers

– Stigma

■ Organizational characteristics



Digital CM Can Alleviate Many Barriers To 

In-person Implementation

Reduces

• need for 
transportation to 
the clinic

• burden on clinic 
staff

• cost of in-person 
sessions and 
programming

Provides

• Remote monitoring 
for engagement and 
target behaviors

• more frequent, low 
barrier verification 
of abstinence*

• *testing feasibility 
varies by type of 
substance use 
targeted

Automates

• incentive schedules 
to avoid provider 
complexity

• immediate 
reinforcement 
automatically 
though electronic 
distributions

Increases

• Accessibility to 
treatment and 
promotes 
engagement

• More flexibility than 
in-person CM to 
provide targets 
based on goals and 
PT needs



Digital CM Evidence

▪ 7 articles reviewed

▪ 2 targeted alcohol abstinence

▪ 4 targeted smoking cessation

▪ 1 targeted medication adherence

▪ 6 of 7 (86%) focused on mobile telephone-delivered CM 
targeting abstinence

▪ A medium-large effect size across digital CM studies for alcohol, 
smoking, and medication adherence.

▪ 39 articles reviewed

▪ 26 targeted cigarette smoking

▪ 9 targeted alcohol

▪ 4 targeted multiple substances

▪ 29 of 39 (74%) focused on abstinence

▪ 2 focused on substance use reduction

▪ 5 focused on intervention engagement

▪ 3 focused on abstinence + intervention engagement

▪ Provides clear and consistent evidence of digital CM 
feasibility and effectiveness



Examples of Digital CM Platforms



▪ Target: Smoking Cessation
▪ Treatment: Digital CM with phone- and app-based 

motivational interviewing
▪ Partners: Michigan Mental Health Integrated 

Partnership, Michigan Health Endowment Fund, 
Molina Healthcare



Target 
Behavior

s

Rewards

Reinforcement

Biochemically-verifi
ed abstinenceengagement

App 
engagement

Extrinsic rewards 
delivered when target 

behaviors occur
Extrinsic rewards: 

e-gift cards / digital 
check

Intrinsic rewards*: 
personalized 

motivational messages
*Intrinsic rewards delivered throughout to build motivation to change



Bay Mills

Bear River Health

Alcona Health Center

GLBHC

Hannahville Indian
 Community

NMHSI

North Country CMH

Partnered with 7 clinics 
across Michigan and 

served 37 people to help 

them quit smoking. 

PILOT PROGRAM



A remotely delivered, incentive-based program 
for sustained smoking cessation

Pilot Outcomes
▪ 77% of participants reduced smoking by end 

of intervention
▪ 61% had quit smoking by end of intervention

And after 1-month follow-up…
▪ 70% maintained reduction
▪ 55% maintained smoking cessation

Compared to ~8% of people are successful in a 
given quit attempt (Creamer et al., 2018)



What is                                       

Welcome Call
Orientation Week
• Length varies by 

participant

Intervention Period
• 9 months 

intervention

Program Feedback
• 3- and 6-month 

follow-ups

Health – not smoking

Extra Time – smoking

Personalized Motivational 
Messages:

?

Quitting can be hard. Think of all 
the time you could save by not 

worrying about smoking! 

By not smoking, you are 
improving the health of your 

heart and lungs. Take a second 
to breathe in that fresh air!



▪ Partnering with Molina Healthcare, a Medicaid Managed Care Organization
▪ Funding from Molina, Michigan Health Endowment Fund, Medicaid Match
▪ Service delivery beginning in January of 2025, serving perinatal and dual-enrolled 

Medicaid/Medicare populations
▪ Incorporating key refinements from focus testing interviews with target population 

as well as feedback from pilot program (e.g., increasing length of intervention)
▪ Various program components are helpful. 
▪ Motivational messages complement incentives. 
▪ Incentives are key and accepted across patients. 
▪ I2Q addresses gaps in care. 
▪ Patient-centered flexibility meets individual needs.

▪ App and dashboard redesign 

CURRENT DEMONSTRATION





▪ Target: Alcohol moderation, AUD, OUD, StUD
▪ Treatment: Digital CM with certified recovery health coaching 

available by text, phone, and video; weekly coaching sessions, 
daily online recovery support meetings, CBT content

▪ Partners: NIH, Horizon Blue Cross Blue Shield, Ohio Opioid 
Technology Challenge, AiRCare Health, BrightView, ComPsych, 
and more.



Empirical support for DynamiCare





Cost-Benefit - from the Payers’ Perspective

Source: Wash. State Inst. for Public Policy, 4/2021

>$30 in societal benefits for every $1 invested; ROI is positive in Year 1

http://www.wsipp.wa.gov/BenefitCost?topicId=7


CM + Tech: Reinforcing Multiple Behaviors

*DynamiCare: only source for cash-equivalent, 
full-value rewards 

with no risk of investigation or criminal sanctions 
from US DHHS OIG

• Provider refers patient to call-line

• DynamiCare enrolls & trains patient

• DynamiCare monitors behaviors 
& loads rewards on debit card

• Provider gets all behavioral data
& alerts of behavioral risks

• DynamiCare automatically manages 
CM progressive reward schedule
with audit-ready accounting

Motivational 
Rewards*

CM Guide
 Coaching

Family
Services 

CBT 
Content Appointment 

Tracking

Monitoring
Meds &
Drug
Testing







MPOWER: Mobile Platform for Optimizing 
Wellness and Engagement in Recovery

• Ongoing 3-year research study with 
DynamiCare 

• Funded through NIH to pilot 
implementation of DynamiCare for 
targeting both alcohol abstinence and OUD 
medication adherence.

• Includes Medicaid beneficiaries with 
AUD-OUD taking buprenorphine or 
methadone for OUD. 



Analyze Medicaid claims data among beneficiaries 
with a diagnosis of OUD & AUD who are using 
opioid agonist treatment.

1) Determine which settings, specific 
clinics/clinicians, and timeframe are best for 
recruiting beneficiaries in the Aim 3 pilot trial

2) Inform long-term strategy development for 
digital CM implementation. 

Aim 1:
Identify Settings to 
Engage Medicaid 
Beneficiaries in 

Digital CM



Aim 2: Convene Medicaid Advisory Board 
Develop roadmap for statewide

implementation, sustainability, and health equity

• Includes
– Representatives from 

payers/health plans
–  administrators at the 

state and regional levels, 
– SUD treatment clinicians



Aim 3:
 Conduct pilot trial

� 2-arm mixed-methods pilot randomized trial 
among 50 Medicaid beneficiaries with 
OUD-AUD who are receiving opioid agonist

� To test the feasibility, acceptability, and 
preliminary effects (exploratory) of digital CM 
for opioid agonist retention and alcohol 
abstinence, and opioid abstinence (all via 
self-report and biochemical verification), 
compared to an incentive- and 
attention-matched comparison group.



Summary

• CM is highly effective and appealing treatment for SUD

• CM is effective both as an in-person and digital treatment

• Digital CM reduces several logistic barriers (staffing, scheduling, 
transport) of in-person CM

• Digital CM program can be implemented in multiple settings and to 
target multiple types of substance use

• U-M has ongoing digital CM research and quality improvement programs 
if you would like to learn more about using digital CM to reduce 
substance use



Thank you!
Lara Coughlin, PhD

laraco@med.umich.edu

Anne Fernandez, PhD

acfernan@med.umich.edu

Questions?



Smart Debit Card: Patient-centric for people in recovery

Delivers incentive rewards promptly, safely/ethically 

• Eliminates access to cash at ATMs, excess spending

• Cannot be spent at bars, liquor stores, casinos, etc.

• Fine-grain spending controls: retail store hour curfews

• Real-time, high-value, voluminous behavioral data

CM Implementation: Rewards
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QUESTIONS?

For questions and to make requests to the Technical Assistance Collaborative 
(TAC), please email MDHHS-opioidsettlementhelp@michigan.gov 

For more information about Michigan Opioid Settlement Resources, please visit 
https://www.michigan.gov/opioids/opioidsettlements/resources  

mailto:MDHHS-opioidsettlementhelp@michigan.gov
https://www.michigan.gov/opioids/opioidsettlements/resources

