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Abstract

With opioid use at crisis levels, it is imperative to support youth ages with opioid use disorders
(OUD) in taking medication and accessing behavioral services over long periods. This article
presents a conceptual framework for telehealth strategies that can be adopted to increase family
involvement across a four-stage continuum of youth OUD treatment and recovery: Treatment
Preparation, Treatment Initiation, Treatment Stabilization, OUD Recovery. It first identifies
provider-delivered tele-interventions that can enhance OUD services in each of the four stages,
including family outreach, family engagement, family-focused intervention, and family-focused
recovery maintenance. It then introduces several types of direct-to-family tele-supports that

can be used to supplement provider-delivered interventions. These include both syrnchronous
tele-supports (remote interactions that occur in real time) such as helplines, peer-to-peer coaching,
and online support groups; and asyrnchronous tele-supports (communications that occur without
participants being simultaneously present) such as automated text messaging, self-directed
internet-based courses, and digital web support.
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INTRODUCTION

Reliance on tele-intervention has skyrocketed since the outbreak of COVID-19 (US
Department of Health and Human Services, 2020). Tele-interventions represent a
particularly important and relatively untapped strategy to increase family involvement in
treatment and recovery services for youth with opioid use disorders (OUD). Comprehensive
reviews and meta-analyses consistently show that family-focused interventions are effective
at improving substance use treatment engagement and outcomes across the lifespan

(Ariss & Fairbairn, 2020). Yet, substance use services for youth rarely incorporate family
members and concerned significant others (CSOs) in systematic fashion (Ventura & Bagley,
2017). The article presents a conceptual framework for leveraging provider-delivered tele-
interventions and direct-to-family tele-supports to promote greater family involvement in
routine OUD services for youth. The article first describes the urgent health problem of
high prevalence of youth OUD coupled with poor youth engagement in OUD services.

It then suggests telehealth strategies that can be used by practitioners representing

multiple disciplines that routinely deliver services for OUD—including marriage and family
therapists, other behavioral health specialists, physicians, and peer recovery counselors—to
enhance family involvement across the continuum of treatment and recovery.

The proposed framework has two anchoring definitions. First, the term “youth” references
the age span from middle adolescence through young adulthood—roughly, ages 16-25
years. Most studies of substance use treatment examine either adolescent samples or adult
samples, not both. This article focuses on the bridging span of transition-age youth for
several reasons. There is consensus in developmental neuroscience that cognitive and
emotional maturation processes that directly shape risk-taking behaviors are dynamically
active throughout this age span (Steinberg, 2014). Substance use problems that initiate
during this span are especially pernicious to overall well-being and show comparatively poor
response to intervention efforts (Fishman, Wenzel, Scodes, et al., 2020; National Center on
Addiction and Substance Abuse, 2011). Also, family members and CSOs are highly salient
influences on both substance use behavior and general well-being for this entire period
(Hornberger & Smith, 2011; Steinberg, 2014).

Second, the term “telehealth” describes a broad set of behavioral health interventions and
supports that are delivered remotely (i.e., not in-person) via widely used technology devices
(e.g., smartphones, internet-enabled computers and tablets). Behavioral health providers
currently use various technology platforms to deliver behavioral interventions—aka ze/fe-
intervention—particularly phone and video conferencing (Lin et al., 2019). In addition,

a host of telehealth resources are available for self-managed client access in direct-to-
consumer formats requiring little or no provider involvement—aka tele-suypport—including
computerized protocols, web- and app-based programs, social media content, and automated
text messaging and wearable devices (Sugarman et al., 2017).

Urgent national health problem: Youth OUD prevalence and poor service engagement

Opioid use and its sequelae constitute a national health emergency, with 1.6 million
Americans meeting criteria for OUD (Substance Abuse and Mental Health Services
Administration [SAMHSA], 2020). Although much attention has been paid to reducing
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the impact of OUD in mature adults, less guidance is available specifically for youth ages
16-25. This age cohort is experiencing unprecedented levels of opioid-related consequences,
with over 300,000 youth under the age of 26 meeting criteria for OUD in 2019 (SAMHSA,
2020). Nearly 1800 youth initiate heroin or pain reliever misuse each day (SAMHSA, 2020),
and 8%-12% of those who engage in risky opioid use develop OUD (Vowles et al., 2015).
Most alarmingly, the rate of lethal overdoses attributable to opioids in youth increased
almost 60% from 2006 to 2015, from 3.4 deaths to 5.3 deaths per 100,000 (Ali et al., 2019).
Data on the effect of the COVID-19 pandemic on opioid use and overdose in youth are still
emerging, but initial estimates offer a dire picture: As of August 2020, over 40 states had
reported increases in opioid-related mortality (American Medical Association, 2020).

Medication for opioid use disorder (MOUD), consisting of opioid agonist or antagonist
medication combined with medication-supportive behavioral counseling, is the only
evidence-based intervention for youth OUD (Molkow et al., 2019) and is recommended

by national pediatric policy (American Academy of Pediatrics, 2016). OUD is commonly

a chronic, relapsing-remitting disorder (Hser et al., 2015). Initiation onto one of three FDA-
approved MOUDs (buprenorphine, naltrexone, methadone) typically occurs during acute
episodes of care (e.g., treatment of withdrawal or “detoxification”), after which enduring
MOUD over time (“maintenance”) is required to prevent recurrence of opioid use problems
(“relapse™). Relapse is unfortunately common, in part due to profound barriers to access,
retention and medication adherence, especially in youth (Alinksy et al., 2020).

With opioid use among youth at crisis levels, the OUD system of care is moving at a rapid
pace to increase MOUD availability in multiple sectors, including specialty substance use
treatment and primary care (American Academy of Pediatrics, 2016; Saloner et al., 2017).
Despite these efforts, only a fraction of youth with OUD receive any treatment and even
fewer receive MOUD. One study reviewed Medicaid claims across service settings in 11
states and found that only 24% of youth with OUD received medication; half received
behavioral services without MOUD (Hadland et al., 2017). Studies of OUD services report
universally low enrollment rates for youth, in the area of 109%—-35% (see Alinksy et al.,
2020; Borodovsky et al., 2018; Liebling et al., 2016). Moreover youth who do enter
treatment are less likely to be retained compared to adults (Fishman, Wenzel, Scodes,

et al., 2020; Schuman-Olivier et al., 2014). It is especially difficult to support youth in
accessing OUD services across the long periods (from many months to several years) of
acute and continuing care needed to accrue treatment benefits. One-quarter of youth who
initiate MOUD leave treatment after the first week, and most studies place one-year MOUD
adherence rates between 9% and 17% (see Chang et al., 2018; Matson et al., 2014).

Proposing a telehealth framework for family involvement in youth OUD services

This article presents telehealth strategies as emerging opportunities for increasing
family/CSO involvement in youth OUD services—which we define to be inclusive

of MOUD and related services—in order to boost currently abysmal rates of service
engagement and enhance overall outcomes. Figure 1 depicts a conceptual framework
designed to facilitate a shift for youth OUD services toward emphasizing family-focused
telehealth strategies. Behavioral services for youth with substance use problems can be
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conceptualized as a continuum—sometimes called a services cascade—consisting of the
routine sequence of activities experienced by any given youth as they progress through the
substance use services system (Belenko et al., 2017; Knight et al., 2016). For heuristic
purposes specific to OUD, Figure 1 depicts this continuum as a client flow chart anchored
by four overlapping stages (see also Hogue et al., 2021). Note that youth who enter the OUD
services system typically experience episodic increases and decreases in opioid use—that
is, a chronic course-of-disorder marked by regular use, remission, and recurrence—over a
given time span (Buckheit et al., 2018; Fishman, Wenzel, Scodes, et al., 2020). For this
reason movement along the continuum is often not linear, in that many youth transition
both forward and backward (i.e., re-entering at an earlier juncture following a recurrence of
problems) across stages.

As summarized in Figure 1, during 7reatment Preparation (Stage 1) families can be
integrated in OUD services using family outreach strategies implemented at multiple
provider levels, and various roles that family members can play in facilitating service
delivery can be introduced. During Treatment Initiation (Stage 2), families can be

engaged in treatment activities via family alliance-building and family-centered goal-
setting interventions. In addition, family members themselves can be linked to direct-to-
family resources aimed at motivating their involvement in OUD services and optimizing
interactions within their family; these supports can then be maintained throughout

the treatment process. During 7reatment Stabilization (Stage 3), family-oriented OUD
education, family skills training, and systemic family therapy can help knit family members
into the complex weave of medication and behavioral interventions for OUD. During

OUD Recovery (Stage 4), family-based relapse prevention strategies can promote recovery
maintenance by helping retain youth and family members/CSOs in both continuing provider-
delivered care and direct-to-family supports for the duration of OUD recovery.

PUTTING TELEHEALTH TO WORK: PROVIDER-DELIVERED AND DIRECT-
TO-FAMILY SERVICES

The remainder of this article identifies opportunities for using telehealth-based strategies

to increase family involvement in OUD treatment and recovery activities. Several research-
supported strategies that can enhance existing clinical practices for youth OUD—inclusive
of primary, specialty, and residential care settings—are highlighted. It is well beyond the
scope of this article to detail each identified strategy or provide implementation guidance.
The article instead seeks to encourage provider initiative in pursuing additional information
on appealing strategies, adopting those that address practice needs, and using adopted
strategies individually or in combination (as consistent with a core elements approach to
delivering evidence-based practices; Chorpita & Daleiden, 2009). In this way, the proposed
conceptual framework can serve as both strategic guide and resource compendium.

Family-based tele-intervention for youth OUD: Provider-delivered services

Given the near-ubiquity of smartphones (Smith & Page, 2015) and widespread use of the
internet among adolescents and adults (Pew Research Center, 2020) in the United States,
OUD services providers have unprecedented opportunities to employ a comprehensive
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range of tele-interventions for youth and their families. Notably, extant research indicates
that substance use interventions delivered via videoconference produce client retention,
satisfaction, and outcomes comparable to or even surpassing those of in-person care (Lin et
al., 2019). This appears true also for tele-interventions aimed at couples and families (Wrape
& McGinn, 2019), whereby providers can take advantage of communicating with clients in
their natural ecologies (Gros et al., 2013). As depicted in Figure 1 and illustrated below,
tele-intervention strategies create exciting possibilities for developing new practices, and
adapting existing ones, to productively involve families in multiple treatment and recovery
processes for youth OUD.

Stage 1: Family outreach—Successful family outreach, especially for traditionally
underserved and difficult-to-enroll families, requires provider commitment at all levels
(e.g., administrative, billing, clinical services) to involving family members and CSOs in
services. Assertive family outreach at the start of service contact, including messaging
about the essential role of medication, can greatly facilitate OUD treatment preparation
(Fishman et al., 2020). Well-established principles of assertive family outreach include
accessibility promotion; planning for and directly addressing common barriers to treatment,
both logistical (e.g., insufficient time, lack of resources, agency wait list) and attitudinal
(e.g., perceived costs and benefits of treatment, prior unhelpful treatment experiences); and
family empowerment (see Becker et al., 2018; Ozechowski & Waldron, 2010). During this
stage provider staff can preview the supportive roles that family members can play at various
stages of treatment and recovery, including the enormous value of maintaining a home
environment that fosters treatment goals and strategies. One evidence-based outreach model
for difficult-to-enroll families is structural-strategic systems engagement (Szapocznik et al.,
1988), a sequential protocol for assessing and normalizing enrollment barriers, allying with
family members to conjointly address barriers, and altering family interactions that appear
to be preventing members from working together effectively to enter treatment. The premise
of a wide net and persistent follow through can be applied to various telehealth modalities:
text, phone, video calls, and so forth. For example, a brief but potentially powerful outreach
intervention is texting a caregiver immediately after a phone call during which an initial
session was scheduled, in order to thank them for their time, reinforce their willingness to
enroll, and confirm the appointment.

Stage 2: Family engagement—Treatment initiation can be solidified by employing
family engagement techniques known to increase treatment motivation and participation
among youth and their families. Components of successful family engagement include
anticipating how family resources and dynamics could impact treatment initiation, building
therapeutic alliances with multiple family members, and adroitly managing family
interactions during initial clinical encounters (Buckingham et al., 2016; Liddle, 1995;
Lindsey et al., 2014). Centerpiece family engagement strategies for youth OUD include
relational reframing of opioid use as an individual behavior problem with a family network
solution (see Diamond & Siqueland, 1998; Hogue et al., 2019) and linking client decision-
making about the course of MOUD to the existing lattice of family supports (Fishman,
Wenzel, Vo, et al., 2020). A strong example of telehealth-enhanced engagement tailored for
youth OUD is the Youth Opioid Recovery Support intervention (Fishman, Wenzel, Vo, et
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al., 2020), which aims to increase MOUD adherence and prevent relapse by emphasizing
tele-interventions such as group text messaging among providers, family members, and
youth, as well as coordinating video sessions individually and conjointly with youth and
CSOs.

Although the bulk of research on family engagement in substance use treatment has
examined adolescent-aged youth, one model has demonstrated robust effects in training
CSOs to assist with enrolling both youth and mature adults into treatment (Archer et al.,
2020; Kirby et al., 2017): Community Reinforcement and Family Training (CRAFT: Smith
& Meyers, 2004). CRAFT features treatment entry training, whereby CSOs learn to (a)
recognize appropriate times and ways to motivate persons with substance use problems to
enter treatment and (b) coordinate with providers for rapid entry; and also communication
skills training, whereby CSOs learn to increase productive interactions while reducing
conflict with substance-using loved ones (Kirby et al., 2017). Telehealth can directly
facilitate treatment engagement via its flexibility in terms of breaking one session into
smaller parts. For example, one half of a session could be spent with a youth alone to
explore their feelings about inviting their caregiver to participate in MOUD counseling,
with the second half including both the youth and caregiver for psychoeducation about how
MOUD services are expected to proceed.

Stage 3: Family-focused intervention—There is strong evidence that including CSOs
as active participants in treatment services for persons with substance use disorders can
boost treatment effects for youth and adults alike (Ariss & Fairbairn, 2020; Hogue et al.,
2018). For youth with OUD, four family-focused intervention strategies are particularly
germane. First, family psychoeducation can provide structured information about OUD
symptoms, disease course, impacts on multiple domains of functioning, medication options,
and research-supported MOUD practices. In general, family psychoeducation has been
shown to enhance medication and behavioral treatment effects (e.g., Lincoln et al., 2007),
increase client adherence to medication protocols (e.g., Cummings & Fristad, 2007), and
improve client functioning (e.g., Ferrin et al., 2014) for a variety of behavioral disorders.
While the evidence is clear that psychoeducation is effective, providers should be sure

to work within their scope of practice; prescribing medication remains in the domain

of licensed medical providers only. A vital role that non-medical providers can play is
supporting youth and families in connecting with medical professionals to obtain medical
advice and meet medical needs. Second, families can be coached to assist and support
medication adherence, much as they would for a sick loved one in need with any medical
condition (e.g., diabetes; Lewin et al., 2009), especially any young person with only partially
developed independent living skills and addiction-compromised judgement (see Levy et al.,
2018). Third, family skills training aims to teach evidence-based coping, communication,
and problem-solving skills to targeted family members. Examples include manualized
models to improve relationship quality between adult partners (e.g., behavioral couple
therapy; see O’Farrell et al., 2017) or among other family members (e.g., behavioral family
therapy; see Donohue et al., 2014), as well as discrete protocols for teaching granular
parenting skills or family interaction skills (e.g., Esposito-Smythers et al., 2011). Finally,
family systems therapy addresses both intrafamilial relationship processes (e.g., roles,
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attachments, cohesion, conflict) and relation-focused processes between family members
and extrafamilial systems with which families interact (Hogue et al., 2017). Hallmarks

of family systems therapy for youth substance use include maintaining a fundamentally
egalitarian approach to treatment collaboration and pursuing changes in family relationships
as the primary solution for substance use and related problems (see Hogue et al., 2019).

Stage 4: Family-focused recovery maintenance—Family-focused recovery
maintenance can promote relapse prevention and recovery among youth with OUD in
several ways. By leveraging family-focused interventions such as those described for Stages
2 and 3, providers can involve families in post-treatment continuing care intended to
solidify treatment gains, reinforce learned coping skills, and for youth who struggle in
recovery, facilitate re-entry into active treatment services (Blodgett et al., 2014). Providers
and families together can formulate and monitor long-term recovery management plans for
target youth, emphasizing quality-of-life interventions such as educational and vocational
training, prosocial leisure engagement, case management, peer-to-peer supports, and self-
help sobriety promotion (Dennis et al., 2014); CSOs themselves can become involved in
numerous aspects of these activities. Not least, providers can encourage and actively link
families to the manifold direct-to-family supports available for family members and CSOs
affected by OUD, including those described in the next section.

Unique opportunities and challenges of family-focused tele-intervention—
Meaningful family participation in services is a crucial resource in a young person’s
treatment and recovery from OUD (Hornberger & Smith, 2011). Research on barriers

to family participation in youth behavioral services finds that providers are consistently
stymied by structural and logistical challenges to engaging family/CSOs, individually-
focused treatment protocols deemed rigid and time-consuming, and overall lack of services
coordination (e.g., Baker-Ericzén et al., 2013). Tele-intervention creates opportunities to
counter participation barriers by involving family members in youth OUD services in

brief and targeted ways. For example, rather than carving out time from work and family
responsibilities to attend in-person sessions, family members can join “on the spot” for all
or parts of sessions. Tele-intervention also facilitates coordinated participation of family
members who live apart (Wrape & McGinn, 2019). This improved access would make

it possible for siblings to learn information about their loved one’s OUD and course of
treatment, separated or divorced parents living in different states to develop a plan to support
their child’s recovery, and titration of family involvement over time in a fluid and flexible
way, to name a few examples.

Acknowledging that tele-intervention introduces numerous cautions regarding
confidentiality, privacy, and technology user limitations, as well as prohibitive barriers to
physical health exams, it also creates meaningful access to home environments (Burgoyne

& Cohn, 2020). In the past two decades, home-based adaptations of family therapy emerged
as a necessary innovation to increase family participation for families with limited resources
who are less likely to engage in clinic-based treatment (Fowles et al., 2018). Practitioners
delivering tele-interventions are, in a fashion, recreating this innovation. For example,
videoconferencing enables practitioners to ask clients to exhibit their homes and show where
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they store their MOUD, observe medication adherence, and express curiosity about routines
for MOUD—thereby opening numerous lines of collaborative inquiry with youth and CSOs.

Providers who are adapting to the opportunities and demands of tele-intervention, while
simultaneously pushing the boundaries of traditionally individual-centric OUD care by
inviting family/CSO participation, may require additional support. Live peer observation
and supervision have long been a central part of family therapy training (Celano et al.,
2010). Preliminary research on videoconferencing suggests the value of live supervision

for clients and practitioners alike (Jordan & Shearer, 2019), which can be managed easily
without the need for a one-way mirror or expensive audiovisual systems. Additionally, there
is increased potential for conjoint sessions with other providers involved in the youth’s
OUD treatment—prescribing physicians, case managers, sober living staff, and so forth—
which further promotes comprehensive and integrated care. There is also increased ability to
record sessions for review and supervision in contexts in which providers are already using
technology.

Family-focused OUD services via telehealth may present challenges in terms of relationship
building relative to in-person services. It may be important for practitioners to be more
explicit with praise, worry, curiosity and other emotions during video sessions, when

salient in-person cues are not available to clients. In turn, practitioners may need to be

more direct when inviting family members to share internal experiences. For example,

when offering psychoeducation on MOUD, they may need to pause and ask for questions,
feedback, and reactions much more than if offering the same intervention in person, to
offset pitfalls of screen distance, disengagement, and general screen fatigue. Also, whereas
telehealth may have been viewed as a temporary necessity in March 2020, it seems certain
to remain in long-term use, so that providers should initiate more regular conversation about
when and how to balance in-person versus remote meetings. For example, sessions that
involve medication injections require in-person meetings, whereas family therapy involving
members in distant locations might proceed via telehealth exclusively. Other limitations may
be introduced when working with families in which there is domestic violence (a partner
may be listening covertly), worsening mental health or substance use symptoms that are
harder to notice on screen/phone, persons with cognitive or social impairments who find it
especially difficult to engage with others via screen/phone, or inadequate access to required
technology services.

Lastly, tele-intervention strategies by themselves cannot overcome or mitigate challenges to
providing culture-, race- and gender-appropriate care that exist in equal measure for standard
in-person practices. Adopting a stance of “critical consciousness” (Garcia et al., 2009) can
be invaluable for understanding families’ lived experiences regardless of their contextual
status. Whether youth and their families, including those affected by OUD (Santoro &
Santoro, 2018), have experienced current and/or historical oppression based on any aspect
of social identity, critical consciousness can enable practitioners to recognize oppression and
privilege and to accept them as such, rather than seeking alternative explanations for family
distress, which can in turn validate family members and promote a stronger collaborative
relationship.

J Marital Fam Ther. Author manuscript; available in PMC 2023 January 10.



1duosnuen Joyiny 1duosnuey Joyiny 1duosnue Joyiny

1duosnuen Joyiny

Hogue et al.

Page 9

Family-based tele-support for youth OUD: Direct-to-family services

This section describes several types of direct-to-family tele-supports that can be offered to
supplement provider-delivered treatment and recovery interventions during the Treatment
Initiation, Treatment Stabilization, and OUD Recovery stages of youth OUD services

(see Figure 1). The literature on remote education provides a useful backdrop for
discussing the potential for direct-to-family tele-supports, particularly the distinction
between synchronous formats (remote interactions that occur in real time, allowing

for in-the-moment communication between participants) versus asynchronous formats
(communication that occurs without participants being simultaneously present; Scheuller
& Torous, 2020). Research suggests that synchronous formats, particularly videocasting,
maximize learners’ sense of participation (Moore, 1993). Yet, asynchronous formats present
obvious advantages in accessibility and availability, especially for families challenged in
coordinating member schedules to arrange conjoint meetings (Garrison et al., 2000). A key
caveat is that research evaluating the effectiveness of direct-to-family tele-support services,
including those identified below, is scarce (Scheuller & Torous, 2020).

Synchronous tele-supports—Examples of synchronous tele-supports for youth and
families affected by substance use problems include helplines, peer-to-peer coaching,
networking forums, and online support groups. Helpline interventions are designed for
families/CSOs to access information and resources via telephone. A typical contact involves
assessment, support, and validation, and developing a plan of action to address problematic
substance use and related crises (Fedunina, 2011). To enhance family engagement, follow-
up can be coordinated by email with online or in-person resources to support family/CSO
efforts. Peer-to-peer coaching services initiate connection with “parent peers” who have
experienced similar struggles themselves, for example, have a child in recovery or have lost
a child due to substance use. Coaching services in which parent peers are formally trained in
evidence-based counseling practices have generated positive utility and satisfaction ratings
from end users (Carpenter et al., 2020). Finally, networking forums and online support
groups allow family/CSOs to seek support from peers with similar lived experience via
convenient platforms such as web browsers and smartphone apps (Becker et al., 2017).
Some online forums and support groups are moderated by professionals or volunteers with
relevant expertise in treatment or recovery counseling.

Asynchronous tele-supports—Asynchronous tele-supports include automated text
messaging, self-directed internet-based courses, and digital web support, which has been
given new life via social media platforms. Automated texting services can be offered to
families/CSOs seeking guidance who may not be ready or prefer not to interact with
providers directly. Such services incorporate supportive information and guidance, with
adaptive intervention software enabling users to customize the number, timing, and content
of messages received per day/week (see Muench et al., 2013). Typical content for families
affected by substance use includes strategies for improved communication with youth, links
to resources, and encouragement and validation.

Automated texting can be delivered as a standalone intervention or as an adjunct to self-
directed internet-based courses, which enable families to select from a menu of modules
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containing substance use education and demonstrating relevant behavioral strategies to
reduce use. Internet-based parenting programs have been shown to be effective in improving
family communication (Feil et al., 2011), reducing youth behavioral problems (Cotter et

al., 2013), and preventing youth substance use (Schwinn et al., 2010). Investigations testing
internet-based programs among caregivers of youth with problematic substance use are in
progress (see Becker et al., 2017).

With the exception of internet-based programs, existing asynchronous supports for substance
use problems predominantly target the person who is using (e.g., Hussey & Flynn, 2019).
This includes social media platforms such as Facebook, Instagram, and TikTok that are
increasingly used to provide and seek information and support related to recovery (e.g.,
D’Agostino et al., 2017). Asynchronous platforms could feasibly be extended to provide
support directly to family members and CSOs, and research suggests there is a robust market
for such services. In a survey of caregivers of adolescents enrolled in outpatient substance
use treatment, 91% reported a desire for text-based aftercare support that included parenting-
related content on improving communication, delivering consequences, and monitoring
substance involvement (Ryan-Pettes et al., 2019). Social media platforms also have potential
for engaging family/CSOs. A recent study that surveyed caregivers of justice-involved youth
found high rates of social media use and interest in social media-based parenting support
(Folk et al., 2020).

FINAL NOTES ON SHIFTING TO FAMILY-FOCUSED TELEHEALTH:
POTENTIAL REWARDS AND LIMITATIONS

Promoting telehealth to increase family involvement in youth OUD treatment and recovery
is a massive challenge. Family engagement is underutilized despite the evidence base, and
telehealth strategies are novel for most OUD service providers. In this vein, the proposed
conceptual framework challenges the national OUD service system to adopt a dual paradigm
shift: Move from individual-focused to family-focused intervention, and also, from solely
in-office care to combined in-office and telehealth care that is thoughtfully and intentionally
utilized. Shifting the culture and practice habits of youth OUD providers to incorporate
family-focused telehealth will require transformational changes in professional education
within several disciplines that until recently have not regularly adopted tele-interventions in
training or practice. Marriage and family therapists are especially prepared to spearhead
this shift. As providers inevitably gain familiarity with online learning formats, and

grow partnerships with training entities that use online learning strategies, the viability

and sustainability of telehealth-based clinical practices in routine OUD care may be
correspondingly boosted.

By the same token, this shift will require providers to devote more time and resources

to coordinating services across settings and tele-platforms, with the onus falling on
practitioners, particularly when family members are unfamiliar with telehealth and/or
uncertain about their role in supporting their youth. Moreover, significant limitations that
exist for digital behavioral health interventions writ large certainly pertain in full measure
to family-focused telehealth. These limitations include disappointing rates of intervention
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completion, concerns about privacy and security that deflate motivation to use digital
interventions, and design quality and packaging features that fit uneasily with common

user experiences and expectations (see Schueller & Torous, 2020). It is beyond the purpose
and scale of this article to specify and address these critical issues. Instead, the conceptual
framework offers rationale, encouragement, and initial direction for embracing a dual
paradigm shift, addressing existing areas of need in systematic and pragmatic fashion, and
ultimately enhancing OUD outcomes for affected youth and their loved ones. Looking
ahead, research can inform the shift toward greater use of family-focused telehealth
strategies by documenting their benefits, and inevitable disappointments, in real-world
clinical practice. Some promising areas for investigation are: promoting family inclusion

in telehealth-based OUD identification procedures, both professional screening methods and
self-referral processes; testing whether treatment activities delivered primarily or exclusively
via telehealth strategies significantly boost youth and family/CSO engagement and retention
in OUD services, especially long-term MOUD adherence; and assessing whether and how
telehealth-based recovery planning can successfully enhance family involvement in youth
recovery supports and also encourage greater degrees of family member self-care and
wellness.
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Youth OUD Services Continuum

= Stage 1: Stage 2: Stage 3: .
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Family Involvement Continuum

Qutreach Engagement Intervention Recovery Maintenance
Provider Family outreach and Family collaboration  Family education, skills  Family-based relapse
Tele-Intervention role delineation and goal-setting training, systemic therapy prevention
Direct-to-Family Synchronous: Helplines, Peer-to-peer coaching, Online networking
Tele-Supports Asynchronous: Text messaging, Self-directed programs, Digital media

FIGURE 1.
Conceptual framework for using telehealth to increase family involvement across the youth

OUD services continuum
Note. Case progression along the OUD services continuum is not necessarily linear, as many
youth cycle in and out of stages and experience multiple treatment episodes.
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