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Abstract: A growing evidence base supports the use of medication to treat opioid use disorder (OUD) in adolescents, but
little is known about behavioral therapies for adolescents with OUD. A systematic review using PRISMA methodology
was conducted on behavioral therapy for adolescent OUD. Only three studies were identified. Combined evidence from
two studies indicates initial efficacy of the Adolescent–Community Reinforcement Approach, motivational enhancement
therapy, and cognitive-behavioral therapy for reducing opioid use. The only group therapy identified, which involved ad-
olescents and their parents, demonstrated improvement in participants’ knowledge of relapse-prevention strategies,
drug-refusal skills, and overall psychosocial functioning. Additional studies that included behavioral therapy but that
did not specifically test its efficacy are also highlighted to expand the understanding of the small literature base. This re-
view highlights the sparse evidence base for these therapies in this population. In addition, we highlight promising areas
for future research and include evidence from the adult literature that may inform that research. Studies on behavioral
therapies that utilize randomized, controlled trials for this population are imperative.
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In 2018, an estimated 699,000 adolescents aged 12–17
(2.8% of the adolescent population) misused opioids, and
108,000 (0.4%) met criteria for an opioid use disorder

(OUD).1 Unfortunately, adolescents have also been taking part,
as it were, in the nation’s dramatic increase in opioid-related
overdoses. Hospitalizations secondary to opioid poisonings
in individuals aged 15–19 more than doubled from 1997 to
2012.2 In addition, mortality rates of adolescents from pre-
scription and illicit opioids rose 252.6% from 1999 to 2016.3

Despite Food and Drug Administration approval of bupre-
norphine for ages 16 and older,4 coupledwith recommendations
for the use of medication for opioid use disorder (MOUD) by
the American Academy of Pediatrics,5 MOUD remains under-
utilized,6 even in youth who have experienced an opioid over-
dose.7 The Food and Drug Administration has also approved
naloxone, the opioid overdose reversal medication, for use in
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all pediatric ages.8 However, according to a study of 120 phar-
macies, only half of the pharmacies correctly reported that
there was no age restriction to obtain this medication, which
may hinder youth access.9 Although MOUD has extensively
proven efficacy in adults, a recent review of the literature iden-
tified few studies examining efficacy and safety in adolescents,
which may deter clinicians from utilizing these potentially
life-saving medications.10

A further challenge in treating OUD in youth is poor treat-
ment retention. Although treatment retention is significantly
higher in adolescents who receive MOUD than in those
who receive detox only (e.g., 72% retention at 28 days in ad-
olescents receiving buprenorphine, compared to 39% receiv-
ing clonidine),11 direct comparisons suggest that treatment
retention is significantly worse than among adults. For exam-
ple, one study found that 57% of youth were retained at
3 months, compared to 78% of adults, and that 17% of youth
were retained at 12 months, compared to 45% of adults.12

Another study of buprenorphine maintenance indicated only
a 9% retention rate of adolescents and young adults (aged
15–25) at 12 months.13

Early intervention in this population is critical to reduce
the risk of overdose and prevent future additional negative
outcomes from opioid use. Behavioral interventions, such as
cognitive-behavioral therapies and structured counseling
approaches, have demonstrated efficacy for treating substance
use disorders (SUDs) in adults14,15 and adolescents.16,17 Stud-
ies of behavioral therapy for OUD, however, have focused
primarily on adult samples. Research on therapy approaches
specific to the adolescent population with OUD remains
www.harvardreviewofpsychiatry.org 305
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limited. Given the limited use ofMOUD and low rates of treat-
ment retention in this population, the identification of
evidence-based therapeutic interventions is imperative. This
article seeks to identify and review the current evidence base
for using behavioral therapy in adolescents with OUD.

This review provides a comprehensive assessment of the
literature on behavioral therapy for OUD in adolescents. A
description of evidence-based behavioral treatment approaches
for adolescents with SUDs, not specific to OUD, is highlighted
to provide context prior to describing the results of the literature
review. Additional studies that included behavioral therapy, but
that did not specifically test its efficacy, are also discussed to
expand the understanding of this small literature base. We
conclude with future directions and a discussion of how the
literature on behavioral therapy in adults may inform further
research in adolescents.

EVIDENCE-BASED BEHAVIORAL THERAPIES FOR
ADOLESCENTS WITH SUBSTANCE USE DISORDERS
As context for our literature review, this section describes the
evidence-based treatments for adolescents with SUDs that can
be applied to OUD.

Adolescent Community Reinforcement Approach
The Adolescent Community Reinforcement Approach (A-CRA)
is a behavioral treatment that emphasizes positive social activities,
peer connections, and familial relationships in order to develop
an abstinent lifestyle that is more rewarding than substance
use.18–21 Treatment also focuses on building problem-solving,
relapse-prevention, and anger-management skills, while pro-
moting community engagement.18,19 The A-CRA model mo-
tivates caregivers to play an active role in the process by
providing parent guidance around discouraging substance use,
while utilizing positive communication skills.18 CRA, the adult
version of the treatment manual fromwhichA-CRA is adapted,
has demonstrated efficacy in treating multiple SUDs, including
alcohol, cannabis, cocaine, and OUD.22–25 Studies of CRA
in adolescents with SUDs have also demonstrated efficacy,
mostly for alcohol and cannabis use disorder. In a study com-
paring treatment as usual to CRA in youth aged 14–22, sub-
stance use significantly decreased in the CRA group.26 In
justice-involved youth, A-CRA combined with assertive con-
tinuing care (case management and continuing care) demon-
strated a significant decrease in frequency of use in those
reporting continued use, as well as a significant increase in
the proportion of participants that reported no use.27 Another
study examining A-CRA in adolescents with or without
co-occurring disorders demonstrated a significant increase in
days abstinent and a decline in substance use problems at
12-month follow-up for those with co-occurring externalizing
or internalizing disorders, compared to adolescents with an
SUD alone. The number of days with emotional problems
for thosewith externalizing or internalizing co-occurring disor-
ders also significantly improved compared to those with an
SUD alone.28
306 www.harvardreviewofpsychiatry.org
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Motivational Enhancement Therapy
Motivational enhancement therapy (MET) is a brief, time-
limited counseling approach to help adolescents resolve am-
bivalent feelings about reducing or discontinuing substance
use. MET can encompass a combination of motivational
interviewing techniques and other therapies. Unlike other ther-
apies that systematically guide patients through recovery,MET
emphasizes a patient’s own intrinsic motivation to change.
Commitment to change is then reinforced through subsequent
encounters.Different techniqueswithinmotivational interviewing
include rolling with resistance to avoid confrontation and
also the use of reflections, affirmations, and summarizing.29

These interviewing techniques are often combined with other
types of treatment, including cognitive-behavioral therapy
(CBT).While much of the literature to supportMEThas been
gathered from adult populations, motivational techniques
have also shown to be efficacious in adolescents. Treatment
outcomes for adolescent cannabis users were compared be-
tween briefMETand a delayed-treatment control condition.30

The experimental MET group demonstrated significant reduc-
tions in days of use, amount used, number of dependence
criteria met, and percentage of those meeting Diagnostic and
Statistical Manual of Mental Disorders (DSM)–IV criteria
for dependence, compared to the control condition. A similar
study comparing MET to a delayed control group demon-
strated that 45% of the MET group had a “meaningful
change” in use (defined as reduction in marijuana use by
50% or reporting no symptoms of dependence/abuse at
three-month follow-up), compared to 33% in the control
group.31 Although results were not significant, the initial
findings indicate promise for MET in reducing adolescent
cannabis use. Data also support the use of brief motivational
interviewing interventions in adolescents with nicotine use.
Colby and colleagues32 compared motivational interviewing
to a brief advice condition in adolescent smokers. Results
demonstrated a small to medium effect size for the motiva-
tional interviewing group on abstinence from cigarettes at
follow-up. The motivational interviewing group also had a
significant reduction in dependence symptoms and smoking
days per week, as well as greater reported serious quit at-
tempts. These motivational interventions comprise a growing
evidence base for the efficacy of this behavioral treatment in
adolescents with substance use.

Cognitive-Behavioral Therapy
CBT focuses on modifying thoughts and behaviors that are
maintaining disorder symptoms.20 CBT for SUDs educates
patients about how to identify harmful patterns, target moti-
vational and cognitive barriers, and improve overall life skills
(e.g., problem solving, coping).33 CBT approaches use func-
tional analysis to identify triggers for use and to subsequently
both (1) identify strategies for reducing exposure to triggers
and (2) develop new skills to modify responses to triggers.
While there are different types of CBT, core components of
the modality work toward lessening reinforcers for substance
Volume 28 • Number 5 • September/October 2020
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use through introducing contingencies to reward abstinence
or other desired behaviors, impart reduction-of-use/absti-
nence skills, and encourage rewarding sober activities.33

Both CBTandA-CRA have been actively compared in pre-
vious studies. The Cannabis Youth Treatment Study is one of
the largest adolescent SUD trials to review the efficacy and
affordability of five different therapies.24 In that study, 600
youth who used cannabis aged 12–18 were randomized to
5 sessions of MET/CBT, 12 sessions of MET/CBT, Family
SupportNetwork, A-CRA, orMultidisciplinary Family Ther-
apy. Primary outcomes examined were days of abstinence
and percentage of adolescents in recovery (no use or abuse/
dependence problems, and living in the community). All five
interventions demonstrated significant improvements in pri-
mary outcomes at 12 months, with no significant differences
between groups. However, the most cost-effective treatment
modalities were both variations of MET/CBT and A-CRA.

Group Therapy
Group therapy has a long-standing history in addiction treat-
ment. Five of the major substance use group models include
psychoeducational, skills-development, cognitive-behavioral,
support, and interpersonal processes.34 Support, affiliation,
identification, and peer confrontation are common themes
among these frameworks that can help individuals connect
with one another through the recovery process. Group set-
tings facilitate a commitment to abstinence through these re-
warding therapeutic benefits and have similar efficacy to
individual therapy. In a meta-analysis of 33 different group
therapies in adults, individuals displayed significantly greater
rates of abstinence when compared with no treatment, indi-
vidual therapy, and other forms of treatment (i.e., progressive
relaxation training, couple therapy, health education).35 In
adolescents, a small but growing evidence base supports the
use of different group therapies in substance-using popula-
tions. A review of the evidence for different group therapies
in adolescents aged 11–20 found that 10 of the 13 studies
identified positive substance use outcomes.36 The 10 studies
that displayed positive outcomes used forms ofMET,CBT, fam-
ily and coping skills, interactional therapy, psychoeducation,
student assistance program, group-based therapy, adolescent
group therapy, supportive counseling, and the 12-stepmodel.
Although most of the treatments demonstrated positive
substance-use outcomes, only two of them met criteria for
Chambless and Hollon’s “possible efficacy” of treatment37—
which included but were not limited to randomized studies
with control groups, use of manuals, and reliable and valid
outcomes-assessment measures.36

METHODS
The protocol of this systematic review was prepared accord-
ing to Preferred Reporting Items for Systematic Reviews and
Meta-analyses (PRISMA) guidelines.38 Two individual medi-
cal librarians reviewed study design prior to search execution.
The MEDLINE-PubMed, Cochrane, and PsycInfo databases
Harvard Review of Psychiatry

Copyright © 2020 President and Fellows of Harvard Colle
were searched through February 2020 for relevant published
studies that provided information regarding behavioral treat-
ments for adolescents with OUD. The search terms included
opioid-related disorders, adolescent, counseling, and behav-
ioral therapy. Controlled vocabularies in the Thesaurus of
Psychological Index Terms andMeSH terms were used along
with keywords in the title and abstract fields. The databases
were searched for eligible studies conducted in or later than
1950, according to the following criteria: studies in the
English language; human subjects 12–17 years old; diagnosed
withOUD; and tested the efficacy or effectiveness of some type
of behavioral therapy or counseling. Duplicate articles, dupli-
cated data, and manuscripts without original data (e.g., com-
ments, reviews, case reports, and technical descriptions) were
considered ineligible (see Supplemental Text Box 1, http://
links.lww.com/HRP/A130 for more details). See Table 1 for
an outline of identified titles, abstracts, and full-length manu-
scripts. The Covidence online software was used to assist with
screening and full-text review.

Two independent reviewers (MM and MN) screened the
titles and abstracts to find eligible studies, whichwere selected
for further reading if eligible aspects appeared in the title. Ab-
stracts and keywords were vetted for suitability in the remain-
ing studies. For any study in which eligibility could not be
easily ascertained by review of the title, the full-text article
was read in detail to determine final eligibility. Due to the var-
iability across studies in sample-selectionmethods with respect
to age, any studies that included the specified age range
(12–17) were included in analyses (i.e., studies that also in-
cluded young adults were not excluded). Additional studies
identified during the search that did not examine efficacy of
a behavioral therapy intervention are discussed following
the main review findings.

RESULTS

Search Results
The initial search identified 346 titles and abstracts; 89 dupli-
cates were removed, leaving 257 studies to be screened. Based
on review of titles and abstracts, 50 met the initial criteria or
needed to be fully read to comprehend the extent of its eligi-
bility. Of the 50 full-text studies that were screened for eligi-
bility, 47 were excluded. The reasons for exclusion were as
follows: incorrect patient population (n = 21); the study de-
sign did not test efficacy of behavioral therapy (n = 23); not
OUD-related (n = 2); and no full text access (n = 1). The re-
sults of the search are presented in Supplemental Figure 1,
http://links.lww.com/HRP/A131.

Review of Identified Studies
Only three studies matched the full inclusion criteria (see
Table 1). Notably, none of these studies utilized a randomized
design, and the studies relied on self-report almost exclusively.
Conclusions should therefore be considered preliminary. In
Pugatch and colleagues observational group study,39 adolescents
www.harvardreviewofpsychiatry.org 307
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and young adults aged 16–22 received treatment in a buprenor-
phine maintenance program. For the second study, Godley and
colleagues19 examined data from an observational study of
community-based SUD treatment settings through a large-scale
dissemination grant supported by the Substance Abuse and
Mental Health Services Administration.40 Outcomes were
collected using the Global Appraisal of Individual Needs. For
the last study, Davis and colleagues20 used the national Global
Appraisal of Individual Needs data set collected from 137 sites,
which is also associated with Substance Abuse and Mental
Health Services Administration–funded outpatient programs,
to study latency to first opioid use episode after treatment.

Pugatch and colleagues39 reported on outcomes from the
only group therapy identified in the search. This study was
a small (n = 42), open-label study and thus did not include a
control or comparison condition. The therapy comprised 13
ninety-minute group sessions that incorporated CBT, contin-
gency management, motivational interviewing, and self-help
strategies. Half of the sessions focused on the adolescents’
awareness of addiction. The other sessions focused on recov-
ery, with a final group to process termination. An abstinence-
or harm reduction–based objective was highlighted during
each of the 13 sessions over the 13-week time period. All ses-
sions had a similar structure, beginning with a check-in and
followed by two group activities. Adolescents were able to
draw for a small monetary reward from a prize jar at the end
of session and could have an additional draw if they remained
abstinent since the previous session. A parent-directed curricu-
lum mirrored the adolescent portion and placed emphasis on
understanding family strengths and addressing addiction as a
family disease. Adolescents and their parents were encouraged
to discuss materials and communicate openly after each ses-
sion. Approximately half of the sample completed ten or more
sessions. Themajority of participants identified an improvement
in knowledge of relapse prevention (90% for adolescents,
97% for adults), drug-refusal skills of adolescents (90%),
adult’s perception of adolescent drug-refusal skills (almost
80%), and overall psychosocial functioning of adolescents
(100% of adolescents and parents). More than half (52%)
of the sample reported abstinence throughout the treatment.
Of all of the weekly assessment points, 17% included re-
ported substance use, and 5% included reports of drivingwhile
intoxicated. The vast majority of adolescents (91%) denied
injection use. Data on the correspondence between drug tests
(assumed to be urine, but not explicitly stated) and self-report
were not reported, but the authors believed them to be highly
correlated. Along with the drug tests, this study had several
limitations that hamper the ability to draw clear conclusions
about the efficacy of the treatment. In addition to the lack
of a comparison group, the study did not include a follow-up
period and did not collect baseline measures of substance
use; it is therefore unclear whether there were reductions in
substance or needle use or simply low base rates in this sample.
Adolescents were also receiving other forms of treatment in an
outpatient substance use program,making it hard to determine
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whether the results were fully attributable to the group or were
affected by the concurrent treatments. Finally, the subjects
were predominantly white, with high socioeconomic status,
and supported by parents. Despite these limitations, the results
support the feasibility of this approach for treating adolescents
with OUD. This research also highlights promising rates of
treatment completion, parent engagement, and enhancement
of knowledge and relapse-prevention skills.

Godley and colleagues19 used data from adolescents and
young adults who received A-CRA in the context of outpa-
tient care at 78 SUD treatment settings from 2007 to 2012.
Adolescents within these treatment settings with primary opi-
oid problem use (OPU; n = 306) were compared to adolescents
with primary marijuana or alcohol problem use (MAPU;
n = 3721). The OPU group consisted of participants who re-
ported symptoms of past-year opioid abuse (22%) or depen-
dence (31%) as defined byDSM-IV-TR, or at least weekly use
of opioids (49%). MAPU participants met criteria for past-year
marijuana or alcohol abuse (30% and 18%, respectively) or
dependence (33%; 8%) as defined byDSM-IV-TR, or reported
at least weekly use of marijuana/alcohol (65%; 15%). None of
theMAPUparticipantsmet criteria for theOPU group, though
some of the OPU group participants met the threshold for in-
clusion in the MAPU group. The OPU group was more severe
at baseline on a wide array of measures, such as substance use
problem severity, number of substances used, and mental
health problems. Despite the greater severity of the OPU group,
no significant differences between groupswere found inmarkers
of treatment initiation, engagement, retention, or satisfaction.
Both groups had significant reductions in substance use and
substance use problems over the course of treatment and
posttreatment follow-up. The OPU group had a significantly
greater reduction in alcohol (p < .05; small effect size of
−0.15), opioid (p < .001; large effect size of −1.41), other drug
use (p < .001; moderate effect size of −0.45), and days of emo-
tional problems (p < .05) when compared to theMAPU group.
The MAPU group had a significant reduction in days of alco-
hol and marijuana use (p < .001) but not opioids or other
drugs. For substance use problems, theMAPU group had sig-
nificant reductions in SUD symptoms over time (p < .001).
Overall, the OPU group responded with a similar degree of
improvement to the MAPU group but did not improve to
the MAPU group level, likely due to greater baseline severity
in the OPU group. The lack of random assignment and com-
parison of A-CRA to a control group for youth with OPU
limits the interpretation of findings. Nevertheless, results of
this study supported the feasibility and acceptability of
A-CRA for adolescents with significant opioid use or OUD.

Using data from the national GAIN data set from 2002–13,
Davis and colleagues20 tested the hypothesis that treatment as
usual (e.g., 12-step facilitation, supportive counseling) would
be associated with worse opioid-use outcomes (defined as time
to first opioid use) than the active comparison conditions
(A-CRA,MET/CBT, and CBT) among youth and young adults
with OUD (n = 785). Latency to first opioid-use episode after
Harvard Review of Psychiatry
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treatment initiationwasmeasured in three different treatment
conditions comprising adolescents and young adults: A-CRA
(n = 298), MET/CBT (n = 142), CBT alone (n = 107), and
treatment as usual (n = 238). Participants were included if
they were between the ages of 12 and 29, were entering treat-
ment for OUD, and if it was known what type of treatment
they had received in their facilities. Groups were defined by
the type of therapy received, and all participants who received
only motivational interviewing were screened out. In partial
support of the hypotheses,MET/CBTorCBTalone and treat-
ment as usual were associated with longer latency to opioid
use than A-CRA. Specifically, the hazard rates for latency to
opioid use in individuals who received A-CRA compared to
the treatment-as-usual condition was 79% higher for
A-CRA (p < .01) and 122% higher for A-CRA compared to
MET/CBT or CBT alone (p < .01). There was no difference
in latency between the MET/CBT or CBT alone group and
the treatment-as-usual group (HR = 0.81, p = .09). Of note,
although these differences were statistically significant, the
magnitude of these effects was modest, with similar median
days to opioid use in all conditions (range between 58.3 and
63.9 days). Adolescents had longer latency to opioid use rel-
ative to young adults; there was no age � treatment type in-
teraction, suggesting that adolescents had better outcomes
for all treatment types. There was some indication of interac-
tions based on sex. Male adolescents were found to have a
shorter latency to first opioid use after treatment initiation
in the A-CRA or treatment-as-usual conditions than MET/
CBT or CBT alone. Female adolescents demonstrated no dif-
ference in average latency to first opioid use after treatment
initiation between treatment conditions. Treatment adher-
ence and fidelity to the intervention models were not exam-
ined. A strength of this study was the use of propensity
weights to approximate random assignment; however, the
study sample was drawn from multiple independent treat-
ment sites nested within several independent service grant ini-
tiatives, therefore increasing the potential for study confounds
(e.g., differential follow-up attrition; fidelity to treatment and
measurement protocols). Additionally, this study focused solely
on latency to first use and did not include other clinically mean-
ingful outcomes (e.g., days of opioid use, OUD symptoms).

Additional Studies That Included Behavioral Therapy
In the search results, several studies were identified that in-
cluded behavioral therapy but that did not specifically test
its efficacy. Some of the studies investigating efficacy of MOUD
included a behavioral therapy component but did not identify
specific effects of the therapy. Despite not meeting inclusion
criteria for this review, these studies may provide helpful insight
into a very small evidence base and are therefore briefly re-
viewed in this section.

One study examined adolescents with (n = 56) andwithout
heroin (n = 93) use who received short-term residential treatment
with an adolescent-tailored 12-step approach.41 Both groups
had significant declines in days not meeting responsibilities
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because of drug use, days in detention, overall mental dis-
tress, number of arrests, and illegal activity. The heroin-use
group had a significant reduction in heroin use on available
days at 12 months (59.5% at baseline; 19.7% at follow-
up).41 Findings provide support that adolescents with heroin
use can respond to treatment, although this group experienced
a greater severity of symptoms relative to those without heroin
use, which persisted over a 12-month follow-up period.

A buprenorphine taper study by Woody and colleagues42

examined youth between the ages of 15 and 21 (n = 152) who
were assigned to either a 12-week or 14-day buprenorphine/
naloxone taper. Both conditions included once-weekly group
and individual counseling. Counseling components highlighted
creating positive relationships, taking medications properly,
coping with stress, drug refusal and education, and attending
age-appropriate self-help groups. Findings indicated that in-
dividuals who completed the 12 weeks of buprenorphine
treatment had fewer opioid-positive urine screens and less
injection-drug use, and received less outside addiction treat-
ment, than the 14-day taper. Those in the 12-week group also
attended a greater number of counseling sessions.42 Another
MOUD study examined adolescents under age 18 (n = 55)
on methadone or buprenorphine in combination with indi-
vidual counseling (CBT, motivational interviewing, social work
resources, and additional family therapy in some cases).43 There
were 32 treatment completers (ages 15–18) at four months. At
baseline, 98% of participants had an opioid-positive urine drug
screen (n = 52), compared to 28% (n = 9) of those at treatment
completion. In addition, participants experienced a significant
improvement inmean scores on the depression, anxiety, and an-
ger subscales of the Beck Youth Inventory Second Edition over
the course of treatment.43

In another study, Marsch and colleagues11 compared clo-
nidine and buprenorphine over a 28-day detoxification
period in adolescents (aged 13–18; n = 36) with opioid de-
pendence in conjunction with contingency management and
three-times-weekly A-CRA.11 The buprenorphine group had
significantly better treatment retention and more opioid-
negative urine drug screens than the clonidine group. The
authors speculated that the behavioral therapy and contin-
gency management incentives, which focused on opioid absti-
nence, likely promoted treatment retention in both groups. In a
separate study involving the same cohort (aged 13–18) asMarsch
and colleagues’ study,11 the Youth Self-Report was used to assess
emotional and behavioral problems; on 6 of the instrument’s
13 scales, subjects showed significant improvement.44 Find-
ings indicated that youth who stayed in treatment had a re-
duction in internalizing and total problems. A later study
conducted by Marsch and colleagues45 tested attendance and
urine drug screens of youth (aged 16–24; n = 53) who were
given buprenorphine, intensive CBT 2–3 times weekly, con-
tingency management, and vouchers. Only 11 of the partici-
pants were under the age of 18. Individuals randomized to
the 56-day taper group had significantly more opioid-negative
urine drug screens (35%) than the 28-day taper group (17%).45
312 www.harvardreviewofpsychiatry.org
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Qualitative measures were collected from a sub-study of a
larger clinical trial examining the efficacy of two tapers of
buprenorphine/naloxone, combined with behavioral treat-
ment.46 Participants (n = 22) ranged from 13 to 24 years
old at intake of the main study, but all were 18 years or older
during the interviews of the sub-study. Outcomes of the inter-
views indicated that increasing the youth’s social support sys-
tems through treatment encouraged treatment initiation and
continuation. Findings also highlighted that staff engage-
ment, especially at the initiation of treatment, was extremely
important for the adolescents to begin care.46

DISCUSSION

Summary of Findings
Our literature search yielded only three studies, highlighting
the dearth of literature on this important topic. These studies
reflected only two separate data sets, neither of which employed
randomized designs. Accordingly, any conclusions should be
interpreted with caution. Nonetheless, these studies yielded
promising findings about the efficacy of behavioral therapy
forOUD. Treatment retention and outcomeswere strong, with
evidence for significant reduction in opioid use and related
problems. Adolescents appeared to have better outcomes than
young adults in the studies reviewed.

There was some indication that the sex of subjects was a
relevant variable in the one study that compared treatment
types (A-CRA, CBTwith or withoutMET, treatment as usual)
to latency of first opioid use. Replication of this finding will be
important, however, given the large number of tests run in this
analysis (and thus elevated risk of type 1 error). An analysis
specifically of A-CRA showed that it was associated with
significant reduction in opioid and other drug use, substance-
related problems, andmental health symptoms in this population.

The group therapy outlined by Pugatch and colleagues39

integrated both parent and adolescent group therapy formats.
In addition, it used a hybrid model, incorporating a number
of treatment modalities. The parental involvement factors,
psychoeducation, and initial acceptability of this therapy
could positively affect an adolescent’s treatment course. These
encouraging preliminary findings can direct future
OUD-focused group therapies.

Although these studies provide some initial answers on the
use of behavioral therapy in youth, they also highlight a sub-
stantial gap in the evidence base. Given the paucity of research
on behavioral therapy in adolescents, the adult literature can
be informative for considering next steps in this clinical and
research agenda.

Lessons from Studies of Adults
Studies of behavioral therapies for OUD in adults have yielded
mixed results. In particular, results for studies combining be-
havioral therapy with buprenorphine have been disappointing
and often suggest little or no additive benefit,47whereas studies
of people receiving methadone maintenance treatment have
Volume 28 • Number 5 • September/October 2020
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been more promising.48–50 Several lessons can be gleaned
from the adult literature that may inform clinical research
in adolescents.

First, treatment adherence and compliance have been a sig-
nificant limitation in studies of behavioral therapy in OUD.
For example, in a large clinical trial of buprenorphine with
or without drug counseling, only 66% of participants met
the minimum criteria for adequate attendance (>60% of ses-
sions attended).51 Similarly, in a trial testing CBT added to
outpatient buprenorphine treatment, the average session at-
tendance was only 6.7 out of 12 sessions.52 Participants in
these trials may have received sub-therapeutic doses of behav-
ioral therapies. Efforts to enhance the adherence to behav-
ioral therapy will facilitate a better test of its efficacy in youth.

Second, although behavioral therapy has often failed to
show consistent additive benefit for opioid use outcomes, it
has been linked with reduction in other substance use and
psychosocial and functional outcomes.48,53 Behavioral ther-
apy may actually offer the greatest promise for targeting the
domains of symptoms and functioning that are not adequately
addressed byMOUD. In adolescents, these domainsmay crit-
ically include interpersonal and family functioning, involve-
ment of family supports in treatment, and efforts to enhance
medication adherence. Similarly, behavioral therapy may be
used to address common co-occurring psychiatric conditions,
which are highly prevalent in youth with SUDs.54

Third, contingency management and other reinforcement-
based therapies appear to offer the most robust benefits in
adults.14 A focus on such behavioral approaches may be par-
ticularly indicated in adolescents. Almost a dozen trials have
tested the Community Reinforcement Approach for SUDs,
with all of them showing positive or equal outcomes.21 Using
the same data set as the adolescent opioid-specific study by
Godley and colleagues,19 Welsh and colleagues23 examined
young adult outcomes (n = 419). Similar rates of treatment
retention, initiation, and engagement were found in the pri-
mary opioid-use group compared to individuals who pre-
sented to treatment for primary marijuana or alcohol use. The
opioid-use group also demonstrated significant decreases in opi-
oid, alcohol, marijuana, and other drug use over time.

Future Directions
There are many gaps in understanding the role of behavioral
therapy forOUD in adolescents. Themost fundamental question
has yet to be answered: is behavioral therapy effective for adoles-
cents with OUD? In addition, the state of the evidence base of
MOUD is limited in this population,10 and buprenorphine is
Food and Drug Administration–approved for youth only
starting at age 16.55 Accordingly, the most important next steps
to efficiently advance knowledge would be to conduct random-
ized trials that use additive designs to test the addition of behav-
ioral therapy to MOUD. In such trials, randomization would
occur at the level of behavioral therapy (i.e., all patients receive
medication) to allow for causal conclusions about whether or
what type of behavioral therapy is efficacious in this population.
Harvard Review of Psychiatry
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Although several behavioral therapy options may be prom-
ising, as reviewed above, studies of behavioral therapy that
include family involvement and contingency management or
other reinforcement-based strategies may be particularly prom-
ising. For example, enhancement of A-CRA (which integrates
family members) with a full contingency-management protocol
would leverage multiple potential mechanisms of behavioral
change and optimize the likelihood of success.

CONCLUSION
Despite the obvious need for effective behavioral treatment
for adolescents with OUD, the literature is sparse. Although
the initial results are promising, none of the three studies re-
viewed here involved a randomized clinical trial, and one of
the three was an open-label study without a comparison group.
Thus, we are limited in the ability to interpret treatment efficacy
at this early stage. Nonetheless, the reviewed studies provide
support for the feasibility and acceptability of several ap-
proaches, with available outcome evidence for each treatment
suggesting the need for randomized clinical trials. Because so
few studies have been conducted on behavioral therapies for
adolescents with OUD, further research is urgently needed.
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