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General Principles 
of Contingency Management 
for Smoking Cessation

Contingency management (CM) is a psychological 
treatment based on operant conditioning. It consists of 
providing incentives in exchange for achieving a target 
behaviour such as abstinence or other treatment-
related variables (e.g. session attendance, adherence 
to medication). The objective of this article was to 
introduce the rationale of CM for substance use and, 
more specifically, for smoking cessation. A growing 
body of empirical literature supports CM as an effective 
treatment for quitting smoking both in the general 
population and among other hard-to-treat smokers 
(e.g. pregnant women or substance users). Despite this, 
CM remains the treatment least implemented in clinical 
settings, fundamentally because of its perceived 
costs in terms of both economic and non-economic 
resources. In this review article we describe the 
general principles of CM, the most recent evidence of 
its effectiveness for achieving tobacco abstinence, the 
specific characteristics of tobacco use assessment, and 
the limitations relative to its implementation, as well as 
possible solutions to these challenges.
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 B 1 INTRODUCTION

At the end of the 1970s, in the light of the limited results of 
psychological treatment for substance use the principles 
of operant conditioning began to be applied in the field of 
drugs, with substance use being understood as a behaviour 
maintained by its antecedents (i.e. a discriminative stimulus) 
and consequences (i.e. reinforcement and punishment), thus 
emerging as contingency management (CM). Nowadays, 
there are more than a dozen meta-analyses and systematic 
reviews that support the effectiveness of CM for the treatment 
of substance use (Ainscough et al., 2017; Benishek et al., 
2014; Davis et al., 2016; Getty et al., 2019; Ginley et al., 2021; 
Griffith et al., 2000; Hartzler et al., 2012; Lussier et al., 2006; 
McPherson et al., 2018; Prendergast et al., 2006; Sayegh et al., 
2017), including tobacco use (Cahill et al., 2015; Notley et al., 
2019; Sigmon & Patrick, 2012).

As mentioned above, CM understands substance use as an 
operant behaviour which is maintained, and therefore can 
be modified, through its consequences (Higgins et al., 2008). 
Specifically, CM consists of providing positive reinforcement 
contingent on the desired target behaviour, in order to thus 
reinforce competition with the positive effects related to 
substance use (e.g. euphoria; Ginley et al., 2021).

There are two CM procedures, each based on the reinforcement 
programme used. Prize-based CM, also called fishbowl, rein-
forces the target behaviours with prize draws (i.e. variable-ratio 
reinforcement), using a low magnitude of reinforcement 
which does indeed reduce the cost while retaining efficacy. 
Specifically, reinforcers range from positive messages (e.g. 
“good job”) to monetary reinforcers (e.g. $100; Benishek et 
al., 2014). On the other hand, the procedure that has received 
more attention is voucher-based CM, which provides tangible 
incentives such as vouchers, money, gift cards, employment, or 
clinical privileges, among others (Rash et al., 2020). One of the 
advantages of vouchers is the possibility of choosing natural 
reinforcers based on the patient’s preferences (e.g. tickets to 
the cinema, outdoor activities).

 B 2 GENERAL PRINCIPLES OF 
CONTINGENCY MANAGEMENT

The general principles of the application of CM are the 
following: 1) select the target behaviour; 2) monitor the target 
behaviour frequently; 3) provide the reinforcer contingently 
and immediately upon the delivery of the target behaviour; and 
4) increase the value of the incentive to reinforce continued 
abstinence and reset the magnitude of the incentives to their 
initial values after non-compliance with the target behaviour 
(Higgins et al., 2007; Lussier et al., 2006; Pfund et al., 2021; 
Rash & DePhilippis, 2019). Each of these general principles is 
introduced in more detail below.

2.1 Selecting the target behaviour

It is crucial that the behaviour that we want to modify is observ-
able and quantifiable. The target behaviour could be smoking 
abstinence, tobacco use reduction, or other treatment-related 
variables, such as session attendance, treatment retention, 
medication adherence, or the completion of required tasks. 
Although reinforcing treatment attendance has evidenced 
a positive impact on abstinence, the most effective way to 
achieve abstinence is to directly reinforce smoking abstinence 
or reduction (Pfund et al., 2022).

2.2 Monitoring the target behaviour

Monitoring the target behaviour, either consumption or other 
relevant variables, is essential in CM programmes, given that 
the therapists should guarantee that the behaviour has taken 
place. The monitoring is conducted through biochemical anal-
ysis or supporting documents.

In the case of tobacco, there are several specific characteristics 
related to monitoring smoking that must be taken into account. 
Tobacco use could be biochemically assessed through carbon 
monoxide by a smokerlyzer, and cotinine (i.e. the main metabo-
lite of nicotine) in different fluids (i.e. blood, urine, saliva). 

The most widespread measure is through testing for carbon 
monoxide, since the smokerlyzer is portable, is a non-invasive 
measure, and its cost is relatively low. However, the half-life 
of carbon monoxide in expired air is relatively short (i.e. eight 
hours), so tobacco use needs to be evaluated very frequently. 
Further, there is no agreement on the cut-off level to consider 
abstinence as having been achieved; while some studies recom-
mend 4 ppm (Benowitz et al., 2020), many clinical trials use 8 
or 10 ppm. Another important limitation of carbon monoxide 
is the incapability of detecting electronic cigarette use or other 
smokeless tobacco (e.g. snus or nicotine pouches). In order to 
overcome this limitation, more and more studies also include 
the evaluation of cotinine, whose half-life is around 48 hours. 
However, the costs related to biochemical cotinine analysis are 
very elevated, especially when it is evaluated quantitatively. 
The scientific literature recommends the combination of these 
two measures, given that cotinine presents better sensitivity 
and specificity values and carbon monoxide is very sensitive 
to tobacco-related variables (e.g. when the last cigarette was 
smoked, how many cigarettes have been smoked today).

2.3 Providing the reinforcers

Following the operant conditioning principles, incentives 
should be provided contingently and immediately upon the 
delivery of the target behaviour, given that the more immedi-
ately after the delivery of the target behaviour the application 
of a reinforcer takes place, the greater the effect that it has. This 
points out the importance of providing incentives for as long as 
tobacco use is evaluated (Rash et al., 2020).
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Concerning the general population, tobacco abstinence rates at 
a six-month follow-up were set at 10.5%–51.2%, compared to 
7.13%–28.6% in the comparison groups (Notley et al., 2019; 
Secades-Villa et al., 2014), similar to those found with pharma-
cological treatments (18%–36%; Cahill et al., 2013; Hughes et 
al., 2014; Stead et al., 2012; U.S. Public Health Service, 2008). 

Recently, CM has been implemented in hard-to-treat smokers, 
such as individuals with depression (González-Roz et al., 
2021), people with substance use disorders (Secades-Villa et 
al., 2020), people with obesity (García-Fernández et al., 2022), 
and pregnant women (Boyd et al., 2016; Sigmon & Patrick, 
2012), among others. Notwithstanding, future large-scale 
trials are needed to elucidate the long-term effect of CM in 
these subpopulations, as well as the specific components 
maintaining the effects (e.g. the magnitude of the incentives, 
incentives at follow-ups).

 B 4 LIMITATIONS OF CONTINGENCY 
MANAGEMENT

One of the main reasons why MC is the least implemented 
treatment in clinical settings is its high perceived cost, although 
it has been shown to be highly cost-effective (González-Roz 
et al., 2021; López-Núñez et al., 2016). Notwithstanding this, 
there are several alternatives for reducing the costs related to 
CM. One of the strategies is considering non-monetary rein-
forcement, such as clinical privileges in residential treatment 
(e.g. choosing the free-time activity, more time for calling), or 
employment-based reinforcement (Dunn et al., 2015). Other 
alternatives are the use of a prize-based CM procedure or 
deposit contracts (Jarvis & Dallery, 2017).

One of the debates that CM has aroused is the maintenance of 
its effects at follow-ups, once incentives are withdrawn. The 
findings relative to long-term effects are diverse: whereas 
some studies point out that the addictive effect is diminished 
(Benishek et al., 2014; Prendergast et al., 2006; Sayegh et al., 
2017), others indicate that the effectiveness is maintained in 
the long term (Davis et al., 2016; Ginley et al., 2021). This could 
be accounted for by differences in the CM procedure (i.e. prize-
based vs. vouchers), how abstinence has been assessed (e.g. 
self-report vs. biochemically verified), or by the CM parameters 
(e.g. reinforcement magnitude).

An additional difficulty is the need to monitor tobacco use 
frequently. E-health interventions (such as ecological momen-
tary assessment) have tried to solve this issue by providing 
patients with a personal carbon monoxide measuring device 
which is directly connected to a personal mobile phone. In this 
line, tobacco use assessment is not required every day, and 
furthermore, incentives could be provided to patients imme-
diately (Beckham et al., 2018; Getty et al., 2019; Harvanko et 
al., 2020).

Additionally, incentives should have sufficient magnitude to 
be able to compete with the positive consequences of tobacco 
use. Reinforcement magnitude refers to the total amount that 
the person could obtain. Previous studies have concluded 
that a higher magnitude yields a greater likelihood of tobacco 
abstinence (Higgins et al., 2007; Packer et al., 2012). However, 
recent studies have pointed out that there is a ceiling effect, 
that is, amounts higher than $300 are similar to providing $900 
(Breen et al., 2020; Petry et al., 2015).

2.4 Increasing and resetting the value of the 
incentives

In addition to the magnitude of the reinforcers, it is also 
important to increase the value of the vouchers in order to rein-
force continuous abstinence. For instance, if a person receives 
$10 for the first negative analysis, for the next negative analysis 
the value increases by $5, so that they receive a total of $25, 
and thus consecutively. Adding extra bonuses for maintaining 
continued abstinence (e.g. $10 for every two negative tests) has 
been shown to have a positive impact on abstinence (Businelle 
et al., 2009). 

It should be noted that when the target behaviour is not 
achieved, the reinforcer must be withdrawn. Also, for the next 
negative result, instead of the person receiving the amount 
corresponding to the session, the value of the incentive is reset. 
Table 1 displays an example of voucher-based CM.

Table 1 | Example of voucher-based contingency management

Sessions Biochemical  
analysis results

Value  
of incentives in $

1 Abstinent 20

2 Abstinent 25

3 Abstinent 30

4 Smoker 0

5 Abstinent 20

6 Abstinent 25

Total 120

 B 3 EFFECTIVENESS OF CONTINGENCY 
MANAGEMENT FOR SMOKING CESSATION

CM has shown promising results in terms of abstinence 
and reduction of tobacco use, as well as session attendance, 
treatment completion, and adherence to guidelines (Cahill 
et al., 2015; López-Núñez et al., 2016; Notley et al., 2019; 
Sigmon & Patrick, 2012). Reinforcing successive approaches 
to abstinence, that is, a reduction of cotinine levels (known as 
shaping), has shown the same results as reinforcing abstinence 
(Secades-Villa et al., 2019).
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 B 5 CONCLUSION

The objective of this article was to provide the rationale of 
using CM for smoking cessation. CM is one of the most cost- 
effective treatments for smoking cessation, especially when 
it is combined with other standard treatment methods for 
smoking cessation, either pharmacological or psychological. 
However, it remains the smoking cessation treatment that is 
least implemented in clinical settings, fundamentally because 
of its perceived costs. There are several sets of guidelines for 
clinicians that facilitate the implementation of CM in clinical 
contexts and solve the main doubts relative to its application 
(Oluwoye et al., 2019; Petry, 2000; Pfund et al., 2021). On the 
other hand, large-scale studies should be conducted with 
internet-based CM interventions (such as using a smartphone, 
wearable devices, or web-based applications) in order to 
examine the differences compared to other forms of CM (e.g. 
face-to-face interventions).

Authors’ contributions: GAD designed the study and proposed the 
study design, as well as designing the initial form of the manuscript. 
AK participated in the preparation of the manuscript. Both authors 
contributed to the creation of the article and approved the final version of 
the manuscript.

Declaration of interest: No conflict of interest.

REVIEW PAPER129 ADDICTOLOGY
ADIKTOLOGIE



REFERENCES
Ainscough, T., McNeill, A., Strang, J., Calder, R., & Brose, L. (2017). 
Contingency management interventions for non-prescribed drug use 
during treatment for opiate addiction: A systematic review and meta-
analysis. Drug and Alcohol Dependence, 178, 318–339.  
https://doi.org/10.1016/j.drugalcdep.2017.05.028

Beckham, J. C., Adkisson, K. A., Hertzberg, J., Kimbrel, N. A., Budney, 
A. J., Stephens, R. S., Moore, S. D., & Calhoun, P. S. (2018). Mobile 
contingency management as an adjunctive treatment for co-morbid 
cannabis use disorder and cigarette smoking. Addictive Behaviors, 79, 
86–92. https://doi.org/10.1016/j.addbeh.2017.12.007

Benishek, L. A., Dugosh, K. L., Kirby, K. C., Matejkowski, J., Clements, 
N. T., Seymour, B. L., & Festinger, D. S. (2014). Prize-based contingency 
management for the treatment of substance abusers: a meta-analysis. 
Addiction, 109 (9), 1426–1436. https://doi.org/10.1111/add.12589

Benowitz, N. L., Bernert, J. T., Foulds, J., Hecht, S. S., Iii, P. J., Ba, M. J. J., 
Joseph, A., Oncken, C., & Piper, M. E. (2020). Biochemical verification of 
tobacco use and abstinence: 2019 update. Nicotine & Tobacco Research, 
22 (7), 1086–1097. https://doi.org/10.1093/ntr/ntz132

Boyd, K. A., Briggs, A. H., Bauld, L., Sinclair, L., & Tappin, D. (2016). Are 
financial incentives cost-effective to support smoking cessation during 
pregnancy? Addiction, 111 (2), 360–370.  
https://doi.org/10.1111/add.13160

Breen, R. J., Ferguson, S. G., & Palmer, M. A. (2020). Higher incentive 
amounts do not appear to be associated with greater quit rates in 
financial incentive programmes for smoking cessation. Addictive 
Behaviors, 110, Article 106513.  
https://doi.org/10.1016/j.addbeh.2020.106513

Businelle, M. S., Rash, C. J., Burke, R. S., & Parker, J. D. (2009). Using 
vouchers to increase continuing care participation in veterans: does 
magnitude matter? The American Journal on Addictions, 18 (2), 
122–129. https://doi.org/10.1080/10550490802545125

Cahill, K., Hartmann-Boyce, J., & Perera, R. (2015). Incentives for 
smoking cessation. Cochrane Database of Systematic Reviews, 2015 (5), 
Article CD004307. https://doi.org/10.1002/14651858.CD004307.pub5

Cahill, K., Stevens, S., Perera, R., & Lancaster, T. (2013). Pharmacological 
interventions for smoking cessation: An overview of reviews. Cochrane 
Database of Systematic Reviews, 31 (5), Article CD009329.  
https://doi.org/10.1002/14651858.CD009329

Davis, D. R., Kurti, A. N., Skelly, J. M., Redner, R., White, T. J., & Higgins, S. 
T. (2016). A review of the literature on contingency management in the 
treatment of substance use disorders, 2009–2014. Preventive Medicine, 
92, 36–46. https://doi.org/10.1016/j.ypmed.2016.08.008

Dunn, K., DeFulio, A., Everly, J., Donlin, W., Aklin, W., Nuzzo, P., 
Leoutsakos, J., Umbricht, A., Fingerhood, M., Bigelow, G., & Silverman, 
K. (2015). Employment-based reinforcement of adherence to oral 
naltrexone in unemployed injection drug users: 12-month outcomes. 
Psychology of Addictive Behaviors, 29 (2), 270–276.  
https://doi.org/10.1037/ADB0000010

García-Fernández, G., Krotter, A., García-Pérez, Á., Aonso-Diego, G., & 
Secades-Villa, R. (2022). Pilot randomized trial of cognitive-behavioral 
treatment plus contingency management for quitting smoking and 
weight gain prevention among smokers with overweight or obesity. Drug 
and Alcohol Dependence, 236, Article 109477.  
https://doi.org/10.1016/j.drugalcdep.2022.109477

Getty, C. A., Morande, A., Lynskey, M., Weaver, T., & Metrebian, N. (2019). 
Mobile telephone-delivered contingency management interventions 
promoting behaviour change in individuals with substance use disorders: 
a meta-analysis. Addiction, 114 (11), 1915–1925.  
https://doi.org/10.1111/add.14725

Ginley, M. K., Pfund, R. A., Rash, C. J., & Zajac, K. (2021). Long-term 
efficacy of contingency management treatment based on objective 

indicators of abstinence from illicit substance use up to 1 year 
following treatment: A meta-analysis. Journal of Consulting and Clinical 
Psychology, 89 (1), 58–71. https://doi.org/10.1037/CCP0000552

González-Roz, A., Weidberg, S., García-Pérez, Á., Martínez-Loredo, V., 
& Secades-Villa, R. (2021). One-year efficacy and incremental cost-
effectiveness of contingency management for cigarette smokers with 
depression. Nicotine & Tobacco Research, 23 (2), 320–326.  
https://doi.org/10.1093/NTR/NTAA146 

Griffith, J. D., Rowan-Szal, G. A., Roark, R. R., & Simpson, D. D. (2000). 
Contingency management in outpatient methadone treatment: A meta-
analysis. Drug and Alcohol Dependence, 58 (1–2), 55–66.  
https://doi.org/10.1016/s0376-8716(99)00068-x

Hartzler, B., Lash, S., & Roll, J. (2012). Contingency management in 
substance abuse treatment: A structured review of the evidence for its 
transportability. Drug and Alcohol Dependence, 122 (1–2), 1–10.  
https://doi.org/10.1016/j.drugalcdep.2011.11.011

Harvanko, A. M., Sole, S., Shelton, B., Dallery, J., Fields, S., & Reynolds, 
B. (2020). Web-based contingency management for adolescent 
tobacco smokers: A clinical trial. Nicotine and Tobacco Research, 22 (3), 
332–338. https://doi.org/10.1093/ntr/nty243 

Higgins, S. T., Heil, S. H., Dantona, R., Donham, R., Matthews, M., Badger, 
G. J., & Higgins, S. T. (2007). Effects of varying the monetary value of 
voucher-based incentives on abstinence achieved during and following 
treatment among cocaine-dependent outpatients. Addiction, 102, 
271–281. https://doi.org/10.1111/j.1360-0443.2006.01664.x 

Higgins, S. T., Silverman, K., & Heil, S. (2008). Contingency management 
in substance abuse treatment. Guilford Press.

Hughes, J. R., Stead, L. F., Hartmann-Boyce, J., Cahill, K., & Lancaster, T. 
(2014). Antidepressants for smoking cessation. Cochrane Database of 
Systematic Reviews, 1, Article CD000031.  
https://doi.org/10.1002/14651858.CD000031 

Jarvis, B. P., & Dallery, J. (2017). Internet-based self-tailored deposit 
contracts to promote smoking reduction and abstinence. Journal of 
Applied Behavior Analysis, 50 (2), 189–205.  
https://doi.org/10.1002/JABA.377 

López-Núñez, C., Alonso-Pérez, F., Pedrosa, I., & Secades-Villa, R. 
(2016). Cost-effectiveness of a voucher-based intervention for smoking 
cessation. American Journal of Drug and Alcohol Abuse, 42 (3), 296–305. 
https://doi.org/10.3109/00952990.2015.1081913 

Lussier, J. P., Heil, S. H., Mongeon, J. A., Badger, G. J., & Higgins, S. T. 
(2006). A meta-analysis of voucher-based reinforcement therapy for 
substance use disorders. Addiction, 101 (2), 192–203.  
https://doi.org/10.1111/j.1360-0443.2006.01311.x 

McPherson, S., Burduli, E., Smith, C., Herron, J., Oluwoye, O., Hirchak, 
K., Orr, M., McDonell, M., & Roll, J. (2018). A review of contingency 
management for the treatment of substance-use disorders: adaptation 
for underserved populations, use of experimental technologies, 
and personalized optimization strategies. Substance Abuse and 
Rehabilitation, 9, 43–57. https://doi.org/10.2147/SAR.S138439 

Notley, C., Gentry, S., Bauld, L., & Perera, R. (2019). Incentives for 
smoking cessation. Cochrane Database of Systematic Reviews, 7 (7), 
Article CD004307. https://doi.org/10.1002/14651858.CD004307.pub6

Oluwoye, O., Kriegel, L., Alcover, K. C., McPherson, S., McDonell, M. G., & 
Roll, J. M. (2019). The dissemination and implementation of contingency 
management for substance use disorders: A systematic review. 
Psychology of Addictive Behaviors, 34 (1), 99–110.  
https://doi.org/10.1037/adb0000487 

Packer, R. R., Howell, D. N., McPherson, S., & Roll, J. M. (2012). 
Investigating reinforcer magnitude and reinforcer delay: A 
contingency management analog study. Experimental and Clinical 

General Principles of Contingency Management for Smoking Cessation 130ADDICTOLOGY
ADIKTOLOGIE

https://doi.org/10.1016/j.drugalcdep.2017.05.028
https://doi.org/10.1016/j.addbeh.2017.12.007
https://doi.org/10.1111/add.12589
https://doi.org/10.1093/ntr/ntz132
https://doi.org/10.1111/add.13160
https://doi.org/10.1016/j.addbeh.2020.106513
https://doi.org/10.1080/10550490802545125
https://doi.org/10.1002/14651858.CD004307.pub5
https://doi.org/10.1002/14651858.CD009329
https://doi.org/10.1016/j.ypmed.2016.08.008
https://doi.org/10.1037/ADB0000010
https://doi.org/10.1016/j.drugalcdep.2022.109477
https://doi.org/10.1111/add.14725
https://doi.org/10.1037/CCP0000552
https://doi.org/10.1093/NTR/NTAA146
https://doi.org/10.1016/s0376-8716(99)00068-x
https://doi.org/10.1016/j.drugalcdep.2011.11.011
https://doi.org/10.1093/ntr/nty243
https://doi.org/10.1111/j.1360-0443.2006.01664.x
https://doi.org/10.1002/14651858.CD000031
https://doi.org/10.1002/JABA.377
https://doi.org/10.3109/00952990.2015.1081913
https://doi.org/10.1111/j.1360-0443.2006.01311.x
https://doi.org/10.2147/SAR.S138439
https://doi.org/10.1002/14651858.CD004307.pub6
https://doi.org/10.1037/adb0000487


Psychopharmacology, 20 (4), 287–292.  
https://doi.org/10.1037/a0027802 

Petry, N. M. (2000). A comprehensive guide to the application of 
contingency management procedures in clinical settings. Drug and 
Alcohol Dependence, 58 (1–2), 9–25.  
https://doi.org/10.1016/s0376-8716(99)00071-x 

Petry, N. M., Alessi, S. M., Barry, D., & Carroll, K. M. (2015). Standard 
magnitude prize reinforcers can be as efficacious as larger magnitude 
reinforcers in cocaine-dependent methadone patients. Journal of 
Consulting and Clinical Psychology, 83 (3), Article 464.  
https://doi.org/10.1037/A0037888 

Pfund, R. A., Cook, J. E., McAfee, N. W., Huskinson, S. L., & Parker, J. D. 
(2021). Challenges to conducting contingency management treatment 
for substance use disorders: Practice recommendations for clinicians. 
Professional Psychology: Research and Practice, 52 (2), 137–145.  
https://doi.org/10.1037/pro0000356 

Pfund, R. A., Ginley, M. K., Rash, C. J., & Zajac, K. (2022). Contingency 
management for treatment attendance: A meta-analysis. Journal of 
Substance Abuse Treatment, 13, Article 108556.  
https://doi.org/10.1016/j.jsat.2021.108556 

Prendergast, M., Podus, D., Finney, J., Greenwell, L., & Roll, J. (2006). 
Contingency management for treatment of substance use disorders: A 
meta-analysis. Addiction, 101 (11), 1546–1560.  
https://doi.org/10.1111/j.1360-0443.2006.01581.x 

Rash, C. J., Alessi, S. M., & Zajac, K. (2020). Examining implementation of 
contingency management in real-world settings. Psychology of Addictive 
Behaviors, 34 (1), 89–98. https://doi.org/10.1037/adb0000496 

Rash, C. J., & DePhilippis, D. (2019). Considerations for Implementing 
Contingency Management in Substance Abuse Treatment Clinics: The 
Veterans Affairs Initiative as a Model. Perspectives on Behavior Science, 
42 (3), 479–499. https://doi.org/10.1007/s40614-019-00204-3 

Sayegh, C. S., Huey, S. J., Zara, E. J., & Jhaveri, K. (2017). Follow-
up treatment effects of contingency management and motivational 
interviewing on substance use: A meta-analysis. Psychology of Addictive 
Behaviors, 31 (4), 403–414. https://doi.org/10.1037/adb0000277 

Secades-Villa, R., Aonso-Diego, G., García-Pérez, Á., & González-Roz, A. 
(2020). Effectiveness of contingency management for smoking cessation 
in substance users: A systematic review and meta-analysis. Journal of 
Consulting and Clinical Psychology, 88 (10), 951–964.  
https://doi.org/10.1037/ccp0000611 

Secades-Villa, R., García-Rodríguez, O., López-Núñez, C., Alonso-Pérez, 
F., & Fernández-Hermida, J. R. (2014). Contingency management for 
smoking cessation among treatment-seeking patients in a community 
setting. Drug and Alcohol Dependence, 140, 63–68.  
https://doi.org/10.1016/j.drugalcdep.2014.03.030 

Secades-Villa, R., López-Núñez, C., Weidberg, S., González-Roz, A., & 
Alonso-Pérez, F. (2019). A randomized controlled trial of contingency 
management for smoking abstinence versus contingency management 
for shaping cessation: One-year outcome. Experimental and Clinical 
Psychopharmacology, 27 (6), 561–568.  
https://doi.org/10.1037/pha0000269 

Sigmon, S. C., & Patrick, M. E. (2012). The use of financial incentives in 
promoting smoking cessation. Drug and Alcohol Dependence, 55, 24–32. 
https://doi.org/10.1016/j.ypmed.2012.04.007 

Stead, L. F., Perera, R., Bullen, C., Mant, D., Hartmann-Boyce, J., Cahill, 
K., & Lancaster, T. (2012). Nicotine replacement therapy for smoking 
cessation. Cochrane Database of Systematic Reviews, 11, Article 
CD000146. https://doi.org/10.1002/14651858.CD000146 

U.S. Public Health Service, X. (2008). A clinical practice guideline for 
treating tobacco use and dependence: 2008 update. American Journal of 
Preventive Medicine, 35 (2), 158–176.  
https://doi.org/10.1016/j.amepre.2008.04.009 

REVIEW PAPER131 ADDICTOLOGY
ADIKTOLOGIE

https://doi.org/10.1037/a0027802
https://doi.org/10.1016/s0376-8716(99)00071-x
https://doi.org/10.1037/A0037888
https://doi.org/10.1037/pro0000356
https://doi.org/10.1016/j.jsat.2021.108556
https://doi.org/10.1111/j.1360-0443.2006.01581.x
https://doi.org/10.1037/adb0000496
https://doi.org/10.1007/s40614-019-00204-3
https://doi.org/10.1037/adb0000277
https://doi.org/10.1037/ccp0000611
https://doi.org/10.1016/j.drugalcdep.2014.03.030
https://doi.org/10.1037/pha0000269
https://doi.org/10.1016/j.ypmed.2012.04.007
https://doi.org/10.1002/14651858.CD000146
https://doi.org/10.1016/j.amepre.2008.04.009

