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Family-Focused Approaches to Opioid Addiction Improve the
Effectiveness of Treatment
In treating opioid addiction, moving from an individual approach to a family-focused approach
to treatment can have lasting benefits for children and parents, and decrease health care costs.
In 2017, the U.S. Department of Health and Human Services declared opioid addiction a public health emergency. Opioids—which include prescription medicines for pain relief, synthetic drugs such as fentanyl, and
heroin1—lead to an average of 115 deaths by overdose per day in the United States.2,3 The medical and legal
response has mainly focused on individual needs, yet opioid addiction has wide-ranging impacts not only
on individuals, but also on their families and children. New evidence finds that family-focused approaches
can improve upon models that treat individuals, expanding benefits and cost efficiencies, and improving
the health and development of children.

Opioid Addiction Affects Whole Families, With
Important Implications for Children
Parents’ opioid addiction affects children’s development
from the prenatal stage through adulthood. These effects
occur both directly, through biological and neurological
processes, and indirectly, through compromised parenting
and family stress.
•

•

Since 2000, the number of infants born with neonatal abstinence syndrome has increased fivefold; these
infants experience opioid withdrawal after exposure in
utero. Neonatal abstinence syndrome increases hospital stays at an estimated annual cost of $1.5 billion,4,5
and can induce tremors, seizures, irritability, disrupted
sleep, and intense crying in infants.6
Neuroscience research suggests that parents with addiction show compromised functioning in areas of the
brain critical to caregiving, including areas that regulate
stress and process emotions.7,8 In turn, parents with addiction struggle with the stresses of childrearing, leading to less sensitive and supportive parenting, which
may hinder children’s social and emotional development.8

•

Parents with substance use disorders often raise
children in chaotic and impoverished households,9
contexts that have been shown to impede children’s
development and lead to detrimental health outcomes
in adolescence and adulthood.10,11

•

Over the long term, parents’ opioid addiction, coupled with chaotic home environments, increase the
chances that children will engage in substance use,12,13
setting the stage for intergenerational drug abuse and
lifelong health consequences for children.14

•

In some states, under child-endangerment laws,
parents who use opioids and other illicit drugs during
pregnancy are automatically referred to child protective services.15 These laws can result in parental
incarceration and children’s removal from their home.
Applying such approaches indiscriminately without
adequate opportunities for treatment can harm family
stability and children’s mental health.16,17
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Current Treatment Options Are Limited
The gold standard treatment option for adult opioid
addiction is the controlled administration of prescribed
methadone or buprenorphine, termed opioid agonist
treatment.18,19 For pregnant women, this treatment optimizes maternal and neonatal outcomes after birth.19 Yet
access is limited by cost constraints and lack of coverage
through Medicaid and private insurance.18 Even for parents who have access, opioid agonist treatment programs
often overlook the impact of opioid addiction on children
and families. Similarly, programs rarely attend to the cooccurrence of addiction and other mental health issues.20
Other treatment approaches that are often easier to afford,
such as medically supervised discontinuation of opioid
use during pregnancy, have high relapse rates and less
maternal engagement in prenatal care, and do not provide
postnatal parenting support essential for healthy child
development.21

Family-Focused Treatment Models Can Fill
Gaps and Improve Children’s Well-Being
Because opioid addiction affects not only parents but also
children and families, we need family-focused treatment
models that attend to the needs of, and optimize outcomes for, both parents and children. Current treatment
approaches fall short in meeting these goals, yet there are
successful models that can inform improvements in treatment. Specifically, evidence suggests the need for coordinated and family-focused treatment models, particularly
those that promote effective parenting. Numerous familyfocused models have proven effective. Research shows
that:

•

Evidence-based programs that combine opioid agonist treatment with efforts to help opioid-addicted
parents regulate their emotions, lower their stress,
and find pleasure in their caregiving role have led
to decreases in the severity of maternal addiction as
well as improved well-being for mothers and children.22,23,24

•

Among families with infants born with neonatal abstinence syndrome, strategies to empower mothers
by supporting their direct involvement in the care of
their infants have resulted in reduced hospital stays,
decreased hospital costs, and less treatment involving pharmacologic withdrawal for newborns.25

•

Other promising approaches seek to extend familyfocused support to opioid-addicted women during
pregnancy to lay the groundword for mother-child
relationships and decrease substance use before
babies are born.26

Critical Next Steps for Targeting Opioid
Addiction and Improving the Lives of
Children and Families
Family-focused approaches have beneficial effects on
multiple family members and may reduce overall health
care costs. We now need carefully planned expansions of
family-focused treatment models with continued evaluations to determine when and for whom such treatments
are appropriate and most effective, and how integrated
care models can best maximize the efficacy of opioid
agonist treatment and address co-occurring medical and
psychiatric conditions.
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