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ABSTRACT

PURPOSE Little is known about the prevalence of opioid use disorder (OUD)
among parents who are living with children and their receipt of treatment, which
could reduce the harmful effects of OUD on families.

METHODS We used 2015-2017 cross-sectional national survey data to estimate
prevalence and treatment of opioid use disorder and other substance use disor-
ders (SUD) among parents living with children.

RESULTS An estimated 623,000 parents with opioid use disorder are living with
children, and less than one-third of these parents received treatment for illicit drug
or alcohol use at a specialty facility or doctor’s office. Treatment rates were even
lower among the more than 4,000,000 parents estimated to have other SUDs.

CONCLUSION Many parents in both groups have concurrent mental health issues,
including suicidal thoughts and behavior. Primary care practices can play a criti-
cal role in screening and facilitating treatment initiation.

Ann Fam Med 2019;17:207-211. https://doi.org/10.1370/afm.2389.

INTRODUCTION
he rate of opioid use disorder (OUD) in the United States has

increased over the past 2 decades.! Children whose parents have

OUD are at higher risk of experiencing health and emotional prob-
lems, cognitive deficits, and family instability.>* Research shows about 1
in 5 people with OUD receive treatment,” but little is known about the
prevalence of OUD among parents who are living with children and their
receipt of treatment, which could reduce the harmful effects of OUD
on families. A previous report using data from 2009 to 2014 studied
characteristics of children living in a household with a parent who had a
substance use disorder (SUD)?; that study is dated, however, and did not
examine parental OUD or treatment. We used new data from the same
source to fill this research gap.

METHODS

We used the 2015-2017 National Survey of Drug Use and Health
(NSDUH), a nationally representative cross-sectional survey drawn from a
state-based multistage probability sample of people aged =12 years (annual
sample size >65,000), conducted by the Substance Abuse and Mental
Health Services Administration.” The data were collected via computer-
assisted self-interview for privacy; nonetheless, SUD prevalence, particu-
larly for OUD, was likely underestimated because of social desirability
bias and other factors.'"® Our sample of interest was defined as any parent
living with a child aged <18 years. Opioid use disorder was defined as
meeting criteria in the Diagnostic and Statistical Manual of Mental Disorders, 4th
edition (DSM-IV), which relates to past-year use of heroin or prescription
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pain relievers.!" Other SUDs were defined as meeting
criteria in the DSM-IV.

To provide context for estimates of parental OUD
and treatment rates, we calculated the prevalence of
(1) OUD (with or without a co-occurring SUD) and
(2) 21 SUDs without co-occurring OUD among par-
ents in households with children aged <18 years and
compared the 2 groups. We calculated the rates of
treatment for use of illicit drugs, alcohol, and mental
health among those in each group, focusing on set-
tings associated with more intensive treatment such
as specialty facilities (eg, hospital inpatient, rehabilita-
tion inpatient, rehabilitation outpatient clinic, out-
patient mental health center) or other doctor's office
(eg, office-based buprenorphine treatment for OUD)
and excluding services at an emergency department,
self-help group, or jail or prison setting. We used
recommended survey weights and standard errors.
We calculated 95% Cls for all estimates and adopted
2-tailed t test with P <.05 as the threshold for statisti-
cal significance. The analysis was conducted in Stata
version 15 (StataCorp, LLC) and was exempted by the
Urban Institute's Institutional Review Board.

RESULTS

We identified 44,464 parents living in households with
children in the 2015-2017 sample, 446 of whom had
OUD and 2,955 had =1 SUDs but not OUD (Table 1).
The rate of OUD among parents was 0.9% (95% CI,
0.8-1.0), which implies that an estimated 623,000 par-
ents with an OUD are living with a child aged <18
years (95% CI, 548,000-698,000; data not shown).

Of these, 42.2% (95% CI, 35.5-48.8) had OUD and
>1 other SUD. Among parents living in households
with children, 5.9% (95% CI, 5.6-6.1), or an estimated
4.206 million parents (95% Cl, 4.022-4.391 million,
data not shown), were identified as having SUDs but
not OUD. The parents with OUD were lower income,
more likely to be non-Hispanic white, and more likely
to have Medicaid compared with those with SUDs but
not OUD. More than 1 in 5 parents with OUD had
suicidal thoughts and behavior, and nearly one-fourth
had serious mental illness, indicating higher rates of
mental health problems compared with parents with
SUDs other than OUD. In 2015-2017, 28.0% of the
parents with OUD received treatment for illicit drug
or alcohol use at a specialty facility or other doctor's
office, compared with 5.6% of the group with SUDs
but not OUD (Table 2), a difference of 22.4 percent-

age points (95% CI, 15.9-28.8; P <.05, data not shown).

The rate of receipt of treatment for alcohol use at a
specialty facility or other doctor's office was 5.9%
among parents with OUD (95% CI, 3.4-8.5) and was

similarly low for parents with SUDs other than OUD,
despite the substantial prevalence of alcohol use dis-
order in both groups, at 22.4% (95% CI, 17.3-27.6)
and 85.7% (95% CI, 83.9-87.6), respectively. Among
parents with OUD, 42.2% received any mental health
treatment, compared with 26.0% for those with SUDs
but not OUD, a difference of 16.2 percentage points
(95% ClI, 8.8-23.5; P <.05, data not shown).

DISCUSSION

We found that more than half a million parents with
OUD are living with children. Less than one-third
of these parents reported that they had received
treatment for illicit drug or alcohol use, and about
two-fifths received mental health treatment. Among
the >4 million parents with SUD but not OUD, less
than one-tenth received treatment for illicit drugs or
alcohol, and about one-fourth received mental health
treatment.

Low receipt of substance use treatment among
parents with OUD and other SUDs may be related to
low rates of SUD identification and diagnosis by pro-
viders, low rates of treatment initiation after diagnosis,
or both. The US Preventive Services Task Force rec-
ommends screening for unhealthy alcohol use among
adult patients in primary care settings and providing
brief behavioral counseling interventions to reduce
unhealthy alcohol use when appropriate.'? Routine
screening and brief intervention for illicit drug use are
recommended as a preventive service in primary care
by the US Surgeon General'® and federal health agen-
cies."'” Primary care providers are well positioned
to provide routine screening of substance use among
parents because primary care visits are the most com-
mon type of health care utilization among parents.'
Moreover, primary care providers with sufficient
support and clinical staff could help address unmet
mental health needs among these parents through
screening and facilitated referral. The US Preventive
Services Task Force recommends screening for depres-
sion among adult patients in primary care settings,'”
which may be particularly important for those with
OUD, because of the reported high prevalence rates of
co-occurring mental health conditions.

An area for further study is whether screening
parents for SUDs and mental health conditions at
pediatric care practices could inform treatment deci-
sions for pediatric patients and facilitate referrals to
evidence-based care for parents. This is a critical
knowledge gap because many studies demonstrate an
association between adverse experiences in childhood,
such as parental SUDs, and health problems later in
life, including mental health problems and SUDs.%!81°
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Primary care practices can play a number of impor-  cognitive-behavioral therapy and information about

tant roles in addressing SUD issues among parents, medication-assisted treatment [MAT]?*°), engaging
including screening for SUDs, diagnosing, motivating  patients in treatment decision making,?' and develop-
change in substance use behaviors when appropri- ing a plan for follow-up either in the primary care
ate (eg, by initiating a brief counseling intervention setting or with a specialty provider.?? In the context
or brief treatment with motivational interviewing or of patient-centered, comprehensive care, MATs such

Table 1. Sociodemographic and Health Characteristics of Parents Living With Their Children® by
Past 12 Months OUD or Other SUD Status,® 2015-2017

oub SUDs Except OUD [Ref]

P Vvalue for
n % (95% CI) Difference® n % (95% CI)

Age group, y

<25 103 11.0 (7.8, 14.1) 0.59 652 10.0 (8.8, 11.2)

26-34 171 35.4 (28.6, 42.1) 0.31 1,001 31.5 (28.8, 34.1)

>35 172 53.7 (46.3, 61.0) 0.20 1,302 58.5 (56.0, 61.0)
Female sex 251 48.9 (42.8, 54.9) 0.04 1,408 42.6 (40.0, 45.3)
Family income as a % of the federal poverty level®

<100 162 29.0 (23.2, 34.7) 0.00 719 19.4 (17.3, 21.4)

100-200 135 28.6 (22.4, 34.8) 0.1 752 22.9 (20.7, 25.1)

>200 149 425 (34.3,50.7) 0.00 1,484 57.7 (55.3, 60.2)
Race or Hispanic origin

Non-Hispanic white 307 73.6 (66.7, 80.6) 0.00 1,720 61.9 (59.7, 64.2)

Other 139 26.4 (19.4, 33.3) 0.00 1,235 38.1 (35.8, 40.3)
Insurance status, current

Any private, including military 152 40.2 (32.4, 47.9) 0.00 1,654 63.5 (61.0, 65.9)

Medicaid 191 35.3 (30.4, 40.2) 0.00 755 18.8 (16.9, 20.7)

Other insurance 30 9.0 (4.9, 13.1) 0.05 152 4.6 (3.6, 5.7)

No insurance 73 15.6 (10.7, 20.4) 0.30 394 13.1 (11.3, 15.0)
Self-reported fair or poor health 119 29.7 (24.1, 35.4) 0.00 358 12.0 (10.2, 13.8)
Mental health, past 12 mo¢

Suicidal thoughts and behavior 90 20.1 (15.4, 24.8) 0.00 368 10.6 (9.2, 11.9)

Major depressive episode 115 25.1 (19.7, 30.4) 0.00 528 16.4 (14.5, 18.4)

Any mental illness 279 61.9 (55.9, 67.9) 0.00 1,279 40.3 (37.9, 42.6)

Serious mental illness 106 23.5 (19.0, 28.0) 0.00 420 13.2 (11.6, 14.7)
SUDs, past 12 mo

OUD without another SUD 247 57.8 (51.2, 64.5) n.a. 0 n.a.

Other SUDs 199 42.2 (35.5, 48.8) n.a. 2,955 100.0

Alcohol use disorder 107 22.4 (17.3, 27.6) 0.00 2,440 85.7 (83.9, 87.6)

Marijuana 54 12.8 (8.4, 17.2) 0.82 472 13.3 (1.7, 15.0)

Cocaine, including crack 32 6.0 (3.3, 8.7) 0.04 80 2.8 (1.9, 3.7)

Methamphetamines 44 9.2 (5.4, 13.0) 0.00 126 3.4 (2.6, 4.2)

Tranquilizers 50 9.8 (6.4, 13.1) 0.00 58 1.6 (1.0, 2.2)

Other' 44 7.7 (4.8, 10.7) 0.00 82 2.4 (1.7,3.1)
Sample size 446 2,955
Rate among parents living with their children 446 0.9 (0.8, 1.0) 0.00 2,955 5.9 (5.6, 6.1)

NSDUH = National Survey of Drug Use and Health; OUD = opioid use disorder; Ref = reference; SUD = substance use disorder.

2 Defined as any parent living with a child aged <18 years in the household; sample size 44,464 for 2015-2017.

b Estimates are derived from the pooled 2015-2017 NSDUH and adhere to NSDUH requirements for estimation and suppression.®

< Two-sided t test used to compare difference in means between parents with OUD living with their children and parents with another SUD but not OUD living with
their children.

9 NSDUH computes this measure by using each sample person’s age, family size, number of children in the household, and family income, including any imputed
income. Because the income questions ask about total family income in $10,000 increments, the computation assumes the midpoint of the category.

¢ Mental illnesses are defined as a diagnosable mental, behavioral, or emotional disorder, other than a developmental or substance use disorder, assessed by the Men-
tal Health Surveillance Study Structured Clinical Interview for the Diagnostic and Statistical Manual of Mental Disorders—Fourth Edition—Research Version—Axis | Disorders,
which is based on the 4th edition of the Diagnostic and Statistical Manual of Mental Disorders. These mental illness estimates are not direct measures of diagnostic status.
Serious mental illness is defined as mental illness that results in serious functional impairment, which substantially interferes with or limits >1 major life activities. For
details on the methods, see Section D of the 2016 NSDUH: Methodological Summary and Definitions.®

fIncludes use disorders for sedatives, inhalants, prescription stimulants, and hallucinogens.
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Other SUD Status, 2015-2017¢

Table 2. Mean Receiving Drug or Alcohol Use Treatment in a Specialty Facility or Private Doctor’s
Office? in the Last 12 Months Among Parents Living With Their Children® by Past 12 Months OUD or

ouD (n = 446)

SUDs Except OUD
(n =2,955) [Ref]

P Value for
n % (95% CI) Difference? n % (95% CI)
Treatment for illicit drug or alcohol use at a spe- 133 28.0 (21.6, 34.3) 0.00 184 5.6 (4.7, 6.5)
cialty facility or private doctor’s office
Treatment for illicit drug use at a specialty facility 121 25.9 (19.7, 32.1) 0.00 98 2.9 (2.3, 3.6)
or private doctor’s office
Treatment for alcohol use at a specialty facility or 35 5.9 (3.4, 8.5) 0.14 124 4.0 (3.1, 4.9)
private doctor's office
Any treatment for mental health 187 42.2 (34.9, 49.5) 0.00 753 26.0 (23.9, 28.2)

b Defined as any parent living with a child aged <18 years in the household.

their children.

NSDUH = National Survey of Drug Use and Health; OUD = opioid use disorder; Ref = reference; SUD = substance use disorder.

2 Including hospital inpatient setting, rehabilitation inpatient setting, rehabilitation outpatient clinic, outpatient mental health center, or private doctor’s office.

< Estimates are derived from the pooled 2015-2017 NSDUH and adhere to NSDUH requirements for estimation and suppression.®
9 Two-sided t test used to compare difference in means between parents with OUD living with their children and parents with another SUD but not OUD living with

as buprenorphine treatment for those with OUD or
extended-release injectable naltrexone for those with
alcohol use disorder can be provided in an office-
based primary care setting.?*> The use of standardized
patient placement and provider referral tools can help
primary care providers ensure that patients who initi-
ate SUD treatment do so in the appropriate care set-
ting (which in some cases may not be the primary care
setting) with a high-quality care provider offering the
appropriate levels of care and services and accepting
new patients.>*

Raising treatment initiation rates among parents
with an SUD in primary care settings may require
addressing a range of capacity and infrastructure
issues, related to the low availability of evidence-based
SUD treatment programs in the community?>2¢ and
of family-centered services for parents with OUD and
other SUDs.?” Many primary care providers do not
have the resources and tools to enable them to refer
and link people to supportive services that could facili-
tate treatment initiation and recovery, such as housing,
legal assistance, food assistance, and other services
related to social determinants of health.?® Increasing
the share of primary care providers who have waiv-
ers from the Drug Enforcement Administration to
prescribe buprenorphine for OUD (estimated to be
just 3.0% of primary care physicians in 2012)?° and
addressing deficits in clinician education about SUDs
and associated treatment®® and institutional and finan-
cial barriers for providing treatment, including MAT,
could also help reduce OUD and SUD treatment
gaps among parents.’' In addition, treatment initiation
can be impeded by lack of insurance coverage and
by insurance-related barriers such as prior authoriza-
tion and cost sharing.?> Addressing these issues could

increase the share of parents with OUD and other
SUDs who are receiving evidence-based treatment,
which in turn could improve the health and function-
ing of parents and their children, protect child welfare,
and preserve or reunify families.

A key limitation of our study is that NSDUH data
are self-reported and thus subject to recall and social
desirability biases, and the sample excludes some popu-
lations likely to have high rates of SUDs, such as popu-
lations experiencing homelessness or incarceration."
These factors tend to bias downwards the rates of
SUDs, with a recent analysis showing the prevalence
of OUD in Massachusetts was nearly 4 times higher
than the NSDUH prevalence estimates,'® although
national estimates of the extent or nature of under-
reporting among parents in NSDUH are not available.
Thus, our findings, which suggest substantial unmet
needs for OUD and SUD treatment among parents,
likely understate the extent of the problem. Despite
the limitations of the data, they do offer important,
up-to-date information that capitalizes on the strengths
of the NSDUH, which is the only survey large enough
to support nationally representative estimates and com-
parisons of parental OUD and other SUDs by sociode-
mographic characteristics and receipt of treatment.

To read or post commentaries in response to this article, see it
online at http://lwww.AnnFamMed.org/content/17/3/207.
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