Contemporary Family Therapy
https://doi.org/10.1007/510591-024-09700-4

®

Check for
updates

ORIGINAL PAPER

Examining Utilization of Family-Based Treatment in Substance Use
Treatment Centers

Jessica L. Chou'® . Rikki Patton' - Lydia Aletraris? - Asif Zaarur® - Christine Grella* - Paul Roman” - Erika Feeney'

Accepted: 4 March 2024
© The Author(s) 2024

Abstract

The multiple benefits of family-based treatment (FBT) used in substance use disorder (SUD) treatment include increased
treatment engagement, better treatment outcomes, and cost-effectiveness compared to other behavioral health treatment
modalities. However, the prevalence and types of FBTs offered among SUD treatment facilities are largely unknown. The
present study used data collected during 2009-2010 from 325 treatment centers in the United States to (1) explore the
prevalence in the utilization of FBT in SUD treatment, and (2) identify differences between treatment facilities that do
and do not offer FBT. Results indicated that the adoption of FBT was negatively associated with the percentage of clients
who were unemployed or involved in the criminal justice system at time of intake, and positively related to the number
of hours of individual therapy and treatment center emphasis on utilizing the 12 Steps. Additionally, the majority of treat-
ment centers that followed the American Society of Addiction Medicine (ASAM) clinical guidelines offered FBT. Lastly,
the percentage of families involvement was negatively associated with centers’ proportion of revenues from Medicaid
(i.e., health insurance for those with limited income) and positively associated with treatment center revenues from private

insurance. The impact of having FBT in SUD treatment centers is discussed.
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Introduction

In 2021, over 61 million individuals in the United States
aged 12 years and older reported illicit drug use in the past
year (Center for Behavioral Health Statistics and Quality,
2023). In the same year, over 100,000 people in the United
States died of a drug overdose (Center for Disease Control,
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2023). With such high rates of substance use, it is no sur-
prise that substance misuse impacts approximately half of
all families living in the United States (Saad, 2019). The
detrimental impact of substance use disorders (SUDs) on
the family system is well-documented and linked to higher
rates of mental and physical health problems (Lander et al.,
2013), divorce (Cranford, 2014), abuse and neglect (Brook
& McDonald, 2009), and increased risk of partner substance
misuse (Cafferky et al., 2018; Hogue et al., 2022; Lander
et al., 2013). Complicating matters further, the intergenera-
tional cycle of addiction continues to perpetuate substance
misuse and associated problems across multiple generations
(Knight et al., 2014). Though the impact of substance use on
the family is deleterious, the role of the family as a critical
component of treatment and recovery continues to emerge
(Ventura & Bagley, 2017).

Research examining family-based treatment (FBT) has
demonstrated efficacy for both adolescents (Horigian et al.,
2016) and adults (Fals-Stewart et al., 2000; Ruff et al., 2010)
substance use. FBT encompasses a wide range of services
available to individuals enrolled in SUD treatment as well as
their family and loved ones (i.e., family of origin or chosen
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family) and consists of treatment that focuses on relational
dynamics among individuals and their social network. The
myriad of ways for family involvement in the treatment
process include family counseling, couple counseling, or
family support groups. The multitude of identified potential
benefits of FBT in SUD treatment include increased treat-
ment engagement, better treatment outcomes (Reiter, 2019;
Ventura & Bagley, 2017), and cost effectiveness compared
to other behavioral health treatment modalities (Morgan et
al., 2013; Morgan & Crane, 2010). Family therapy models
have been established as efficacious stand-alone and mul-
ticomponent treatment modalities for SUDs (Hogue et al.,
2022). While the term ‘family’ represents various constel-
lations including partners, siblings, aunts, uncles, grandpar-
ents, children, and other non-biological members, previous
evidence-based FBT practices and outcomes largely focused
on adolescents (Tambling et al., 2021), at the exclusion of
adult relationships. Despite efforts to increase access to FBT
in SUD treatment, family therapy remains widely underuti-
lized in treatment.

While a multitude of potential benefits of FBT for fami-
lies impacted by SUDs has been identified(National Institute
on Drug Abuse (NIDA), 2018; Reiter, 2019; Werner et al.,
2007), little is known about the consistency of family ther-
apy integration within SUD treatment facilities (Substance
Abuse and Mental Health Services Administration (SAM-
HSA), 2020; Stanton & Shadish, 1997), and the prevalence
and types of FBT being offered among SUD treatment facil-
ities are largely unknown. Knowledge of current integration
strategies of FBTs into treatment programs for individuals
with SUDs is needed in order to determine the ‘lay of the
land’, and the characteristics of SUD treatment programs
that are offering FBT, allowing for more detailed analysis
about how to best infuse FBT into SUD treatment program-
ming and ultimately, to examine treatment outcomes related
to the use of FBT. As a step toward this important set of
goals, the purpose of the current study was to examine the
prevalence of FBT in treatment centers, and to examine cli-
ent, programmatic, and organizational differences among
treatment centers that do and do not utilize FBT.

National Guidelines Include FBT for SUD
Treatment

Several national organizations have identified best practices
and guidelines for SUD treatment. For example, NIDA iden-
tified a comprehensive care model for effective treatment
(NIDA, 2018) that focuses on services beyond direct SUD
treatment to include medical, legal, educational, and voca-
tional services. Notably, the role of family and family-based
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services are also identified as important quality indicators of
SUD treatment.

In addition to NIDA, the American Society of Addic-
tion Medicine (ASAM) criteria are a widely-used set of
standards applied to the placement, treatment, and contin-
ued care for SUDs across four broad levels of care. ASAM
offers guidelines for each level of care that focus on the
care setting, services typically offered, and utilization of the
ASAM needs assessments to optimize treatment for each
client (Kampman & Jarvis, 2015). Additionally, the recently
released 2020 ASAM National Practice Guidelines for the
Treatment of Opioid Use takes into consideration the role of
family members in treatment and recovery support (Kamp-
man & Jarvis, 2015; Wong et al., 2020). However, while
adhering to ASAM guidelines is highly recommended, it is
not a requirement of treatment centers.

In recent years, family therapy and treatment approaches
that integrate families into the care of the individual have
become the gold standard of treatment, and have received
increased funding for their implementation and research to
assess their efficacy (SAMHSA, 2020). Despite both the
NIDA and ASAM models highlighting the importance of
including FBTs in SUD treatment, there continues to be a
dearth of research in clearly understanding the prevalence
and utilization of evidence-based FBT in SUD treatment.
The current study aims to address this gap in the literature.

Predictors of Evidence-Based Treatment in
SUD Treatment

Past research documented the predictive utility of client
characteristics, program services, and organizational char-
acteristics on the adoption and implementation of other
evidence-based treatment for SUD treatment (Aletraris et
al., 2015a, Aletraris et al., 2017a; Aletraris et al., 2014; Ale-
traris et al., 2017b; Aletraris & Roman, 2015; Edmond et
al., 2015; Paino et al., 2015, 2016). Specifically, the use of
evidence-based practices (EBPs) was significantly affected
by caseload characteristics, such as a center’s caseload of
privately- and Medicaid-insured patients, and other organi-
zational characteristics, such as profit status (e.g. non-profit,
for-profit) and levels of care (e.g. inpatient, outpatient) (Ale-
traris et al., 2015a). Findings also indicated the importance
of leadership and staff expertise in sustaining implementa-
tion of EBPs over time (Aletraris et al., 2016; Aletraris et
al., 2015b).

Inter-organizational relationships through pressure from
accreditation bodies and other healthcare organizations
are also important predictors of EBP adoption (Edmond
et al., 2015; Knudsen & Roman, 2015, 2016), as are other
organizational characteristics, including state Medicaid
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reimbursement and other health policies (Ducharme &
Abraham, 2008). For example, a significant negative asso-
ciation was found between referrals from the criminal jus-
tice system and treatment center adoption of various EBPs
(Edmond et al., 2015). Policies within in the criminal justice
system may not always align with the goals of adopting spe-
cific EBPs, particularly the use of medications. Similarly,
funding mechanisms for criminal-justice affiliated clients
could result in limited reimbursement for specific services,
which could affect the number and types of services cov-
ered and offered by treatment centers serving them. Nev-
ertheless, none of these studies specifically examined the
implementation of evidence-based FBTs in SUD treatment,
which focus on a relational-systemic orientation compared
to an individual orientation traditionally used in treatment
centers.

There are numerous empirically-validated FBT modali-
ties used to treat individuals with SUD and their families,
such as solution-focused therapy (Berg & Miller, 1992);
brief strategic family therapy (BSFT), multisystemic
therapy (MST) (Cunningham & Henggeler, 1999); and
structural and strategic family therapy (SAMHSA, 2020;
Stanton, 1981; Stanton & Todd, 1982; Szapocznik, 2003;
Szapocznik & Williams, 2000), all of which highlight the
importance of treating the family system rather than just the
individual.

BSFT is an FBT that has long been applied to adolescent
substance use (Szapocznik et al., 1988; Szapocznik et al.,
2003). It focuses on changing interactional patterns among
families that may promote or maintain substance use among
adolescents (Szapocznik et al., 2013). MST was developed
specifically for adolescents involved with the criminal
justice system and are using substances, and emphasizes
behavior change through therapeutic intervention with the
family and community (Henggeler et al., 2009). MST has
demonstrated efficacy in reducing adolescent substance use
(Henggeler et al., 1999). However, to date, limited exam-
ination exists on the use of FBT as a modality explicitly
used within SUD treatment centers. As a result, there are no
known standard guidelines for the utilization of FBT among
SUD treatment centers, despite prior research evidencing
multiple evidenced-based FBT models as listed above.

Resource Dependence and Innovation Compatibility

Resource dependence and innovation compatibility are
concepts that are applied to examine factors influencing
organizational decision-making regarding implementing
organizational practices that involve the family (Pfeffer &
Salancik, 2003; Rogers, 2003). The proposed study pro-
vides an opportunity to examine the relative explanatory
power of each of these influences on the use of FBT in SUD

treatment. Resource dependence is defined as the extent to
which there are external environmental expectations and
pressures on the organization that provide incentives for
adoption and supports the examination of external factors
as predictors of FBT implementation. Innovation compat-
ibility is the extent to which the innovation is compatible
with the existing practices, philosophy, and culture of the
organization, and thereby provides rationale for the exami-
nation of internal factors in the present study.

The proposed study considers a variety of inter-organi-
zational relationships relevant to resource dependence, such
as type of referral sources, state accreditation bodies, and
payer mix that may influence adoption and implementa-
tion. In addition to resource dependence, Rogers’ diffusion
of innovations theory (Pfeffer, 1997) argues that adoption
of a practice partly depends on compatibility between its
characteristics and features of the organization (Knudsen
& Roman, 2004). Specifically, a treatment practice is more
likely to be adopted (a) if it is compatible with an organiza-
tion’s prior and ongoing practices, (b) if it fits the particular
treatment needs of its client base, and (¢) if these practices
affirm organizational norms. Thus, various inter-organiza-
tional elements should be examined regarding influencing
organizational decision-making for the implementation of
FBTs among SUD treatment.

Current Study

In order to contextualize the current study, it is important
to consider substance use and treatment patterns during
the timeframe of the study’s data collection. In 2010 in the
United States, there were over 22 million individuals who
reported illicit substance use. The rate of substance use
continued to slightly increase from 2008 from 8 to 8.7% in
2009, and finally to 8.9% of the population in 2010 (Sub-
stance Abuse and Mental Health Services Administration,
2011). In the same year, there were only approximately
1.8 million individuals admitted to substance use treatment
in the United States and Puerto Rico; with the top five sub-
stances used being alcohol (41%), opioids (23%), marijuana
(18%), cocaine (8%), and methamphetamine/amphetamines
(6%). Additionally, a majority (68%) of the individuals
entering treatment in 2010 were males (Blacklow et al.,
2012). During this time frame, family therapy models were
being recognized for their effectiveness and efficacy among
substance use populations, including BSFT (Briones et al.,
2008; Robbins et al., 2008), MST (Henggeler et al., 2009),
Behavioral Couples Therapy (BCT) (Ruff et al., 2010; Lam
et al., 2009), Multidimensional Family Therapy (MDFT)
(Morgan & Crane, 2010; Henderson et al., 2010) and Com-
munity Reinforcement and Family Training (CRAFT)
(Dutcher et al., 2009).
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While client characteristics, program services, and orga-
nizational characteristics have been linked to the imple-
mentation of EBPs among SUD treatment (Aletraris et
al., 2015a; Aletraris et al., 2016; Aletraris, Shelton et al.,
2015b), little is known about the prevalence and utilization
specifically of FBTs among SUD treatment centers across
the United States.

Because family-based services are an understudied asset
to treatment, the goal of the present study was to identify
patterns of the utilization of FBTs services in SUD treat-
ment facilities. As such, the present study used survey data
from treatment centers to:

1. Explore the prevalence in the utilization of FBTs in
SUD treatment, including adoption of two specific evi-
dence-based FBTs (BSFT and MST);

2. Identify relationships between client characteristics,
program services offered, and organizational character-
istics among treatment facilities that do and do not offer
FBT.

Method
Data Source

The current study used data from the National Treatment
Center Study (NTCS) (Edmond et al., 2015). The purpose
of the NTCS was to examine evidence-based patient care
and management practices in representative national sam-
ples of privately-funded non-profit and for-profit treatment
centers. The study was conducted in eight waves of onsite
data collection from a combination panel/longitudinal study
design of treatment organizations. The current study used
2009-2010 data, which were the most recent available data
that included questions on FBT.

Participants & Procedures

Data were collected via in-depth in-person interviews
with the administrators and clinical directors at their treat-
ment programs, and the current analysis is limited to those
who completed the question on family therapy utilization
(n=325). Treatment programs were selected via a two-stage
random sampling design (Knudsen et al., 2007) and were
required to offer alcohol and drug treatment at a level of
intensity equivalent to at least ASAM Level 1 outpatient
services (see Aletraris and Roman (2015) for more method-
ological details).
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Measures

A codebook for the present analyses was developed to iden-
tify the following variables: client characteristics, program
services offered, organizational characteristics, and FBT
(see Table 1).

Family-Based Treatment

FBT was measured by variables assessing therapeutic
modalities that are focused on the family or family sub-
systems (e.g. couples). Two questions were used as the pri-
mary variables of interest: (1) if programming was available
to families of clients enrolled in treatment on a dichoto-
mous scale of yes/no, and (2) the approximate percentage
of patients’ families involved in FBT. A question on family
counseling explored whether (1) it was available through a
formal agreement or contract with another organization, (2)
the center referred patients elsewhere for the service, or (3)
whether the service was not available. Additional questions
further examined FBT, including the extent to which the
treatment center emphasized family therapy (0 =no extent,
5=avery great extent), and whether the center adopted two
specific evidence-based FBTs; BSFT (1 =yes, 2=no), and
MST (1=yes, 0=no).

Client Characteristics

Information about clients enrolled at the treatment centers
was included to contextualize the data for the current study.
Demographic information included: total number of treat-
ment admissions over the past fiscal year, gender, race/
ethnicity, employment status, ages of the center’s caseload,
percentage of patients involved in the criminal justice sys-
tem, and percent center caseload using different substances.

Program Services Offered

Clinical services examined the use of cognitive behavioral
therapy (CBT), motivational incentives/contingency man-
agement (MI/CM), and motivational interviewing (MI)
(1=yes, 0=no). Clinical services also included 12-step
meetings being held at the treatment center, and housing,
childcare, and transportation services offered (1=yes,
0=no).

Organizational Characteristics
Organizational characteristics were measured as binary

(yes/no) variables for the following: use of ASAM clinical
criteria to guide treatment, a center’s profit status, e, and
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Table 1 NTCS codebook

accreditation status,, as well as the percentage of revenues

Family-Based
Therapies

Client
Characteristics

Program Services

Organizational
Characteristics

*W7PR140 1 Do you offer a (treatment) program for the families of substance
abuse patients?

*W7PR141 About what percent of patients’ families get involved in the family
program?

W7PR65_4 To what extent, (0 = “no extent”, 5 = “a very great extent”), does this
treatment center emphasize family counseling?

W7PR129_6 - Does the center provide the following - family counseling - provided
here in this organization (1); is available through a formal agreement or contract with
another organization (2); center refers patients elsewhere for the service (3); service
is not available (0).

W7PR323 Is Brief Strategic Family Therapy (BFST) currently used in this center to
treat adolescent patients?

W7PR368_3 - Does this center currently use multisystemic therapy?

W7PR40: For the last fiscal year, what was the total number of admissions to this
center?

W7PR49: Typically, what percentage of your total caseload are... [African Ameri-
can, Hispanic/Latino, Native American, Asian/Pacific Islander, Involved with the
criminal justice system (includes probation, court-referred, DUI), Unemployed,)
W7PR50: We want to get an idea of the typical age distribution of patients treated in
this center. Please provide your best estimate of the population of patients in each of
these four categories. [Age 18 and under, Age 1949, Age 65+]

W7PR51_1-6: Of your total caseload, what percentage of your patients are abusing
or dependent on the following substances [Alcohol, Cocaine, Heroin, Prescription
opiates, Marijuana, Methamphetamine]?

W7PR64 1-2: How many hours per week does a typical patient spend in [1. Individ-
ual counseling/therapy, 2. Group counseling/therapy focusing on their substance use]
W7PR312 - Is Cognitive Behavioral Therapy currently used in this center?
W7PR335 - Are motivational incentives (contingency management) currently used
in this program?

W7PR351 - Is Motivational Interviewing (MI) used in this center as a standard part
of the assessment/intake process?

W7PRS8: To what extent is this center’s treatment of patients based on a 12-step
program?

W7PR61: Are 12-step meetings held at the center?

W7PR129_4: Does this program offer housing/Shelter assistance (either providing or
finding housing, provided onsite or within larger organization).

W7PR130_1: Does this program offer any transportation for patients who need it?
W?7PR131: For patients with children, does this program offer onsite childcare?
W7PR24: Are ASAM (American Society for Addiction Medicine) patient placement
criteria used to match clients to the appropriate level of care?

W7PA29 - profit status (1 =for profit; 2 =non-profit)

W7PA137_1 - % revenues from Medicaid

W7PA137_3 - % revenues from private insurance

W7PA40 — Is this center accredited by (1) the Joint Commission, Commission on
Accreditation of Rehabilitative Facilities (CARF) or (3) Council on Accreditation
(COA) — yes/no

from Medicaid and from private insurance.

Analytic Plan

analyses were used to examine group differences between
family-based service utilization and outcomes of clini-
cal characteristics, program services, and organizational
characteristics.

Data were downloaded and analyzed using SPSS v27 (IBM
Corp, 2020). Data cleaning and screening analyses were
conducted. Log transformation and listwise deletion were
used to address skewed and missing data. The following
data analysis plan was developed per aim: 1). Frequencies
were used to examine the prevalence and trends of FBT in
treatment centers that offered FBT versus those that did not
offer FBT, 2). Independent samples t-tests and chi-squared

Results
Descriptive Statistics
The average number of annual treatment admissions for the

325 centers was M =864.90 (SD=1,879.79). African Amer-
ican clients represented a mean percentage of M=16.06
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(SD=20.26) of a center’s caseload, while the mean per-
centage of clients that identified as Hispanic/Latino was
M=10.48 (SD=15.11). The mean percentage of clients
was M=67.64 (SD=47.94) for the 19 to 49 age range, and
was M=9.32 (SD=18.30) for clients under 19 years old.
Clinical directors reported that the substances being used
among their center’s caseload were alcohol (M=65.43,
SD=23.77), marijuana (M=43.42, SD=27.23), and opi-
oids (M=29.08, SD=22.91).

Aim # 1 Prevalence and Utilization of FBT

Frequencies and percentages were examined to establish the
prevalence in the utilization of FBT. Table 2 highlights the
frequencies of FBT across studies. Most treatment centers
(74.5%; n=242) reported offering FBT. On average, 38.29%
of clients’ families were involved in the family treatment
program (n=242; SD=30.12). In total, 70.8% (n=230) of
treatment centers reported emphasizing family counseling
at a three or higher on a scale of zero to five M=3.19 L
SD=1.63). In terms of family counseling, the majority
(67.4%, n=219) of treatment centers provided family coun-
seling onsite while some (23.5%, n="76) reported informal
referrals for family counseling. Lastly, in terms of adop-
tion of evidence-based FBTs among all treatment centers,
10.2% (n=33) of treatment centers reported offering BSFT,

Table 2 Utilization and implementation of family-based therapies
Family-based therapies (FBTs)

N % M SD
Do you offer a (treatment) program for the families of substance
abuse patients?
Yes 242 745
No 83 255
About what percent of patients’ -- --
families get involved in the family pro-
gram? (n=242)
To what extent, does this treatment - - 3.19  1.63
center emphasize family counseling?

38.29 30.12

(0 =“no extent”, 5 = “a very great
extent”)
Does the center provide family counseling:

On-site (in organization) 219 674
Formal agreement or contract with 8 2.5
another organization

Refers out 76 234
Service is not available 22 6.8

Evidence-Based FBTs

Is Brief Strategic Family Therapy (BSFT) currently used in this
center to treat adolescent patients?

Yes 33 102
No 290 89.2
Does this center currently use multisystemic therapy (MST)?
Yes 44 135
No 279 858
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and 13.5% (n=244) reported offering MST. Of the centers
that reported offering FBT (75%), only a small percentage
reported offering BSFT (11%) and MST (14%).

Aim # 2 Client, Program, and Organizational
Characteristics in Relation to FBT

To examine the second aim, FBT utilization was exam-
ined in relation to client characteristics, program services
offered, and organizational characteristics. Table 3 provides
a detailed description of program and client characteristics
by FBT vs. non-FBT.

Client Characteristics

Client characteristics included examining both client
demographics and special populations. An independent
samples t-test indicated a significant negative relationship
between the provision of FBT and a center’s percentage
of patients who were unemployed at time of intake (t;,7 5
_ 2.08, p=.04). Treatment centers providing FBT had a
lower mean percentage of unemployed patients (M =33.23)
compared to centers that did not offer FBT (M =41.44).
Likewise, there was a significant relationship between
use of FBT and the percentage of a center’s caseload that
was involved in the criminal justice system (t;,g 3¢ = 3.47,
p=.001). Treatment centers providing FBT had a lower
mean percentage of patients involved with the criminal jus-
tice system (M =41.42) compared to centers not providing
FBT (M =55.85). Pearson correlation analyses (not shown)
indicated that the percentage of families who participated in
FBT was also significantly negatively related to the percent-
age of a center’s caseload of individuals who were unem-
ployed (r=—-.27, p=.002) and the percentage who were
involved in the criminal justice system (r=-—.25, p=.00).
Lastly, there was a significant positive relationship between
offering FBT and a center’s caseload that used prescription
opiates (r=.13, p=.04). No significant findings were found
for other substances in a center’s caseload.

Program Services

Program Services refers to other clinical services offered
at the sites including individual therapy practices, 12-step
meetings, and case management services. An independent
samples t-test indicated a significant relationship between
the average hours per week patients spend in individual
therapy and FBT (t;,; = -3.37, p=.001); specifically, cen-
ters providing FBT had a slightly higher mean of weekly
hours in individual therapy (M=1.66) compared to those
not providing FBT (M=0.93). A Pearson correlation (not
shown) indicated a significant positive relationship between
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Table 3 Characteristics for cen-

FBTs No FBTs Means
ters providing FBTs vs. centers (N=242) (N=83) Comparison
not providing FBTs 2 or t test

Center Client Characteristics % M (SD) % M (SD)
Race/Ethnicity
% African American 14.0 (17.1) 22.1(26.7)
% Latinx 9.4 (13.6) 13.6 (18.5)
% Native American 2.8(9.7) 2.3(11.3)
% Asian/Pacific Islander 1.4 (5.3) 1.1(2.6)
Substances Used
% Alcohol 66.2 (21.8) 63.3 (28.8)
% Heroin 17.7 (19.9) 18.0 (24.6)
% Prescription Opiates 30.2 (22.3) 258(24.4) t
% Cocaine/Crack 20.7 (17.4) 234 (21.2)
% Methamphetamine 14.1 (18.0) 13.2 (20.0)
% Cannabis/Marijuana 41.7 (26.4) 48.5(29.2)
Age
% 18 years and Under 10.1(18.52) 6.97 (17.53)
% Adults (19-49) 66.17(20.13) 71.91(88.68)
% Adults (50-64) 17.82(10.87) 21.75(17.91)
% Adults (65+) 4.30 (5.23) 4.82(7.53)
% of Caseload Unemployed 33.2(27.8) 41.4 (32.0)
% of Caseload Involved in Criminal Justice 41.1 (29.8) 55.8(33.6) *
System
Program Services
Weekly hours in Individual Therapy 1.7(1.59) 0.93(2.05) +
Weekly hours in Group Therapy 9.4 (9.8) 7.19.9)
Motivational Incentives Used (yes) 22.7% 38.6% +
Cognitive Behavioral Therapy Used (yes) 87.6% 91.6%
Motivational Interviewing Used (yes) 71.5% 71.1%
12-step meeting held at center (yes) 69.9% 50%
Extent of 12-step emphasis (0-5) 3.79(1.41) 3.13(1.67) *
Housing Assistance provided Onsite/within = 17.4% 12%
Org (yes)
Transportation Provided (yes) 45.5% 41%
Onsite Childcare Provided (yes) 7% 8.4%
Organizational Characteristics
Use of ASAM Ceriteria (yes) 89.3% 77.1% +
o ) Payment Source
*Significant mean differences % Revenues from Medicaid 12.56 (21.43) 21.63 (29.65) *
Esmg ch1—squ'are and ttests % Revenues from Private Insurance 35.22 (31.19) 14.07 (22.36) *
etween family-based and not
Accreditation Status (yes) 63.6% 50.6%

family- p <.05

individual counseling hours and the percentage of families
that participate in treatment (r=.16, p=.01). The major-
ity of treatment centers (60.6%; n=197) reported offer-
ing 12-step meetings at the center. Treatment centers that
offered 12-step meetings at the center were more likely to
offer FBT (y (1)=9.71, p=.00). Interestingly, most par-
ticipants reported their treatment center was based on the
12-step model, with 80% (n=260) of respondents reporting
between three and five on a scale from zero (no extent) to
five (great extent). The relationship between the extent of
the use of 12-steps and family therapy was also significant
(x(5)=16.21, p=.01). There was no significant relationship

between offering EBPs such as CBT or MI in relation to
offering FBT. However, there was a significant negative
relationship between using MI/CM and offering FBT y
(2)=8.76, p=.01.

Organizational Characteristics

Organizational characteristics examined accreditation,
profit status, and Medicaid and private insurance status. In
total, 86.2% (n=280) of participants reported using ASAM
criteria to individualize client care among treatment cen-
ters. 60% of treatment centers were accredited by either the
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Joint Commission, Commission on Accreditation of Reha-
bilitation Facilities (CARF), or Council on Accreditation
(COA). The majority of the centers, 65% (n=212) reported
operating as a non-profit, while 34% (n=111) operated as
for-profit centers. For annual revenues, on average, 15% of
center revenues came from Medicaid, while 30% came from
private/commercial insurance.

Chi-square analysis indicated there was a significant
relationship between using ASAM criteria for treatment
and offering FBT ( (6)=8.60, p=.00) in that centers using
ASAM criteria were more likely to offer FBT compared
to those not offering FBT. In total, of the centers that fol-
lowed ASAM criteria, 89.3% (n=216) offered FBT. Finally,
correlation analyses indicated significant relationships
between annual revenue source, specifically from Medic-
aid (r=-.20, p=.002) and private/commercial insurance
(r=.27, p<.001), and centers offering FBT as well as
revenue source and the percentage of families involved in
treatment. Lower revenues from Medicaid were negatively
related to the provision of FBT (and percentage of families
involved in treatment), while higher revenues from private
insurance were positively associated with provision of FBT
and percentage of families involved in treatment.

Discussion

The present study sought to examine the prevalence of FBT
in community-based substance use treatment facilities and
to explore group differences in client characteristics, pro-
gram services, and organizational characteristics based on
FBT utilization at these treatment centers. In doing so, the
current findings addressed a critical gap in the literature by
explicitly examining the intersection of SUD treatment and
FBT services. Several findings emerged from the analysis
that can be used to inform future clinical, scholarly, and
policy initiatives for further integrating SUD treatment and
relational-systemic therapy.

During the timeframe the data were collected, there was
clear evidence for the necessity to include family in treat-
ment, though there was also recognition of the challenges to
engage family members (Santisteban et al., 2005). In terms
of the two FBTs examined in the current study (BSFT and
MST), research indicated that BSFT demonstrated positive
outcomes related to family alliance (Robbins et al., 2008).
Interestingly, the model was adapted to reflect challenges
faced when engaging and retaining family members of
adolescents in treatment (Briones et al. 2008). MST had
been examined among juvenile offenders and demonstrated
reduction in substance use among adolescents (Brown et al.,
1999; Henggeler et al., 2002). Notably, BSFT was devel-
oped to be delivered in treatment and community settings
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(Robbins et al., 2000) ), while MST was developed to be
implemented primarily in the community (e.g. home,
school) (Henggeler et al., 1999).

Summary of Key Results and Implications of the
Findings

Key findings highlighted the relationship between client
characteristics, program services, and organizational char-
acteristics in relation to offering and utilizing FBT. Interest-
ingly, while most treatment centers reported offering FBT
(75%), only a small percentage reported offering specific
evidence-based FBTs; just 11% used BSFT and 14% used
MST. Treatment centers reported that approximately 38%
of families participated in treatment in some form. Thus, it
is evident that FBT was being offered and family members
were participating to some extent; what remains unknown is
what type of FBT is being offered, whether it is evidence-
based, in what capacity, and by whom. Because family ther-
apy has demonstrated efficacy for SUD treatment (Hogue
et al., 2022; Ventura & Bagley, 2017), understanding the
implementation elements of FBT may provide foundational
knowledge that can support standardizing FBT practice
among SUD treatment centers. Additionally, evidence-
based practices among SUD treatment are considered the
‘gold standard of care,’(Hogue et al., 2022; McGovern &
Carroll, 2003; NIDA, 2018; SAMHSA, 2020), thus it is
important to have knowledge of what evidence-based FBTs
are being implemented in treatment and examine how those
relate to recovery outcomes.

Client Characteristics

The present study indicated that the implementation of FBT
as well as the percentage of families involved in treatment
were related to centers’ lower percentages of clients who
were unemployed or involved in the criminal justice sys-
tem. This finding highlights the potential for organizational
components to promote or limit the access to FBT at the
individual level. For example, consideration could be given
to structural influences among treatment centers that may
limit the ability to involve families. Historically, getting
family members of those with SUDs involved in treatment
has been difficult (McCollum & Trepper, 2014; Saatcioglu
et al., 2000), and perhaps treatment centers with a higher
proportion of justice-involved or unemployed clients have
particular challenges in getting clients’ families involved in
treatment. Treatment centers may also lack the capacity and
resources to connect with the criminal justice system in a
way that supports the recruitment and retention of family
members.
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At the individual level, those are who employed often
have the economic stability (McCaul et al., 2001) (e.g.,
transportation, resources) that facilitates remaining in treat-
ment. Likewise, because substance use often negatively
impacts obtaining and maintaining employment (Henkel,
2011), it is possible that clients demonstrating the ability to
keep a job may increase motivation for family members to
participate in treatment.

Additionally, the type of substance was related to FBT
in that there was a significant relationship between the per-
centage of a center’s caseload using prescription opiates and
use of FBT, as well as the percentage of families who were
involved in treatment. While more research is needed to
better understand the relationship between SUD treatment
and the utilization of FBT, it is possible that centers treating
opioid use disorder (OUD) may also be the same sites that
use the ASAM guidelines, which highlight the importance
of family involvement in treatment for OUD (Kampman &
Jarvis, 2015; Wong et al., 2020). Further, additional recent
scholarship has highlighted the importance of the role of
family in treatment for opioids (Kaur et al., 2019).

Program Services

The results of the present study also highlight the relation-
ship between treatment centers that implement NIDA’s
comprehensive care model (NIDA, 2018) with FBT. Spe-
cifically, quality indicators of care including the number of
hours in individual therapy and community-based 12-step
meetings were linked to the implementation of FBT. A few
things should be considered when interpreting this find-
ing. First, SUD treatment still largely focuses on individual
recovery (Daley, 2013) and other indicators of care (e.g.,
family functioning, family involvement) are not as priori-
tized. For the present study, it is possible that clients seek-
ing SUD treatment are required to participate in individual
therapy and then referred to FBT. Because NIDA’s compre-
hensive care model emphasizes the need for multiple qual-
ity indicators of care (NIDA, 2018), efforts should be made
to expand treatment services beyond individual therapy to
include FBT as a more permanent fixture of treatment.
Second, treatment centers that align with the comprehen-
sive care model and prioritize the integration of multiple
services may be more likely to offer FBT. As such, clients
may be more likely to seek out treatment centers that offer
a myriad of services, such as 12-step meetings and FBT.
Research indicates that integrated care models yield the best
recovery outcomes (Burnam & Watkins, 2006; Ducharme et
al., 2006; Henderson et al., 2017). Interestingly, recent lit-
erature underscores the systemic and complementary nature
of 12-step programs and FBT (Smith et al., 2019). Future
research should continue to examine individual preference

for SUD treatment services as well as the relationships
between quality indicators of care and FBT. Noteworthy is
that offering MI/CM was negatively related to rates of FBT
among treatment centers. Because MI/CM have long dem-
onstrated efficacy for SUD treatment (ATTCN, 2018), it is
possible that it is offered as a stand-alone treatment modal-
ity. Interestingly, use of FBT was not associated with other
evidence-based behavioral treatment practices, including
CBT or MI. More research is needed to better understand
program services that predict the implementation of FBT
and how FBTs are used in conjunction with other EBPs.

Organizational Characteristics

Lastly, organizational characteristics that were related to
the implementation of FBT included following ASAM
criteria and annual revenue source. In addition to the cen-
ters’ provision of FBT, the percentage of family involved
also decreased as centers’ proportion of Medicaid revenues
increased, while family involvement increased as centers’
proportion of private insurance revenues increased. Because
Medicaid is intended for individuals and families with low
socioeconomic status (SES) (HealthCare.gov, 2022), this
finding may represent a lack of resources for those with low
SES status seeking treatment. Expectations to attend treat-
ment and have family attend treatment may be more unreal-
istic for those who use Medicaid and must prioritize getting
other needs met. Thus, treatment centers must remain cog-
nizant of ways to increase infrastructure conducive to all
individuals and families, including those utilizing Medic-
aid, in an effort to increase equitable access to treatment and
services.

Finally, results indicated that the majority of treatment
centers that used ASAM guidelines offered FBT. ASAM
clinical guidelines for treating opioid use (Kampman & Jar-
vis, 2015) and alcohol withdrawal management (Wong et
al., 2020) highlight the role of including family members
in treatment in various ways, including the utilization of
family therapy as part of the psychosocial treatment com-
ponent of a comprehensive treatment plan. Thus, the con-
nection between utilizing both ASAM guidelines and FBT
may be linked to the explicit connections ASAM has made
in including family involvement when treating SUD. It is
important for family therapists working in SUD treatment
centers to become familiar with ASAM guidelines in order
to stay updated on best practices and utilize a myriad of
resources geared at treating those impacted by substance
use and co-occurring disorders. Future work is needed to
more thoroughly parse out this relationship and to deter-
mine how to better integrate relational-systemic therapies
in SUD treatment guidelines more explicitly, including both
ASAM and NIDA models.
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Other elements that must be considered and may impact
current findings are the attitude and culture of the treatment
center and family system. In alignment with innovation com-
patibility, FBT may be more likely to be implemented if it
is compatible with ongoing practices (e.g., revenue/ASAM
guidelines), fits the needs of the clients, and affirms the
norms of the treatment center (e.g. attitudes towards FBTs).
Indeed, revenue source and ASAM criteria may impact the
implementation of FBTs among SUD treatment centers.
However, representation of family therapists and attitudes
towards FBTs among treatment center leadership and staff
may also be influential. Likewise, family members’ willing-
ness to participate in treatment likely plays an integral role
in the implementation of FBTs. Engaging family members
in SUD treatment continues to be challenging (Tambling et
al., 2021) and should be considered in the implementation
efforts of treatment centers.

In summary, FBT among SUD treatment is important and
the majority of centers reported using some facet of FBT;
yet only a small minority utilized specific evidence-based
FBTs. Treatment center leaders must continue identify-
ing the need for and impact of family-based interventions
among substance use populations. Indeed, there is an oppor-
tunity for behavioral health training programs to introduce
SUD materials into educational curriculum to keep family
therapists engaged in this work (Chou et al., 2023). Like-
wise, SUD facilities should continue to integrate and priori-
tize family-based interventions into treatment.

Limitations & Future Research

While the goal of this exploratory study was to contribute
to the gaps in literature on FBT utilization among substance
use treatment centers was achieved, some limitations must
be noted. Due to missing data, we were unable to examine
multiple potential predictors of family therapy utilization
at once. Relatedly, multiple bivariate tests were conducted,
and it is possible that some of the associations observed may
be random associations. Future research should consistently
operationalize FBT across a large independent sample that
would provide the opportunity to examine multiple poten-
tial predictors of family therapy utilization concurrently
using multivariate analyses. Future research can also build
from this study to examine FBT utilization and treatment
outcomes specific to the clientele.

The age of the data is a limitation; however, we believe
that the information they provide is useful and relevant for
two reasons. First, we were unable to find any other treatment
data sets that were collected more recently (and available
for secondary analyses) that were inclusive of information
about FBT. Second, and perhaps more important, we were
unable to identify any secular trends since these data were
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collected that would either significantly increase or decrease
the availability of FBT. The use of FBT is not a new con-
cept in SUD treatment, and over the past decade, there have
not been major innovations in family therapy with notable
impacts on effectiveness that might have accelerated the use
of this type of therapy in SUD treatment centers, although it
should be noted that other FBTs not examined in this study,
such as MST (Henggeler et al., 2009), Behavioral Couples
Therapy (BCT) (Ruff et al., 2010), Multidimensional Family
Therapy (MDFT) (Morgan & Crane, 2010) may have been
adopted within SUD treatment centers during this period.
Replicating the study with new data and additional types of
FBT would be useful, and the current study serves as a base
to compare future surveys on FBT in SUD treatment.

Conclusion

While family-based interventions have been shown to be
efficacious in treating SUDs (e.g. Bartle-Haring et al., 2018;
Liddle et al., 2018; Vardanian et al., 2020), understanding
the prevalence and trends of family-based interventions
within the context of community-based substance use treat-
ment facilities has been understudied. The current study
addressed this gap by exploring family-based interventions
within the context of SUD treatment center data, finding that
FBT utilization ranges across sites and that variables, such
as centers aligning to ASAM guidelines, centers’ average
revenues from private insurance, and centers’ use of other
EBPs, such as CM/MI, were significantly associated with
centers’ utilization of FBTs. On the other hand, treatment
centers were less likely to use FBT with a greater percent-
age of Medicaid clients, clients who were unemployed, and
those referred from the criminal justice system. It is crucial
to consider how to expand on this exploratory study and
explicitly query the intersection of SUD treatment and FBT,
both within the United States substance use treatment facili-
ties and beyond, especially as FBT could increase SUD
treatment retention. In doing so, a clearer picture of current
treatment strategies and areas for improving treatment inte-
gration can be delineated.
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