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Chapter 1
Treatment Engagement: An Introduction

William O’Donohue, Cassandra Snipes, and Larry James

Increasingly, the field of behavioral health has recognized that there is a problem 
that might be called: the problem of behavioral health service delivery (O’Donohue 
& Dyer, 1993). That is, just because there are individuals who have problems (or 
will have problems); just because there is knowledge about how to remedy (or pre-
vent) these problems; and just because there are professionals who are willing to 
deliver interventions—perhaps even evidence-based interventions, and just because 
there are entities (third parties or the consumers themselves) who are able and will-
ing to pay for these interventions does not mean that treatment will be delivered. 
Aligning all of these dimensions is the core problem of behavioral health service 
delivery. Sometimes in research or scholarly work only one dimension of this prob-
lem is addressed. For example, typically, clinical researchers try to increase the 
knowledge base regarding clinical efficacy with little or no attention to the other 
dimensions necessary for this treatment to be actually delivered. Or, in other cases, 
behavioral health professionals deliver therapy with little or no attention to the other 
factors—for example, to the knowledge base about treatment efficacy or effective-
ness. Each of these dimensions is important in the problem of behavioral health 
service delivery and must receive its due attention.

This volume addresses each of these dimensions but concentrates on the first 
dimension: potential consumers. Increasingly, the behavioral field is recognizing 
that the old saw of “build it and they will come” is simply not true. Some come but 
many do not. Also some of those that come drop out early. Others that come do not 
adhere and are not helped. Sometimes, those that do come are not the most  important 
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intended targets—they are individuals with lower magnitude problems, for exam-
ple. Again, the problem of behavioral health service delivery is nuanced and 
complex.

Part of this realization of the importance of the problem of behavioral health 
service delivery has come about because the health care field has become more 
proactive instead of just reactive. Those that design healthcare delivery systems, 
largely due to the problems associated with the well-known “healthcare crisis,” have 
sought to target certain patients by a variety of mechanisms to reduce or contain 
costs. The basic idea is that certain costly patients can be identified (by algorithms 
revealing sentinel events, or by past high utilization, or by certain comorbidities, 
etc.) and the hypothesis is if these individuals can be treated in some manner future, 
more expensive, health care utilization can be prevented or minimized. For exam-
ple, an individual with diabetes who does not renew his or her insulin prescription 
(i.e., the sentinel event) can receive a phone call from a nurse trained in Motivational 
Interviewing (Miller, 2000) and be encouraged to obtain their prescription thus pre-
venting an emergency room visit due to a glycemic crisis. However, all too often 
these programs find that the targeted patient simply will not engage—he or she opts 
out by not consenting or signing up for the program, or does not answer the phone, 
or cuts the intervention short when it is being delivered, etc. This kind of “treatment 
interfering” behavior is what is meant by the phrase “patient engagement.”

Another example will round out the understanding of patient engagement. Many 
depression programs were designed and sold to insurance companies or primary 
care practices. The basic idea is that the patients in medical settings would be 
screened for depression due to the high comorbidity and/or due to the notion that 
depression was the actual driver of future medical costs—thus also avoiding a medi-
cal error associated with a missed diagnosis (and a potentially costly omission) by 
correctly identifying all depressed patients. Further, if the patient produces a posi-
tive depression screen then he or she would be asked to enroll in, say, a brief 6 week 
cognitive behavioral depression course, perhaps in person or perhaps online. 
Epidemiology would suggest a high rate of depression in primary care and these 
programs are sold partly on these kinds of potential penetration. However, typically, 
these programs are stymied by severe problems with patient engagement including 
the following: (1) some patients will refuse to take the depression screen; (2) of 
those individuals who screen positive for depression, a low percentage will actually 
agree to participate in the online intervention; (3) of those individuals who agree to 
participate, a low percentage will actually start the intervention; (4) of those indi-
viduals who start the intervention, a low percentage will complete the intervention; 
(5) of those who complete the course a low percentage of the individuals will do all 
that they are asked to do, e.g., homework, complete follow-up assessments, and 
finally (6) of those who complete the intervention a moderate percentage experience 
clinically significant change—and perhaps (7) of those who experience clinically 
significant change, a number relapse. Given this cascade of problems—the overall 
treatment program is not seen as a success—it, due to this sequencing of problems 
associated with poor patient engagement, actually helps a very low percentage of 
those that it could possibly help. Thus, a key meta-problem in designing an effective 
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health is system is that too few patients engage—specifically at stages 1–3. If more 
patients were to engage, perhaps the overall program could be judged worthwhile 
because the dollars spent would be actually responsible for more clinical change for 
more people in the population—a much better return on investment. And of course, 
more people will be helped to overcome their depression.

Thus, patient engagement is a key problem in the behavioral health field. 
However, it generally receives a disproportionately low amount of attention. 
Researchers are generally oriented toward successful clinical trials—but often show 
little concern about patient enrollment or engagement in these innovative treat-
ments—sometimes patients in clinical trials are even offered incentives such as pay-
ments or chances to be in lotteries that they will not experience in real-life settings 
to enroll in the clinical trial. Clinical researchers are much more focused on the 
question of “Once enrolled, how do I keep patients in the trial and how do I show a 
good clinical effect size for my experimental treatment?” Rather than the question, 
“How do I generate sufficient enthusiasm or incentives or commitment for the treat-
ment so that patients will naturally want to enter and complete therapy?” This later 
question again is much more the focus of this book.

It may be worthwhile exploring some general hypotheses regarding why patient 
engagement is so difficult:

 1. Some potential consumers want to deny or minimize that they have the prob-
lem—entering some sort of intervention may require a difficult psychological 
admission. People may be in denial about their weight, their drinking, or their 
mood. Our field needs to understand much better the problems in individuals 
accepting or admitting that they have a healthcare problem—and in a way that 
produces effective instrumental behavior as opposed to despair, being over-
whelmed, or inactivity.

 2. Some potential consumers may experience problems such that as part of their 
problem (e.g., depression) may feel hopeless and pessimistic, for example they 
may be pessimistic that therapy is worthwhile. Or, for example, with substance 
abuse, they may be too intoxicated to make good decisions or follow through 
with effective responses. The problem by its nature may interact with the deci-
sion to commit to treatment.

 3. Some potential consumers may feel—correctly—that therapy will be hard or 
painful. This is the sort of reason why dentists have problems with engagement 
and sometimes we as professionals may need to see that the patient is substan-
tially correct—for example, that cognitive behavior therapy exposure treatment 
for PTSD can be quite painful and difficult (Foa). Urine alerts (Friman) require 
being awakened for many nights, possibly multiple times.

 4. Sometimes, potential consumers may feel that therapy will be simply too long 
and too involved. Potential consumers simply are not prepared for that an effort 
of that duration. Again, this is at least partly rational. It is true that even our 
“brief” psychotherapies can last 12–18 weekly sessions and long-term therapies 
for years. As a field we need to realize this is quite a commitment for someone 
to make. Primary care visits sometimes can rectify the problem in 15 min (with, 
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for example, an effective prescription). We need to design interventions that are 
much more efficient so that engaging in these requires much less effort.

 5. At times potential consumers may fear the stigma associated with behavioral 
health treatment.

 6. At times potential consumers may think the probability of a positive outcome 
for them is simply too low to justify engagement and at times they could be 
right. The effect sizes of many of our psychotherapies are modest and outcome 
data indicate that many individuals are not even helped. And our relapse rates 
are often unacceptably high.

 7. At times potential consumers may be confused or put off by the high rate of 
variance of the quality of the therapist. Or even confused by the vast array of 
therapists—marriage and family counselors, social workers, psychologists, 
psychiatrists, psychiatric nurses, etc. We need to examine how confusing our 
field may be to potential consumers.

 8. At times potential consumers may be put off by the deep debates and controver-
sies in the field about what are effective and safe therapies—psychotropic med-
ication, behavior therapy, any therapy (the so-called Dodo effect), art therapy? 
We as a field often do not have coherent or compelling messages about best 
practices or the most effective treatment pathways.

 9. At times potential consumers may be put off by pragmatic problems associated 
with treatment engagement—the physical distance, or the need for computer lit-
eracy for online therapy, a disparity of language for many minority consumers, etc.

 10. At times the field may do a poor job of increasing the consumer’s health literacy 
so they understand what problems they are experiencing and can make a rea-
sonably informed decisions about rational courses of action.

 11. At times, we have paid little attention to the aesthetics of our field—we are 
much more like Dell then like Apple. The excitement produced by the aesthet-
ics of an Apple product or store is rarely embodied in our services. We can have 
unsightly offices and uninspired websites or paper and pencil testing that takes 
a week or so to score—much like the 1950s. We need to be more concerned 
about the entire “patient journey” and more attentive to the total experience of 
our products and services.

 12. At times, healthcare professionals may not be trained to value the perspective 
of the patient and may not be trained to behave in a patient-centric manner due 
to the fact that these models are relatively recent.

 13. At times, payment is unclear or problematic.
 14. There is too little attention paid to patient preferences. Although in recent years 

“patient-centered” care has been a focus; there is still too little understanding of 
patient preferences, customization for individual patients, quality improvement 
protocols designed to identifying patient satisfaction, and suggestions for 
improvement. Instead, healthcare delivery remains largely hierarchal with little 
direct involvement of patient feedback. Healthcare professionals need to be 
trained or retrained in models of “shared decision making.”

 15. Key times for patient engagement need to be identified and processes in place 
to assure sufficient attention is given to patient engagement during these junc-
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tures. This can also enhance continuity of care. Key junctures would include 
possible discharge, possible transition from one care center to another, referrals 
to other professionals, possible use of adjunctive treatments, possible change in 
medications, etc.

 16. At times, it may be useful to try to engage the consumer’s support network to 
help with patient engagement. This approach, which can include family, neigh-
bors, religious leaders, teachers, friends, etc., needs to be administered care-
fully due to HIPPA concerns.

 17. Micro-analyses of healthcare professionals communication styles need to be 
examined. There could be a number of problematic practices including too fre-
quent use of technical terms, words that are beyond the consumer’s educational 
level, too much information, authoritative statements, not asking for patient’s 
input, etc.

 18. Incentives need to be aligned to promote patient engagement. For example, 
with Medicare there are meaningful use criteria associated with Electronic 
Health Records that if successfully implemented qualifies the organization for 
additional payments.

 19. How can technology improve patient engagement? Are there dashboards or 
apps, or email reminders that can engage patients—particularly younger 
patients who are more accustomed to these?

 20. Do group medical appointments or group psychotherapy promote treatment 
engagement for some consumers?

 21. More theory and research is needed regarding patient engagement in minority 
populations. Are their increased feelings of distrust, alienation, and powerless-
ness in ethnic or sexual minorities or the poor? Are there unintentional but still 
problematic indices of ageism, sexism, or racism involved in the delivery of 
healthcare that decreases patient engagement?

 22. It ought to be recognized that certain patients will present severe challenges to 
patient engagement; for example, homeless individuals, acute substance abuse, 
individuals suffering from psychoses, individuals with certain personality dis-
orders, individuals suffering from bipolar disorder, individuals with develop-
mental delays, and individuals with Alzheimer’s disease and other cognitive 
impairments. Separate models need to be developed for these individuals.

Many of the subsequent chapters in this book will explore these questions. To be 
sure a priority in contemporary healthcare delivery is what might be called the psy-
chology of treatment engagement.

 Self-Management of Health and Patient Engagement

There is another, and what might be regarded as a deeper sense, of “patient engage-
ment” however. In this sense, it is the field’s task to engage the patient so that they are 
motivated and informed to self manage their health. In this sense, patient engagement 
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is not engagement in some “one shot” intervention but rather a reorientation to con-
tinually lead a healthier lifestyle, engage in appropriate prevention, become health 
literate, as well as to seek the optimal level of healthcare services, to be a critical, 
informed consumer of these, and to adhere to treatment regimens. This is a tall order. 
However, the basic idea is that individuals vary on a continuum with respect to this. 
At one end of the continuum—the optimal end—there are individuals who do not 
smoke, who exercise, who eat well, who wear seat belts, who engage in relaxation 
and other stress reduction, who are socially connected, who are very health literate, 
who go for routine physicals, etc. On the other end of the continuum are individuals 
who are often the “high fliers”—expensive patients—who do much the opposite. 
And in doing so, they have multiple interconnected health problems, which they are 
not managing well, and their problematic life styles exacerbate, and who show up to 
emergency rooms and then often do not adhere to regimes prescribed. Engagement 
then is attempting to move the latter to become more like the former.
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Chapter 2
Behavior Economics and Treatment 
Engagement

Leonardo F. Andrade and Nancy M. Petry

Behavior economics is a field that integrates concepts of psychology and economics to 
explain individuals’ decision making. In the past few years, this field has been increas-
ingly incorporated into health care settings to promote healthier lifestyles. Typically, 
participants are given monetary incentives when a target behavior or goal is objectively 
verified. In this chapter, we describe this evidence-based treatment usually referred to 
as contingency management. This chapter is structured in four parts. Section 
“Background” reviews the historical background of incentive-based interventions as 
applied to substance abuse treatment. Section “Application of Incentive-Based 
Intervention to Medicine Targets” describes the application of these interventions to 
other medicine targets, such as vaccination, medical screenings, diabetes monitoring, 
physical activity, and weight loss programs. Section “Fundamental Elements and 
Concepts Embedded in Incentive-Based Interventions” explains fundamental concepts 
and elements embedded in effective incentive-based interventions, and the final section 
discusses issues related to the application and dissemination of incentive programs.

 Background

Individuals often make irrational decisions. Drinking, smoking, overeating, and 
physical inactivity are a few examples of unhealthy patterns of behavior that many 
individuals engage in despite knowledge of the devastating consequences that may 
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result. Poor diet and physical inactivity, for example, is a modifiable unhealthy 
lifestyle responsible for 17 % of deaths in the United States (Mokdad, Marks, 
Stroup, & Gerberding, 2004).

A growing number of studies have been published in the past three decades dem-
onstrating the efficacy of incentives to address clinical conditions. These incentive- 
based interventions, also known as contingency management, are based on principles 
of behavior economics and behavior analysis. In these interventions, tangible rein-
forcers or incentives are delivered contingent upon the observation of the target 
behavior, and withheld when the behavior is not observed.

No other area contains more compelling evidence of the efficacy of incentives to 
promote clinically relevant behaviors than substance abuse research. It is in this 
research arena that incentives strategies have been studied most systematically. In 
incentive-based interventions for substance abuse treatment, patients earn prizes or 
vouchers exchangeable for goods and services every time the target behavior—e.g., 
abstinence from drugs—is objectively verified via analysis of biological markers, 
such as urine and breath samples (Higgins, Silverman, & Heil, 2008; Petry, 2012).

The systematic evaluation of monetary-based incentives in improving substance 
use treatment outcomes began in the early 1990s with the studies reported by Steve 
Higgins and colleagues from the University of Vermont (Higgins, Budney, Bickel, 
& Foerg, 1994; Higgins, Budney, Bickel, & Hughes, 1993; Higgins, Delaney, 
Budney, & Bickel, 1991). Higgins et al. (1994), for example, conducted a clinical 
trial aimed at evaluating the effects of incentives in the treatment of 42 cocaine 
dependent patients. In this trial, half of the sample was randomized to a standard 
outpatient treatment condition, and half was randomized to the same standard treat-
ment condition combined with vouchers incentives. Vouchers were worth a certain 
amount of money, and they were exchangeable for monetary-based products, such 
as clothing, electronics, or gift cards, contingent upon submission of drug negative 
specimens. Voucher incentives were given in the first 3 months, but the study lasted 
for 6 months. Results showed that treatment retention and abstinence were substan-
tially higher for the patients receiving incentives relative to those who were not. The 
rates of treatment completion at 3 and 6 months for patients receiving vouchers 
were 90 % and 75 %, compared to 65 % and 40 % for those not receiving vouchers 
during the same periods. Further, 55 % of patients in the incentive group achieved at 
least 10 weeks of continuous abstinence, whereas only 15 % of the patients in the 
no-incentive group achieved at least 10 continuous weeks of abstinence. This study 
was conducted in a research clinic that applied extensive outreach to engage and 
retain patients in care, regardless of their treatment assignment, and hence relatively 
high rates of treatment participation occurred, even in patients not receiving 
incentives.

In community-based substance abuse treatment programs, rates of treatment 
engagement are much lower. Retention is a long-standing problem in community 
clinics, and attrition typically exceeds 30 % in the first month (Lefforge, Donohue, 
& Strada, 2007; Substance Abuse and Mental Health Services Administration, 
2008). Studies implementing incentive-based interventions in community-based 
clinics find that less than 15 % of patients assigned to standard care conditions 
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remain engaged in care for 12 weeks. In contrast, 30–60 % of patients assigned to 
incentive conditions, in which they receive the chance to win monetary-based prizes 
worth $1–100, remain in treatment for 12 weeks (Petry et al., 2004, 2006; Petry, 
Alessi, & Ledgerwood, 2012; Petry, Alessi, Marx, Austin, & Tardif, 2005; Petry, 
Martin, & Simcic, 2005; Petry, Weinstock, & Alessi, 2011).

Further, randomized clinical trials show that incentives are highly efficacious in 
retaining patients in treatment and promoting abstinence from a wide range of sub-
stances, such as opioid, marijuana, alcohol, methamphetamines, cocaine, and 
tobacco (see Higgins et  al., 2008, for review). A meta-analysis concluded that 
incentive-based interventions had the largest effect size of all psychosocial thera-
pies in treating substance use disorders (Dutra et  al., 2008), and the Veterans 
Administration in the USA has recently begun implementing this approach nation-
wide in its substance abuse treatment programs (Petry, DePhilippis, Rash, Drapkin, 
& McKay, 2014).

Therefore, robust evidence shows that incentive-based interventions are highly 
efficacious in engaging individuals in the treatment for one of the disorders with the 
highest attrition rates—substance abuse. More recently, incentive-based interven-
tions have been applied to other behavioral targets relative to medical care, includ-
ing vaccination and medical screenings, self-monitoring in patients with diabetes, 
and engagement in diet and exercise. In the following section, we describe some of 
these studies.

 Application of Incentive-Based Intervention  
to Medicine Targets

�Vaccinations,�Medical�Appointments,�and�Attendance��
at�Group�Meetings

Performance of health prevention programs is often suboptimal and incentives can 
be incorporated successfully into these programs. An example of how incentives 
can be used effectively to improve immunization rates was reported by Hoekstra 
et al. (1998). In that study, food vouchers were used to reinforce immunization rates 
in inner-city Chicago. Families enrolled in the Women, Infants, and Children pro-
grams of Chicago were given 3-month supply of food vouchers if the child was 
age-appropriately vaccinated; otherwise, families received a 1-month supply of 
food vouchers until the child was vaccinated appropriately. Data from a total of 
16,581 children 24 months old or younger were analyzed, and the results showed 
that the vouchers had a remarkable effect on immunization rates. During the 
15-month period of evaluation, immunization rates increased from 56 % to 89 % at 
the sites where voucher incentives were made available.

Incentive-based intervention can also be efficacious for promoting compliance 
with medical appointments. Mayer and Kellogg (1989) used incentives to promote 
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mammography screening in 96 women 35 years and older. Approximately half of 
the participants received an information packet explaining mammography proce-
dures and an incentive coupon combined with a prompt, whereas the other half 
received only the information packet. The coupon was redeemable for a nutritional 
information kit (worth $2) when presented at the appointment in the clinic. Women 
randomized to the incentive group were significantly more likely to make appoint-
ments (81 %) compared to those randomized to the control group (59 %) (p < .05). 
Remarkably, nearly all appointments made in the incentive condition were kept—
97 %. Similarly, Duer (1982) and Friman, Finney, Rapoff, and Christophersen 
(1985) found that prompts combined with $5 incentives alone or in combination 
with free transportation to clinics, babysitting, and parking permits increased com-
pliance with papanicolau smears and pediatric visits, respectively.

These studies show that prompts combined with relatively inexpensive incentive 
strategies can effectively promote greater appointment making and appointment 
keeping. In Mayer and Kellogg’s (1989) study, for instance, the incentives awarded 
totally only $106 and yielded a 22 % increase in appointments.

In addition to being used in screening prevention programs, incentive-based 
interventions hold potential to increase attendance rates to groups. Stevens-Simon, 
Dolgan, Kelly, and Singer (1997) used monetary incentives to promote participation 
of young mothers (<18 years) at pregnancy prevention peer-support groups. The 
incentive was comprised of $7 delivered at the weekly meetings. Fifty-eight percent 
of the girls who were offered incentives participated in the peer-support groups, 
whereas only 9 % of those who were not offered incentives participated in the group 
activity.

�Diabetes�Care�Activities

According to the Center for Disease Control and Prevention (2010), one in every ten 
adults today living in the United States has diabetes, and if the current trends con-
tinue, as many as one in three will have this condition by 2050. Controlling diabetes 
is extremely challenging because it involves lifestyle changes (such as exercise, 
weight loss, adherence to strict diets), self-monitoring, and frequent clinical visits 
and laboratory tests.

Recently, a few studies have shown that the use of incentives helps individuals 
engage in diabetes monitoring (Austin & Wolfe, 2011; Raiff & Dallery, 2010). 
Austin and Wolfe (2011), for example, used a quasi-experimental design to assess 
the effectiveness of an intervention designed to encourage clinical visits for 
 glycosylated hemoglobin (A1c) testing among non-compliant patients with Type 2 
diabetes. The intervention was comprised of a reminder letter and a gasoline gift 
card worth $6 for attending the appointment and undergoing blood testing. A total 
of 464 patients received reminders and incentives, and their performance was com-
pared with 693 controls who did not receive the reminders or incentive. Participants 
who received the reminders and the gas card came to significantly more visits for 
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screening test relative to those who did not receive reminder or gift card (3.3 vs. 2.7, 
respectively). Approximately half of the participants receiving the reminders and 
incentives had A1c levels in the clinically desired range, whereas only 36 % of par-
ticipants in the comparison group had A1c levels in this range.

Raiff and Dallery (2010) used a within-subject reversal design (A-B-A) to evalu-
ate the effects of incentives to promote engagement with frequent blood glucose 
testing among adolescents with Type 1 diabetes. In this study, participants received 
voucher incentives for submitting self-monitoring blood glucose testing videos at 
least four times per day over the study’s Web site. More specifically, participants 
earned $1 dollar per video plus a $3 bonus after the fourth video submitted. The 
intervention increased substantially the number of times participants tested their 
glucose levels. During the incentive phase, participants sent an average of 5.7 blood 
glucose tests per day, compared to 1.7 and 3.1 tests per day during the initial and 
posttreatment nonincentive conditions, respectively.

�Physical�Activity�and�Weight�Loss

A risk factor for type 2 diabetes is physical inactivity. One form of exercise that has 
been targeted in incentive-based interventions because it is largely accessible and 
easily monitored is walking. Petry, Andrade, Barry, and Byrne (2013) randomized 
45 sedentary older adults with moderate to mild high blood pressure to a 12-week 
intervention consisting of guidelines of walking 10,000 steps per day and pedome-
ters or that same intervention with the opportunity to earn prizes for meeting walk-
ing goals. Participants receiving prizes walked, on average, 9395 ± 2220 steps per 
day and met walking goals on 82.5 % ± 25.8 % of days, whereas participants on the 
non-incentive treatment walked, on average, 7407 ± 3330 steps per day, and met 
walking goals on only 55.3 % ± 37.1 %  days (ps < .02). Significant effects of the 
incentive intervention were noted in several clinical parameters, such as greater 
improvement in fitness indices, and reductions of body weight and blood pressure.

Incentive interventions may also be efficacious in making individuals engage in 
weight loss programs. Volpp, Troxel, Norton, Fassbender, and Loewenstein (2008) 
used financial incentives to encourage weight loss in overweight adults. Fifty-seven 
overweight participants were randomized to an intervention comprised of monthly 
weigh-ins or monthly weigh-ins with chances to win money for meeting monthly 
weight loss goals. After the 16-week intervention phase, patients receiving incentive 
lost significantly more weight than the control group. More specifically, patients 
receiving incentives lost a mean of 6.1 kg (13.6 lb), whereas those in the control 
condition lost a mean of 1.8 kg (3.9 lb).

These results were replicated by Petry, Barry, Pescatello, and White (2011) in a 
study in which 56 overweight individuals were randomized to one of two treatment 
conditions: a structured weight loss intervention with weekly weigh-ins and coun-
seling, or the same weight loss intervention combined with chances of winning 
prizes of monetary value for each pound lost. At the end of the 12-week treatment 
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phase, participants receiving prizes lost significantly more weight (6.1  kg) than 
patients receiving the weight loss intervention alone (2.7 kg). In addition, 64 % of 
participants in the incentive group achieved clinically significant weight loss of 5 % 
baseline weight, compared to 25 % of the participants in the no incentive weight 
loss.

 Fundamental Elements and Concepts Embedded in Incentive- 
Based Interventions

In order to design and implement an incentive-based program, it is important to 
consider some key variables that are central to behavior analysis and economics. In 
this section, we describe some of the most important elements and fundamental 
concepts embedded in efficacious incentive programs.

�Delay�to�Incentives�and�Delay�Discounting

The field of behavioral economics has identified a number of decision-making 
biases that help explain why individuals often make irrational decisions, such as 
engaging in self-defeating behaviors or behaviors that are not optimal in the long 
run (Loewenstein, Brennan, & Volpp, 2007). One decision bias that has been exten-
sively studied and underlies impulsive decisions is delay discounting. The term 
delay discounting refers to the process by which the decision maker devalues future 
events. Compelling evidence exists that the value of an incentive decays hyperboli-
cally in relation to the delay to its occurrence—that is, the value decreases quicker 
in the short run compared to the long run (see Green & Myerson, 2004 for a review 
of delay discounting). This behavioral process is reflected in individuals’ tendency 
to overvalue events that are closer in time.

This disproportional emphasis on the present leads some individuals to seek 
immediate gratification even when it produces non-maximizing or self-defeating 
consequences in the long run. For example, choosing to engage in substance abuse 
treatment programs and remain sober leads to meaningful consequences—such as 
better health and improved family relationship—that should outweigh the more 
immediate and less meaningful consequences of consuming drugs—such as the 
high from the drug. On the same token, avoiding high-calorie food and engaging in 
exercise routines lead to important delayed consequences—such as weight loss and 
improved health—that should outweigh the more immediate and less meaningful 
consequences of eating high-calorie food and not exercising. Nevertheless, because 
individuals overvalue proximal events, they often choose to consume drugs and 
overeat when the opportunities arise to use drugs or eat a highly palatable food.
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Many of the ultimately positive consequences of treatment are long delayed in 
time, making engagement in treatment challenging because its positive effect exerts 
little immediate impact on the behavior. Incentive-based programs take advantage 
of the biases individuals have toward immediacy. By applying incentives in close 
proximity toward treatment seeking, service providers are essentially exploiting a 
bias toward immediacy to guide persons toward choosing healthier behaviors 
(Loewenstein et al., 2007).

Although all individuals have the tendency to overvalue proximate events, some 
individuals do so substantially more than others. For example, most individuals 
with impulse control problems, such as those presenting with substance abuse, gam-
bling, and/or obesity problems, have a tendency to overvalue proximate events to a 
greater extent than those individuals without these problems (MacKillop et  al., 
2011; Reynolds, 2006; Weller, Cook, Avsar, & Cox, 2008). One way to increase the 
efficacy of incentive programs is to provide incentives more immediately. The 
shorter the delay between the target behavior and the incentive, the most efficacious 
the incentive intervention is. Rowan-Szal, Joe, Chatham, and Simpson (1994), for 
example, reinforced methadone maintained patients for providing negative urine 
samples with stars exchangeable for retail goods immediately or after the passage of 
a certain amount of time. The patients who were exposed to the condition in which 
the stars could be exchanged at a later point in time provided less negative urine 
samples than the group who could exchange the stars sooner. A meta-analytical 
review of studies providing incentives revealed that the provision of incentives more 
immediately was associated with significantly larger effect sizes (Lussier, Heil, 
Mongeon, Badger, & Higgins, 2006). Thus, in designing incentive programs, one 
should make the incentives available as soon as possible after the individual exhibits 
the behavior.

�Prospect�Theory/Loss�Aversion

Daniel Kahneman was awarded the Nobel Prize in 2002 for his work on prospect 
theory. Prospect theory is a highly influential theory in behavior economics which 
assumes that value depends on the “frame” or reference point (Kahneman & 
Tversky, 1979). Research in this area has produced robust evidence that when events 
are framed as losses, they have a more profound impact on behavior/preference than 
when the same events are framed as gains (Kahneman, Knetsch, & Thaler, 1990; 
Tversky & Kahneman, 1991, 1992). In other words, the subjective value attributed 
to loss is substantially greater than the subjective value attributed to gains. For 
instance, the prospect of losing $50 dollars has a greater impact on choice than the 
prospect of gaining the same $50. This tendency to respond more to events framed 
as losses than gains has been termed loss aversion.

Insights from studies on loss aversion can be incorporated in incentive-based 
interventions. For example, Volpp, Troxel, et al. (2008) used deposit contracts to 
promote weight loss. Participants in this condition made monetary deposits that 
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were refundable contingent on meeting weight-loss goals (16-lbs over 16 weeks). 
Approximately 47 % of participants making monetary deposits attained the 16 
pounds weight-loss goal, compared to only 10.5 % in the non-incentive control 
group.

Deposit contracting has been used as an effective strategy in other incentive stud-
ies targeting reductions in cigarette smoking and drinking (Bigelow, Strickler, 
Liebson, & Griffiths, 1976; Dallery, Meredith, & Glenn, 2008; Elliott & Tighe, 
1968; Paxton, 1980, 1981; Romanowich & Lamb, 2013). To date, however, few 
studies in clinical settings have compared the gain-loss asymmetry in clinical set-
tings (Romanowich & Lamb, 2013; Volpp, Troxel, et al., 2008). Romanowich and 
Lamb (2013) compared the effects of framing incentives as either gains or losses in 
a smoking treatment program. During the 5-days intervention phase, participants 
could either earn or lose money ($75) each day nicotine abstinence was verified. 
Results indicated that the participants in the loss-frame group were more likely to 
initiate abstinence compared to the gain-frame group. Nevertheless, those in the 
gain-frame group maintained abstinence more than the alternative group. Therefore, 
framing events as losses holds potential to improve initial engagement in treatment, 
but further studies are warranted to understand how to most effectively apply these 
constructs to improve both short and long-term outcomes.

�Incentive�Magnitude

In addition to how incentives are framed and the delay between the target behavior 
and the receipt of the incentive, another variable that greatly impacts behavior and 
therefore may impact the efficacy of the intervention is the magnitude of the incen-
tives. In general, treatment efficacy increases in direct function of the incentive 
amount (e.g., Petry et al., 2004; Silverman, Chutuape, Bigelow, & Stitzer, 1999; 
Stitzer & Bigelow, 1983, 1984). Petry et  al. (2004), for example, compared the 
effect of two different magnitudes of prizes on drug abstinence and found that prizes 
of higher magnitude engendered greater duration of abstinence. A meta-analytical 
review found that incentive magnitude impacted effect sizes of incentive-based 
interventions (Lussier et al., 2006).

Another important feature common to effective incentive-based interventions is 
the escalating magnitude of the incentives to promote sustained performance. For 
instance, in Higgins et  al.’s (1994) study using vouchers to reinforce abstinence 
from cocaine, the first negative specimen resulted in $2.50 voucher, and the amounts 
for each subsequent sample incremented by $1.25. In addition to this increment, a 
bonus of $10 was given each time participants submitted three negative samples 
consecutively. If the patient failed to submit a sample or submitted a positive sam-
ple, voucher amount was reset to its initial value ($2.50). For example, a patient who 
provided negative samples for four consecutive tests then provided a positive sam-
ple on the fifth test, and a negative sample on the sixth test would earn the following 
monetary vouchers: $2.50, $3.75, $15 ($5 + a bonus of $10), $6.25, $0, and $2.50.
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Petry, Andrade, et al. (2013) also incorporated an escalating prize system to pro-
mote engagement in exercise. In this study, participants had a chance to draw from 
a prize bowl and earn prizes for each day they walked the target number of steps 
(10,000 steps or more). In addition, participants received bonus draws every week 
they met the target number of steps on at least 6 of 7 days. The bonus started at three 
draws and incremented by 3 each consecutive week participants met target goals on 
at least 6 days. If participants did not meet the target goals on more than 1 day, they 
received no bonus and bonus draws were reset to the initial value.

One study (Roll, Higgins, & Badger, 1996) directly compared a fixed versus an 
escalating rate of incentives in cigarette smokers. Participants assigned to a fixed 
monetary condition earned $9.80  in vouchers for each daily negative breath test. 
Participants assigned to an escalating monetary condition earned $3 in vouchers for 
the first negative test, and each consecutive negative test increased by $0.50. In 
addition, participants in this group earned a $10 bonus for every three consecutive 
negative tests in a row. Patients receiving escalating vouchers were less likely to 
smoke than those in the fixed voucher condition, which provided an overall similar 
amount of incentives. Therefore, the escalating feature of incentives can impact the 
effectiveness of the intervention.

In sum, individuals have biases when making decisions, and these biases can be 
considered in designing incentive-based interventions. In addition to how events are 
framed, decisions are highly impacted by the magnitude and the delay to incentives. 
Typically, the most effective interventions are the ones with the shortest delay 
between the target behavior and the receipt of the incentive, as well as the interven-
tions that provide the highest magnitude and escalating incentives. The provision of 
immediate and high-value incentives, however, increases the overall costs of the 
treatment intervention. Most treatment facilities have limited resources, and thus the 
costs associated with utilizing incentive approaches may be prohibitive. The next 
section discusses costs and other important implementation issues.

 Special Considerations

�Cost

Cost-related concerns are one of the greatest challenges in the application of incen-
tive interventions. New approaches are needed to minimize costs while retaining 
efficacy. One solution is to take advantage of the loss aversion decision bias indi-
viduals have and implement a deposit contract paid in full or in part by the partici-
pant. As described earlier, deposit contract interventions have been applied for 
decades (Bigelow et al., 1976; Elliott & Tighe, 1968; Paxton, 1980, 1981), and more 
recently, Volpp, Troxel, et al. (2008) used this approach in a weight-loss program. 
While effective, these approaches require that patients are committed, willing, and 
able to provide deposits, which in essence excludes all but the most motivated 
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patients. These approaches would likely be ineffective in addressing engagement in 
treatment among many patients in need of services.

Another solution to decrease cost relates to applying a probability-based system 
to receiving tangible incentives. In the prize-based incentive system (also known as 
the fishbowl technique), participants earn chances to pick from an urn and win 
prizes of different magnitude every time the target behavior is verified (see Petry, 
2012). More specifically, participants can earn “small,” “medium,” and “large” 
prizes. Small prizes are items that cost about $1, such as food items, bus tokens, and 
$1 gift cards. Large prizes are prizes worth about $20, such as clothing, sports 
goods, and store and restaurants gift cards. The jumbo prizes cost up to $100, and 
consist of items such as e-readers, ipods, gift cards, or a combination of smaller 
value goods. The probability of receiving each type of prize is inversely related to 
its magnitude. Usually, the probability of receiving a small, a large, and a jumbo 
prize is 41.8 %, 8.0 %, and 0.2 %, respectively. The probability of not receiving any 
prize is 50 %.

Because the target behavior results in a tangible reinforcement only about half 
the time and higher value prizes are delivered with very probabilities, the overall 
costs of this system can be substantially lower than other forms of incentive-based 
interventions in which the behavior is reinforced with set monetary or voucher 
amounts (Petry, Alessi, Hanson, & Sierra, 2007). In addition to promoting engage-
ment to treatments targeting abstinence from a wide range of drug modalities (e.g., 
Alessi, Petry, & Urso, 2008; Petry et  al., 2007; Petry, Weinstock, et  al., 2011), 
prize- based incentive interventions have also been used successfully in programs 
targeting attendance to group meetings (Ledgerwood, Alessi, Hanson, Godley, & 
Petry, 2008; Petry, Martin, et al., 2005; Sigmon & Stitzer, 2005), job-seeking activ-
ities (Petry, Andrade, Rash, & Cherniack, 2013), physical activities (Petry, Andrade, 
et al., 2013), and weight loss (Petry, Barry, et al., 2011). Volpp et al. used a similar 
approach making different monetary amounts, rather than prizes, available to 
incentivize weight loss, and medication adherence (Volpp et  al., 2008; Volpp, 
Troxel, et al., 2008).

One of the reasons this prize system works so effectively is because individuals 
have a decision-making bias toward low probability, high magnitude outcomes. 
More specifically, individuals have a tendency to overweight small probabilities of 
large magnitude outcomes (Kahneman & Tversky, 1979; Loewenstein, Weber, 
Hsee, & Welch, 2001), which might help explain the attractiveness of gambling and 
lotteries in general. This incentive system, however, is not gambling because the 
participant risks nothing of value (Petry et al., 2006; Petry & Alessi, 2010).

�Incentive�Programs�Stir�Controversy

The incorporation of incentives into health programs often elicits strong reactions 
(Priebe et al., 2009; Promberger, Brown, Ashcroft, & Marteau, 2011; Promberger, 
Dolan, & Marteau, 2012). Individuals who oppose these types of interventions often 
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note that they are paternalistic and that they may have unintended results, such as 
motivate healthy individuals to start adopting unhealthy lifestyle to receive incen-
tives. The use of incentives may also be interpreted as coercive when applied to 
disadvantaged and low-income populations.

Promberger et al. (2011) evaluated public attitudes toward financial incentives in 
the United Kingdom and in the United States, and they found that individuals per-
ceive incentives-based programs as less acceptable than equally effective alternative 
programs using pills or injections. Furthermore, the authors also reported that the 
public views the utilization of incentives more favorably when it is used as an inter-
vention to treat individuals who are not responsible for their health condition. For 
example, the use of incentives in mental health patients is viewed more favorably 
than its utilization in substance abusers. The public’s acceptability of incentives also 
appears to relate to the type of incentive awarded. The utilization of grocery vouch-
ers, for example, is judged much more acceptable by the public than cash or vouch-
ers exchangeable for luxury items (Promberger et al., 2012).

Importantly, public opinion about incentives is influenced by the effectiveness of 
the intervention. Promberger et al. (2012) found that even small increases in effec-
tiveness of incentive interventions impact the degree to which individuals accept 
these interventions. These data suggest that as more research demonstrates effec-
tiveness of these approaches more programs may be willing to implement them, and 
ultimately, the public may be more willing to endorse them.

In conclusion, the field of behavior economics has been increasingly incorpo-
rated into health care settings to promote health-related behavior change. This chap-
ter provides an overview of studies that have provided incentive to promote 
engagement in treatment and outcomes in a number of different patient populations. 
This chapter has also described fundamental elements and concepts embedded in 
incentive-based programs that should be carefully considered when designing and 
implementing these interventions. Finally, we provided discussion on issues that are 
critical to the application and dissemination of these interventions.
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