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there evidence to support one 
type of incentive over another? 
You will read in the article on 
family involvement that the very 
latest research says that there is 
no difference in outcomes for 
money versus vouchers. This 
answers the question, but still 
leaves the door wide open. The 
only thing that appears clear 
regarding this practice is that 
family involvement potently 
affects adolescents’ outcomes. 
Does this sound familiar, too? If 
not, look for a System of Care 
overview course! The behaviors 
to reinforce should be the ones 
that the family and adolescent 
believe are the most crucial to 
recovery. Incentives should be 
ones the family can support and 
the adolescent values. The clini-
cian’s role is to facilitate this 
decision-making process and to 
integrate it into treatment. 

This issue presents what 
you need to know about contin-
gency management, including 
the NC Division of Mental 
Health, Developmental Disabili-

From the staff 
ties, and Substance Abuse Ser-
vices’ policy on it. You will 
learn the theory behind it, the 
various ways in which it is ap-
plied to treatment, how to in-
volve families in contingency 
management, and what evi-
dence based treatments use 
contingency management.  

Hopefully, you will have a 
better understanding of how to 
use this treatment practice to 
improve your client outcomes. 
Maybe it will be one of the 
pieces that really improves your 
program. If you are currently 
practicing contingency manage-
ment with adolescent clients, 
let us here your stories! Look 
for upcoming Coffee Talk, Fact 
Sheet and a Research Brief 
publications to be released in 
May. 

This issue is all about 
contingency management 
(CM), a treatment model that 
provides incentives to adoles-
cents as they reach the goals 
in their treatment plans. The 
research on contingency man-
agement is pretty conclusive: 
it works. Thus far, though, 
virtually all of the research has 
been done with adult treat-
ment programs. Researchers 
are just now beginning to ex-
amine the outcomes of con-
tingency management with 
adolescents. This pattern 
sounds familiar, doesn’t it? It 
works for adults, so it must 
work for adolescents. While 
this may be true in the case of 
contingency management, the 
answer is still unclear. 

This ball of yarn is chal-
lenging to untangle. Is there 
an evidence base that supports 
reinforcing some behaviors 
over others? For example is it 
better to provide an incentive 
for showing up for treatment 
or for passing a urine test? Is 

Contingency management: History and current practice 
Contingency Manage-

ment, (CM) is the use of posi-
tive or negative reinforcement 
tactics in conjunction with 
other treatments with patients 
in recovery from substance 
abuse. The primary goal is to 
encourage positive behavior 
change by offering positive 
consequences when patients 
meet treatment goals that in-
clude staying clean and sober, 
such as vouchers for cash or 

retail goods. If a treatment 
goal of staying clean and sober 
is not met, negative conse-
quences are used such as re-
porting the activity to a parole 
officer or the withholding of 
resources from the patient. 
CM works best in conjunction 
with other forms of treatment, 
including Behavioral Therapy 
(BT), and Multidimensional 
Family Therapy (MDFT), 
which is also a part of the 

See “CM” on page 5 
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A key component for implementing 
CM is having the ability to determine true 
abstinence from alcohol and/or drugs. Uri-
nalysis is the most common method of 
verifying abstinence among substance abus-
ers. Because drugs stay in the system longer 
than alcohol, this method works extremely 
well for some of the population but not for 
all.3 Therapists interested in utilizing CM 
must be aware of the potential limitations 
to determining abstinence, and come up 
with creative methods for assessing appro-
priate treatment benchmarks with their 
clients.  
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eral levels, including individual family 
members, the family unit, and how the 
family unit interacts with the social envi-
ronment. It is solution-focused and 
strives to provide immediate and practi-
cal outcomes that apply to all aspects of 
the adolescent’s life. MDFT is both com-
munity and home based in its approach, 
addressing the youth’s everyday environ-
ment in the individual, peer, family, 
school and community domains. In sev-
eral SAMHSA studies MDFT demon-
strates a 41%-66% reduction of sub-
stance abuse from intake to completion 
with gains maintained up to one-year 
post treatment; 93% of youth receiving 
treatment reported no substance-related 
problems at one-year post-intake. Studies 
also show a reduction in negative atti-
tudes/behaviors and improved school 
functioning, and an increase in parental 
involvement in the teen’s life. Improved 
parenting skills and a decrease of the par-
ents’ stress is also observed.2 

Contingency Management (CM) is a 
proven evidence-based practice best used in 
conjunction with other evidence-based 
treatments (EBTs) when treating substance 
use disorders. Two such treatments are 
Behavioral Therapy (BT) and Multidimen-
sional Family Therapy (MDFT).  

BT uses therapist modeling, behavioral 
reversal, homework, self-recording between 
sessions, review of records, and extensive 
praise for progress to foster changes in 
behaviors. Much of this is accomplished 
through stimulus control. This includes 
increasing positive activities that do not 
contribute to substance use and urge con-
trol, which is interrupting triggers for sub-
stance abuse. CM fits in with this nicely as 
it also emphasizes the use of rewards 
and/or punishments to increase positive 
behavior and decrease negative behavior. 
For example, clients receive retail vouchers 
for proven abstinence from alcohol or 
drugs to reinforce continued abstinence.1 

MDFT encompasses treatment at sev-

This article will help you identify financial 
best practices already in use with commu-
nity and clinically based CM treatment 
providers2. The majority of CM programs 
do not involve public funding, so a plethora 
of low-cost alternatives to monetary and 
voucher-based systems exist. In the end 
however, all clinicians using CM in their 
practice will encounter barriers. Let’s ad-
dress each of these barriers to implementa-
tion separately: 

Incentive Costs 

Should you decide to engage a large 
population in CM treatment, cost controls 
when purchasing incentives can extend the 
real value of your budget. Some simple rec-
ommendations for this practice include2: 

•    Developing client-specific incentives, 
such as painting supplies for an art lover or 
time outside for a nature lover 

•    Raffle or “fishbowl” style prize system 
to lower costs, experiment with the number 
of draws per reinforced behavior to balance 
cost with effectiveness 

•    Experiment with alternate, low/no-cost 
reinforcement systems, such as media or 
communications time, team games or field 
trips 

•    Using an in-house “prize store” that 
holds goods and services at low cost but 
high value to inpatient clients 

 

Financing CM in Your Clinical Practice 
Recent literature studying CM’s effi-

cacy in changing a substance abuser’s be-
havior seems to draw a positive correla-
tion between the amount spent by the 
provider and client’s behavior/abstinence 
related outcomes1. However, for many 
providers, the idea of stretching an already 
tight budget to accommodate a new evi-
dence-based treatment (EBT) may seem 
intimidating. Remaining conscious of sec-
ondary and overlooked cost factors can 
increase the efficiency of your CM proto-
col. 

With the NC Legislature’s passage of 
section 10.49(d) (see “CM” on Page 4), your 
annual budget will have an available pool 
of funding to begin a modest contingency 
management (CM) treatment protocol6. 

 

Evidence-Based Practice 

See “Financing CM” on Page 7 

News You Can Use, Parent Power 

The National Center on Addiction and Substance Abuse at Columbia University wants to hear what parents have to say in order to 

help them write a new book on raising healthy kids. The name of the book is Parent Power and they have set up a website to gather 

feedback on such things as how parents talk and listen to their children about drugs and how parents help them deal with the pres-

sure to use. Please encourage parents to visit their site:  
 

http://parentpower.casacolumbia.org/ 
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News You Can Use, CEUs available 

Through this month’s newsletter, we 
are investigating different viewpoints of this 
viable evidence based treatment (EBT). 
Building upon that solid base of evidence, 
this article examines an under-investigated 
practiced-based evidence approach to ado-
lescent substance abuse treatment (ASAT), 
contingency management, (CM). Family 
involvement in CM development is becom-
ing a more common practice 1. Let’s exam-
ine two points of view on this topic. First, 
which EBTs most encourage family in-
volvement in developing CM? Second, 
what are clinicians telling us is best practice 
for family involvement in CM? 

A comprehensive analysis specifically 
comparing multidimensional family therapy 
(MDFT) and CM treatment hasn’t yet been 
completed (see News You Can Use, pg. 4). 
However, unexpected results from several 
evaluations demonstrate that family in-

volvement in conjunction with CM im-
proves ASAT outcomes2. 

The recently published Contingency 
Management in Substance Abuse Treatment (see 
A Must Read, Pg. 5) presents the most rele-
vant analysis of all pertinent literature 
evaluating CM in ASAT outcomes2. Again, 
little attention is given to family involve-
ment, but indirect conclusions can be 
drawn. The majority of those studies dem-
onstrating significant treatment versus 
control group outcomes included direct 
family involvement in reinforcing and dis-
couraging the adolescent’s behavior. 

Research shows that an EBT that 
includes a client’s family encourages posi-
tive outcomes1. Combining this basic un-
derstanding with the emerging pattern 
stated above, involving family in CM de-
velopment becomes a viable tool. The 
American Academy of Child and Adoles-

cent Psychiatry published a study in which 
family involved CM, in conjunction with 
motivational interviewing and family or 
cognitive behavioral therapy showed im-
proved outcome for adolescents seeking 
substance abuse treatment3. The same study 
suggested generalizability of CM to other 
parts of the adolescent’s lifestyle, such as 
school attendance or socialization. This 
suggests a holistic approach to family in-
volved CM works best3. 

Having examined the case for EBTs in 
concert with family involved CM, let us 
now examine that same practice occurring 
with clinicians today. Information from 
clinicians on the best practices of family 
involvement in CM is largely anecdotal and 
not presented in a scientific format. Since 
the practice of CM was developed in the 
1960’s, methods of administering and im-

Involving the Family in Contingency Management 

Resources 

• SAMHSA News 
http://www.samhsa.gov/
SAMHSA_News/index.htm 
Updates and information on Agency cam-
paigns and initiatives, grants, data on drug 
and alcohol abuse, treatment updates, and 
new publications. 
The most recent newsletter has a large sec-
tion on teen substance use including the 
abuse of prescription and over the counter 
medications. 
 

• SAMHSA’s Co-Occurring Center for Excel-
lence (COCE) Monthly Review 

http://coce.samhsa.gov/products/pdf/
MonthlyReviewDec07.pdf 
December’s monthly review focused on the 
implications of major mental health and 
substance abuse epidemiological surveys 
for policy and practice. 
 
 

Trainings & Conferences 
 

• How to Choose a Substance Abuse Pro-
vider Training 
Sponsored by The Center for Youth, Family, 
and Community Partnerships 

•  May 29 
Shelby, NC 
Contact: Renee Gray (704)481-8637 or 
greencar@mhacleveland.com  
 

 

Events and resources 
• QuitlineNC 

http://www.quitlinenc.com/ 
Free and confidential support for those 
who want help to quit smoking. Trained 
professionals are available seven days a 
week, from 8 a.m. to midnight.  
 

• NC Clearinghouse on Family & Child 
Well-Being 

http://www.clearinghousenc.org/home/ 

A comprehensive resource for training 
and learning opportunities across the 
state.  

The Northwest Frontier Addiction Technology Transfer Center (NFATTC), which is funded by SAMHSA, has opportunities for con-
tinuing education through their newsletter, Addiction Messenger. They cover one current topic in a series of three issues. See their website 
for more information: http://www.nfattc.org/addictionMessenger/default.aspx 
 

The Addiction Technology Transfer Center (NATTC) also offers comprehensive training and documentation on CM at: 

http://www.nattc.org/ 

See “Family Involvement” on page 4 
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CM in the MDFT program 
 DM began using MDFT about two and one-half years ago 
and committed to training all therapists who work in the Family 
Therapy Program in MDFT in December 2007.  The main way 
DM uses CM is by training caregivers (parents, or whoever else is 
legally responsible for the adolescent) to set healthy boundaries 
with their adolescents and to use positive reinforcement as reward 
for respecting those boundaries. DM’s MDFT program has three 
phases. In the first phase, therapists work with parents to increase 
confidence with setting healthy limits for their adolescents. This 
phase is all about readiness, preparing families to work together 
towards freedom from drugs. This involves a lot of role playing 
and planning out ways to reinforce behavior caregivers like. Phase 
one treatment techniques for the adolescent include working with 
the therapist to accept respectful limit-setting from their caregiv-
ers. The therapist also works with the family unit on how to com-
municate with each other in respectful ways. In the third phase 
the therapist helps the family “seal” the positive changes by work-
ing with natural supports to maintain the change once therapy has 
ended. 

 Dr. Gilfort offered a helpful example. A grandparent had 
difficulty getting her granddaughter to respect curfew, which was 
7:00 PM. The therapist helped the grandmother examine what 
would set her up for success in communicating her expectations. 
Training caregivers to set themselves up for early success is an 
essential concept in CM. Both caregivers and adolescents need 
this to build their confidences which will lead to continued prac-
tice of their newly acquired skills.  At first the grandmother 

Practice Based Evidence for Contingency Management:  
An interview with April Gilfort, Ph.D. 

 I recently had the pleasure of interviewing Dr. April Gilfort, 
Clinical Director of Dominion Ministries, Inc., in Durham, North 
Carolina. Under her guidance, Dominion Ministries (DM) prac-
tices contingency management (CM) techniques in its Substance 
Abuse Intensive Outpatient Program (SA-IOP) for adolescents 
and its Multidimensional Family Therapy Program (MDFT). 
What follows should sound familiar. She confirmed all we had 
researched for this issue and was clearly following evidence based 
practice with CM. What is even better about this story is that Dr. 
Gilfort and DM uses its experience with adolescents and their 
families to refine their practice of CM. They do consult the litera-
ture and follow evidence based treatment models, but evaluation 
of family outcomes truly drives this program. If you have not 
been able to wrap your mind around the concept of practice 
based evidence (as opposed to evidence based practice), read on. 
This is a chapter in the “how to” manual! 

DM’s client population 
 This agency’s adolescent population is mainly those who 
have court ordered treatment. The adolescents come to the 
agency as a part of their probation; DM communicates treatment 
progress to the courts with permission from the adolescents as 
part of the probation agreements. DM can report probation viola-
tions (including positive drug screens) to the clients’ court coun-
selors. Eighty percent of the agency’s client population is African 
American, approximately three to five percent are Latino and the 
rest are Caucasian. Most are boys and the majority of clients live 
within Durham city limits. 

News You Can Use, Project Cork 
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As stated at the group’s website, http://www.projectcork.org/,  

“Cork's mission is to assemble and disseminate current, authoritative information on substance abuse for clinicians, health care 
providers, human service personnel, and policy makers. Project Cork produces a bibliographic database, offers current awareness ser-
vices, produces resource materials, responds to queries, and collaborates in professional education efforts. The CORK database of 
more than 75,000 holdings is searchable online.” 

Project Cork is a fast and easy method when searching on any topic related to substance abuse. Project Cork is produced by Jean 
Kinney, a faculty member at Dartmouth Medical School. Not to mention it’s a free resource! 

plementing best practice in family in-
volved CM are as diverse as the clinicians 
who use it. 

A novel practice-based approach 
adopted by some clinicians includes paren-
tal involvement in the CM, using parent-
directed reinforcement and discourage-
ment targeting substance abuse and con-
duct problems. Initial findings are positive; 
social behaviors, such as attending more 
treatment sessions, avoiding family con-
flict and attending school are increased. 
Substance use behaviors such as relapse 
and number of days using are decreased. 
Therefore, literature suggests that collabo-

ration with both the adolescent and their 
family is best practice5. 

This means there is a wonderful op-
portunity for you, as clinicians, to develop 
practice-based evidence solutions. As of 
now we think that CM works and works 
best when families are involved. The evi-
dence-based literature is not conclusive 
about how to implement programs. Your 
experience and intuition can make the 
final difference in the question of whether 
or not CM in ASAT works in real practice! 
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Family Involvement, continued from page 3 
See “Practice Based” on page 6 



 

 

Implications for North Carolina 

Using reinforcing techniques to 
affect behavioral change in family 
functioning, lifestyle, school atten-
dance, and socialization could offer 
hope to substance abusing adoles-
cents in North Carolina. The use of 
CM in conjunction with other strate-
gies such as family therapy, cogni-
tive-behavioral therapy, and psychopharmacology offers adoles-
cents an increased chance at attaining and maintaining abstinence 
from alcohol and drugs that treatment alone may not achieve.  

Recognizing the potential of using CM, the North Carolina 
General Assembly established guidelines for the use of state 
funds for Contingency Management (CM) when treating sub-
stance abuse disorders. As of January 1, 2008 Section 10.49.(d)3 
states that local management entities (LME) may use up to one 
percent of their substance abuse funds to provide nominal incen-
tives for those who have achieved specified benchmarks in their 
treatment protocols. These guidelines apply to all LMEs. While 
state funds such as division-allocated federal funds and county 
dollars qualify under the guidelines, Medicaid funds may not be 
used for nominal incentives for CM. Please see the attachment 
for the full introduction, background and scope of the guidelines 
as well as the proper filing procedures for receiving CM funds. 
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CM, continued from page 1 
Cannabis Youth Treatment (CYT) series. CM is also effective in 
improving a patient’s attendance in treatment programs and in 
reinforcing other treatment goals such as adhering to a medica-
tion regimen or obtaining housing or employment.  

How CM Developed and Why It Works 

The conceptual framework behind CM is that of operant 
conditioning. Operant conditioning is the use of reinforcing or 
punishing consequences to change voluntary behaviors; Pavlov’s 
experiments with dogs are the more famous examples of this. 
Research on the use of CM in the treatment of alcoholism began 
in the 1960s with positive results. CM practitioners view sub-
stance abuse as a behavior that is neurobiologically and environ-
mentally influenced, therefore the aim is to change the environ-
mental reinforcements which, over time, will affect the neurologi-
cal impulses. For example, a 1975 study by Miller1 on public 
drunkenness, found that when prior offenders were offered tangi-
ble reinforcement for a negative breathalyzer test there was a re-
duction in public inebriation.  

Supporting Evidence for CM 

CM is proven effective in the treatment of substance abuse 
and in reinforcing abstinence, medication compliance, treatment 
attendance, and in other treatment related goals. The same study 
by Miller1 showed that CM, used in conjunction with other thera-
pies to treat problem drinking, resulted in a marked decrease in 
public drunkenness and arrest rates. CM also increased the aver-
age number of hours of employment in comparison to the con-
trol group. Studies using CM in conjunction with other therapies 
to treat drug abuse demonstrated higher success rates than the 
same therapies without the use of CM. Treatment programs with 
CM interventions managed to retain patients in treatment pro-
grams longer while reducing overall drug use. Gallant et al.2, dem-
onstrated that 90% of parolees who received CM attended treat-
ment as compared to 11% of those who did not receive CM. At-
tendance rates were measured at six months post-release from jail. 

 

News You Can Use, New Research on Contingency Management 

The University of Arkansas is currently recruiting participants for a study entitled Family based contingency management for adolescent alcohol 
abuse. The study aims to demonstrate the effectiveness of a family-based contingency management, (CM) approach. Motivational En-
hancement and Cognitive Behavioral Therapy will be used as the main approach with CM added to the test group. CM will include an 
incentive program aimed at the adolescent and a parent training component that will help parents learn how to use CM in the home 
environment. 

If you would like more information contact Catherine Stanger, Ph.D. at cstanger@uams.edu or          
Alan Budney at ajbudney@uams.edu, please refer to the ID number NCT00595478. 

A Must Read 
Published in the late 2007, Contingency Management in Substance Abuse Treatment (CMSAT) is the most up to date and well-researched 

analysis on the subject of CM in substance abuse treatment. With sections addressing adolescent concerns, family involvement, imple-

mentation guidelines and financing barriers, CMSAT is a must read for all providers! For more information, visit the publisher at: 

http://www.guilford.com, ISBN 978-1-59385-571-0 
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Practice Based, continued from page 4 
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wanted her granddaughter to come in at 7 PM for an entire week 
before receiving a reward. As the grandmother and therapist 
talked, they both decided the granddaughter needed to comply 
three consecutive days. If she did, the granddaughter could call 
and ask to stay out later on the fourth evening and the grand-
mother could grant this extra privilege. If the granddaughter did 
not comply, the grandmother could deny the privilege and could 
reward the next time she complied or she could reset the period 
for compliance (back to the next three consecutive days). When 
the grandmother and granddaughter reach phase two of this pro-
gram, they will get coaching from the therapist on how to negoti-
ate new boundaries and rewards.  

 Phase two involves the caregivers 
and adolescents practicing their new 
skills. With training and early success 
under their belts, families can learn to 
set boundaries and decide appropriate 
rewards together. At this point, ex-
pectations (curfews, good grades, 
etc.) become what Dr. Gilfort calls 
maturity demands. The caregivers 
ask their adolescents to rise to the 
level of maturity of which adoles-
cents are capable. If the adoles-
cent does not live up to this expecta-
tion, the caregiver uses positive punishment to 
reinforce the maturity demand. The caregiver may decide the 
adolescent needs to spend more time at home studying if he or 
she received a lower than expected grade (pre-negotiated by care-
giver and adolescent) on a test. Dr. Gilfort admits that this three-
phase process takes a lot of time, spotted with success and failure, 
but she says it eventually works. MFDT allows for six months of 
treatment and fits well with the rocky reality of negotiating 
healthy limits and rewards.  

CM in the adolescent SA-IOP program 
 DM also uses CM in a twelve-week SA-IOP program for 
adolescents. The adolescents receive rewards for the milestones 
they meet. DM capitalizes on free incentives in this program, the 
biggest one being stepping down from intensive outpatient ser-
vices. DM outpatient therapists help the adolescents connect their 
success in treatment with needing less treatment, which means 
more free time. Gilfort says the adolescents view the free time as 
a coveted award. The SA-IOP program also throws celebrations 
for adolescents as they reach important milestones, especially 
graduation from the program. DM receives many donations from 
the community to provide these celebrations. The adolescents 
may also receive gift cards from time to time. This program also 
uses positive punishment. The adolescent usually has court orders 
with which he or she must comply. If he or she has a positive 
drug screen, DM must contact the court counselor, and the ado-
lescent may have to go to detention, etc. 

Maintaining fidelity 
 Ms. Gilfort’s goal is to have all therapists trained in MDFT, 
all supervisors in this program trained to supervise MDFT and 
for her to become a train-the-trainer for MDFT (currently under-
way). She also plans for others in her practice to continue to the 
train-the-trainer level so that there is a less expensive way for her 

clinicians to get MDFT training if there is turnover. She believes 
she now has a small core staff committed to practicing MDFT 
and to staying with the agency.  

 Gilfort believes this training, and having all therapists equally 
trained, encourages fidelity to the MDFT model. Since DM is 
currently receiving training in MDFT, all therapists are video and 
audiotaping sessions and getting feedback from experts in 
MDFT. Gilfort says this type of intensive training really helps her 
staff maintain fidelity to the model. When I asked her how she 
plans to insure her therapists maintain their current level of fidel-
ity, she emphasized her commitment to ongoing supervision for 
her staff by clinical supervisors trained in MDFT. Front line clini-
cians will continue to get live feedback during sessions, feedback 

on taped sessions, and guidance from trained MDFT su-
pervisors. Essentially, she is wrapping MDFT 

training and supervision around every 
level of DM’s practice. This way, ado-

lescents and their families walk into a 
unified agency committed to providing 

the best quality care in every program 
and at every level. 

Financing CM at Dominion Ministries 
 When I was interviewing April, I 

had the sense that DM’s program epito-
mized best practice. She confirmed my 

hunch when we talked about how she fi-
nances her programs. To truly be an evidence 

based program, an agency must focus on the best 
ways to implement their programs. This not only includes policies 
that encourage fidelity, supportive supervision, and promote evi-
dence based treatment., it also includes a financing program that 
ensures sustainability and takes full advantage of all ways to draw 
down dollars for its clients. For all of you who are wondering 
how you pull it off, here are the secrets. DM: 

• Solicits donations to support CM, 

• Capitalizes on free CM, such as less treatment (more free 
time), 

• Trains parents to provide appropriate CM that can also be 
free (extended curfew), 

• Receives state and county funds for treatment and CM, and 
relies less on Medicaid (since funding is more restrictive), 

• Draws down non-UCR dollars from Division funds to pay 
for training, and 

• Uses Mental Health Trust Fund dollars to pay for programs 

 DM decided what evidence based treatments would best 
serve its clients and then searched for ways to fund them, rather 
than looking at its funding options and deciding what it could 
afford. Think of the familiar saying, “Do what you love and the 
money will come.” In this case, “Do what you know is best for 
your clients and you will find a way to finance it.”  

 Thank you April! I know your comments will be very helpful 
to all our readers. Dr. Gilfort welcomes the opportunity to share 
her experience. Call her at 919-416-1830 if you would like more 
information about Dominion Ministries’ MDFT or adolescent 
SA-IOP program. 



 

 

News You Can Use, NC DMH/DD/SAS Leadership Change 
Mr. Michael Moseley, Director of the Division of Mental Health, Developmental Disabilities, and Substance Abuse Services for the state 
of North Carolina announced on February 22nd his retirement. Said Moseley, “….There have been a lot of changes in the state system 
during my tenure, and I’m proud of what I’ve done to move things forward for the people who depend on this system for their care.”.   
(NCPAO) 

The Division is now headed by two co-directors, Michael Lancaster, M.D. and Ms. Leza Wainwright. Dr. Lancaster, former clinical pol-
icy chief, will be coordinating clinical activities. Ms. Wainwright will be heading administrative operations and addressing the needs of 
local management entities and treatment delivery systems among other duties. For more information on this topic, please visit: 

http://www.ncdhhs.gov/pressrel/2008/2008-2-29-new-management-mhddsas.htm 

Since our motto is “building bridges, closing gaps,” 

we want to start off each issue of the provider’s 

source with pictures of bridges in North Carolina. 

Have a good picture? Send it to us, along with your 

name, the name of the bridge (if applicable), and the 

location. Please send to bestasat@uncg.edu. 

Peaks of Otter - Bedford, VA 

The Rule of Half 

A national meta-analysis of cost-
effectiveness in CM found that prize or 
draw systems tended to peak at approxi-
mately 25%-50% of their possible cost3,2. 
Consultation with your accounting division 
may also allow you to roll operating costs, 
such as staff time or travel in purchasing 
incentives, into this reserve. Therefore, a 
group of 30 adolescents who could earn a 
$10 gift card per group session out of 12 
group sessions would require a prudent 
reserve of $1800, even though the total 
potential cost could reach $3600. As always, 
the experience and intuition of your clini-
cians is your best guidance in allocating CM 
funds. 

Gambling 

A justified concern of many clinicians 
is how a CM treatment protocol can affect 
gambling tendencies in their adolescent 
clients. A simple and effective method of 
addressing these concerns for CM treat-
ment is inclusion of gambling screening 
tools in client intake. One study addressing 
whether incentives increase gambling ten-
dencies found little positive correlation4. 
Therefore an adolescent inclined to develop 
a gambling habit who passes through the 
screening has a low potential for develop-
ing problems with CM. 

Feasibility 

A common financial concern for pro-
viders is the operating cost of regular drug 
testing. Very few providers will address an 
adolescent population not at risk for 
stimulant, alcohol or other hard to trace 
substances. A regular or variable schedule 
using urinalysis or oral-analysis is an im-
portant component of any treatment pro-
tocol. Discuss financing feasibility costs 
through 10.49(d)6 with your local manage-
ment entity. 

Operating Costs 

Lowering potential costs of CM to 
address an insolvent budget may become 
necessary. Here are some ideas: 

•    Paying rebates to clients contingent on 
meeting intervention targets 

•    Including incentive costs as line items 
in block grant/infrastructure funding 

•    Implementing effective CM increases 
attendance and retention of clients, offset-
ting incentive costs5 

•    Solicit community donation of goods 
and services for use as incentives 

For a step-by-step guide to designing 
your own incentive system, refer to the 
Dissemination section of CMSAT (see “A 
Must Read” pg. 5)2. 

Financing CM, continued from page 2 
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