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Abstract

Substance use is associated with poor outcomes for individuals with early psychosis. Community 

Reinforcement and Family Training (CRAFT) is an evidence-based approach that helps families 

to reduce substance use, engage in treatment, and improve family wellbeing, but it has not yet 

been studied for psychosis and substance use. The present study aimed to develop and evaluate a 

telehealth intervention utilizing CRAFT for families experiencing early psychosis and substance 

use. Twenty family members completed six to eight telehealth sessions of CRAFT adapted for 

early psychosis (CRAFT-EP). Participants completed an assessment battery at baseline, mid- 
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and post-intervention, a three-month follow-up, surveys after each session, and a focus group to 

measure mean percentage of sessions completed, mean program satisfaction ratings, telehealth 

preference, and qualitative feedback. Participants had 100% session attendance, and program 

satisfaction was at or near excellent for 99% of sessions. Half of participants preferred a primarily 

virtual hybrid program, whereas 45% preferred exclusively virtual visits. Communication was 

the most helpful topic, and participants requested additional written examples and resources. 

CRAFT-EP is feasible and acceptable to serve as the active intervention in a pilot randomized 

controlled trial comparing treatment as usual plus CRAFT-EP to treatment as usual.
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1. Introduction

Establishing and maintaining treatment engagement is essential for people with early 

psychosis. However, having substance use problems significantly reduces the likelihood 

of successful treatment engagement (Conus, et al., 2010; Doyle et al., 2014; Oluwoye et 

al., 2019), and is associated with more severe psychiatric symptoms, and lower quality 

of life (Oluwoye et al., 2019). This is a critical concern, since approximately 50–75% of 

people with early psychosis have a lifetime history of problematic substance use (Cather et 

al., 2018; Shinn et al., 2017; Wade et al., 2006), primarily cannabis, alcohol, and nicotine 

(Oluwoye et al., 2019). Evidence-based treatments are available to address early psychosis 

and substance use, such as multidisciplinary coordinated specialty care integrating psychosis 

and substance use treatment (e.g., Heinssen et al., 2014; Kane et al., 2016). However, care 

cannot be effective if clients are not engaged in treatment, or if they are not ready to consider 

and work towards change during their treatment. Additionally, despite its positive impact on 

quality of life, general coordinated specialty care (not enhanced for substance use disorders) 

has not been found to significantly reduce substance use (Cather et al., 2018). Other targeted 

efforts to treat substance use (e.g., cannabis use disorder) in early psychosis populations 
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have also not been found to be effective in reducing substance use (e.g., Barrowclough et 

al., 2014; Madigan et al., 2013). These results highlight a significant unmet need. Increasing 

readiness to change substance use is a candidate target with the potential to reduce substance 

use and improve recovery outcomes for people with substance use and early psychosis 

(Petersen et al., 2007).

Community Reinforcement Approach and Family Training (CRAFT) is an evidence-based 

intervention designed to increase engagement in substance use treatment (Meyers et al., 

1999). CRAFT recognizes that individuals with problematic substance use are often not 

ready to engage in treatment and capitalizes on the motivation of concerned significant 

others (hereafter referred to as family members), who often experience elevated distress 

and seek strategies to support and engage the identified patient relative (hereafter referred 

to as client) in treatment. CRAFT is an individual intervention that works directly with 

family members to improve their wellbeing (e.g., to reduce depression and anxiety) and 

increase the client’s readiness to begin treatment for substance use (74%; Meyers et al., 

1999), which can occur in as few as four to six sessions (Kirby et al., 2017). CRAFT is 

based on operant conditioning theory, which uses systematic modification of behavioral 

consequences including use of rewards to increase desired behavior and negative outcomes 

to decrease less desired behavior. Specifically, family members learn how to change their 

interactions with the client through positive communication, problem-solving, and positively 

reinforcing healthy non-using behaviors, while withdrawing protection against negative 

natural consequences of using substances to reduce ongoing use.

CRAFT has the potential to improve treatment engagement for people with co-occurring 

conditions. Though clients with substance use problems frequently have co-occurring 

disorders such as depression, anxiety, trauma, and externalizing disorders (Godley et al., 

2014), versions of CRAFT have not been adapted for dual disorders. CRAFT has also not 

been studied with family members of individuals with substance use and early psychosis, as 

research studies have often excluded people with a family history of psychosis (e.g., Meyers 

et al., 1999; Waldron et al., 2007). CRAFT has promise for filling this gap and determining 

how to adapt CRAFT to this population is an important next step.

Engaging family members of people with early psychosis with CRAFT is a viable option 

given that most individuals with early psychosis receiving treatment live with a family 

member (Drapalski et al., 2018) and many have family member contact with their treatment 

team (Jones et al., 2021). Families are often motivated to participate in treatment to support 

the client but encounter barriers to involvement such as time, transportation, finances, and 

childcare. Utilizing telehealth, such as video conferencing, can mitigate these barriers. 

Telehealth tools can achieve positive results similar to those of in-person therapy (Hulsbosch 

et al., 2017; Tse et al., 2015). Testing an intervention that capitalizes on technology may 

result in a more sustainable service delivery of evidence-based practices for clients and their 

families.

CRAFT for early psychosis (CRAFT-EP) is the first adaptation of CRAFT for families 

of people with substance use and early psychosis, which was developed as a synchronous 

telehealth intervention. Traditionally, many family interventions focus on substance use, 
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or they focus on psychosis broadly but not necessarily substance use (Kline et al., 

2021). Other integrated approaches with both clients and family members (Kane et al., 

2016; Mueser, 2013) are not always possible if clients do not consent to family contact. 

CRAFT-EP works with individual family members rather than requiring client or whole 

family involvement, though both families and the client may experience benefits from 

the intervention. The present pilot study aimed to assess the preliminary feasibility and 

acceptability of CRAFT-EP for family members of people with substance use and early 

psychosis. As an exploratory aim, we also assessed preliminary outcomes of changes in 

family member wellbeing (depression, anxiety, stress, happiness, relationship happiness) 

from baseline to post-intervention.

2. Methods

2.1. Participants

Eligibility criteria for family members included: 1) being 18–70 years of age, 

2) self-reporting having a relative with EP (schizophrenia, schizoaffective disorder, 

schizophreniform, psychosis NOS, delusional disorder, brief psychotic disorder, major 

depression with psychosis, bipolar disorder with psychosis) with onset in the past six years, 

3) who has also used cannabis, alcohol, or nicotine in the past 90 days or had used one of 

those substances prior to the past 90 days and had no immediate interest in abstinence, 4) 

being the person(s) who could best describe the client with psychosis per family member 

self-report (e.g., mother, father, sister, etc.), 5) having at least one contact/day on four days 

over the past month (in-person or electronic) with the client, 6) access to a computer with 

internet or mobile phone with video conferencing capabilities, and 7) the ability to speak and 

read English. Exclusion criteria for family members included 1) DSM-5 moderate or severe 

substance use disorder in the past year, 2) lifetime psychotic disorder, 3) history of domestic 

violence with the client, and 4) psychiatric, cognitive, or medical impairments that would 

interfere with the ability to follow through with the treatment plan.

Family members (n=21) were recruited through clinician referral, family groups, flyers, 

and clinicaltrials.gov between 2020 and 2021; see Figure 1 for the CONSORT diagram. 

One participant declined to participate following the baseline visit and before any coaching 

sessions due to having an extensive background in CRAFT training and an interest in 

becoming a parent CRAFT coach elsewhere. Fifteen participants completed focus groups 

(group #1: n=4; group #2: n=4; group #3 n=4; group #4 n=3) to provide additional feedback 

about adapted program changes and service needs. Two participants completed an individual 

debriefing due to scheduling conflicts; however, recorded audio data was only available for 

one of these participants due to a technical error. We were unable to schedule focus groups 

or individual debriefings with three participants. The data from all participants with audio 

data (n=16) were transcribed and analyzed as part of the focus group data.

2.2. Intervention Development

We first aimed to modify CRAFT for CRAFT-EP Version 1 in ways that were especially 

important for family members of people experiencing psychosis; see Figure 2. We moved 

family member self-care to the first session, because caregiver burden often impacts 
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people caring for a loved one with psychosis (McCann et al., 2011), and alcohol and 

cannabis use may exacerbate this burden (Yerriah et al., 2020). Additionally, we shifted the 

communication topic up to the second session, as families living with psychosis may be 

particularly vulnerable to maladaptive communication (e.g., expressed emotion) associated 

with increased risk for psychosis relapse (Butzlaff & Hooley, 1998). Greater priority to 

establish self-care and communication skills as early as possible was important to proceed 

with subsequent program topics and apply them to psychosis (e.g., taking psychiatric 

medications or psychosis relapse), as our families presented with needs spanning psychosis 

and substance use. We also emphasized enhancing client engagement in existing treatment in 

addition to treatment entry/re-entry, because reducing substance use remains an unmet need 

even for those in general coordinated specialty care (Cather et al., 2018).

The remaining modifications were not diagnostic specific and reflected updates based on 

past literature on the course of CRAFT and current trends in technology. We reduced the 

number of sessions from 12 to six plus two optional sessions. We chose this program length 

because CRAFT topics can be reviewed in six sessions, and CRAFT has been effective 

in as few as four to six sessions (Kirby et al., 2017). We provided additional optional 

sessions since participants may benefit from further practice applying the skills to situations 

involving psychosis in addition to substance use. Prior to the COVID-19 pandemic, we also 

planned to conduct part or all of the program virtually to increase access, as telehealth can 

mitigate barriers to psychosis services such as transportation (Chaudhry et al, 2021). Due 

to COVID-19 restrictions, the intervention became exclusively virtual by the start of data 

collection. Further adaptations were made following feedback from each set of 10 family 

members.

Participants completed weekly coaching sessions for approximately an hour with one of 

two licensed psychologists (hereafter referred to as coaches). CRAFT has three primary 

aims: 1) assist family members to help the client to address their substance use in 

treatment, 2) reduce client substance use, and 3) increase family member wellbeing 

regardless of client substance use. Core components of every session include: 1) reviewing 

goal setting, 2) discussing session topic, and 3) role-playing target skills (except in 

session 1). Eight topics are covered during the CRAFT-EP intervention. Topic 1, building 
motivation and self-care, includes introducing the family member to CRAFT rationale, 

psychoeducation, and establishing self-care goals. Topic 2, communication, includes general 

positive communication strategies and role plays. Topic 3, functional analysis of client 
substance use, includes identifying the client’s typical substance use behavior, internal and 

external triggers, short-term positive consequences, and long-term negative consequences. 

Topic 4, positive reinforcement, includes reinforcement of recovery-oriented non-substance 

use behaviors. Topic 5, natural consequences, provides guidelines for allowing for natural 

consequences of substance use to occur. Topic 6, discussing treatment engagement, includes 

“windows of opportunity” and “motivational hooks” for engaging a loved one in treatment. 

Topic 7, problem-solving, includes practice of problem-solving procedures. Finally, Topic 8, 

program review and next steps, includes a summary and review of program topics, planning 

to maintain progress and skill work, and providing additional resources.
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2.3. Program Adaptations

Based on feedback collected throughout the course of the CRAFT-EP program development, 

we created Version 2 after the first 10 families, and Version 3 after the second 10 families 

(Figure 2). For instance, in Version 2, we increased the program from six to eight sessions 

to a standard eight sessions by adding a problem-solving and review session, because all 

but one participant chose to complete the eight sessions. We also introduced a Milestone 

Conversation framework to guide progress through the program by encouraging each family 

member to discuss the following topics with their loved one if they have not recently done 

so: 1) What is most important to their relative? 2) What is the status of their relative’s 

current treatment or feelings about treatment? 3) What are their relative’s substance use 

patterns and what functions do they serve? 4) Would their relative be willing to talk 

about [substance use or other concern] in treatment? These questions helped to gather 

information that family members needed to better apply skills such as positive reinforcement 

and treatment engagement. For instance, several participants expressed not knowing what 

was rewarding to their loved one, and instead of guessing families could practice asking 

their relative directly. Similarly, asking about their loved one’s view of treatment and 

substance use would provide more accurate information rather than assumptions so that 

family members would be more prepared to have the treatment engagement conversation 

about addressing substance use or other concerns in treatment.

2.4 Measures

2.4.1. Demographics and clinical characteristics—At the baseline visit, 

demographic information was collected, and participants completed the Structured Clinical 

Interview for DSM-5 Research Version (SCID-5-RV; First et al., 2015) to confirm diagnostic 

family member eligibility and characterize the sample.

2.4.2. Feasibility—To measure preliminary feasibility, we used several study-

specific assessments of program satisfaction. Participants completed a Session Survey 

(Supplementary File 1) after each coaching session to assess satisfaction as measured by 

an average of the following questions “How helpful would you rate the session?” and “How 

would you rate the convenience?” rated from 1=Poor to 5=Excellent to capture both the 

helpfulness of the topic content and convenience of the telehealth sessions. Participants 

also rated “Did you experience any technical challenges?” as Yes or No. Participants 

provided overall program feedback in a Satisfaction Interview (Supplementary File 2) at 

the end of the program on topics such as the most/least helpful sessions, preferences for 

service delivery method (virtual/in-person), ideal program length, suggested changes for 

the program, preferences about additional family members completing the program, and 

whether they would recommend the program to others. Focus group questions provided an 

additional opportunity for feedback around proposed program modifications and general 

service needs (Supplementary File 3).

2.4.3. Family member wellbeing—We assessed depression with the Beck Depression 

Inventory – II (BDI-II; Beck et al., 1996), anxiety with the State Trait Anxiety Inventory-

Short Form (STAI-SF; Marteau and Bekker, 1992), stress with the Perceived Stress Scale 

(PSS; Cohen, Kamarck & Mermelstein, 1994), personal happiness with the Happiness Scale 
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(Meyers & Smith, 1995), and relationship satisfaction between the family member and client 

relative with the General Happiness item from the Relationship Happiness Scale (Meyers 

et al., 1999). The BDI-II has 21 items and a total score range of 0 (least depression) to 63 

(most depression), and the STAI-SF has 6 items and a total score range of 6 (least anxiety) 

to 24 (most anxiety). The PSS has 10 items and a total score range of 0–40, with higher 

scores indicating more stress. The Happiness Scale has 10 items and total scores ranging 

from 10–100, with higher scores indicating greater happiness. The Relationship Happiness 

general item scores range from 1 to 10 with higher scores indicating better relationship 

happiness.

2.5. Procedures

All procedures were approved by the Mass General Brigham Institutional Review 

Board (ClinicalTrials.gov #NCT04284813). Participants completed phone screens, provided 

informed consent, completed six to eight coaching sessions of the adapted CRAFT program, 

and completed assessments at four separate time points: baseline, mid-, post-intervention, 

and three months following the last session. A HIPAA-compliant Zoom platform was used 

to conduct and record all study visits and treatment sessions with participant permission. 

The first session was scheduled within one week of completing the baseline assessment. 

Mid-intervention assessments were scheduled between sessions three and four for the first 

10 families when the program was six sessions with an optional additional two sessions, 

and between sessions four and five for the second 10 families when the program was eight 

sessions. The post-intervention assessments were scheduled within one week following the 

last session. Participants also completed a focus group after the post-intervention assessment 

to provide additional feedback on their experience with the program and service needs. 

Participants were scheduled to receive $165 after completion of all assessments, with 

proration for assessments actually completed.

2.6. Data Analysis

The primary outcome was the percentage of sessions completed. Secondary outcomes were 

satisfaction ratings, percentage preference for in-person, telehealth, or hybrid formats, and 

program feedback (e.g., most/least helpful topics, program delivery logistics, preferences for 

others to complete the program). Qualitative feedback was analyzed using thematic analysis 

(Braun & Clark, 2006) by JM for the Satisfaction Interview responses and by MS, AW, and 

JM (to resolve discrepancies) for the focus group transcripts to further inform the feasibility 

and acceptability of the intervention.

Exploratory analyses of family member wellbeing included preliminary outcomes of 

self-reported depression, anxiety, perceived stress, happiness, and relationship happiness. 

We calculated the mean change from baseline to post-intervention with 95% confidence 

intervals (CI), and standardized effect sizes (Cohen’s d). We provide descriptive statistics at 

each time point and effect sizes of change for all time points relative to baseline for context.
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3. Results

3.1. Sample Characteristics

Demographic and clinical characteristics are presented in Table 1. Family members were 

primarily mothers who identified as being white. Most participants had a bachelor’s degree, 

were married, lived with the client, and worked full- or part-time. Per family member report, 

clients were predominantly male, with half of the clients experiencing bipolar disorder I with 

psychotic features and half experiencing schizophrenia-spectrum disorders. Family members 

most frequently reported that cannabis was the most problematic substance that their relative 

used. Other most problematic substances included alcohol and nicotine; however, neither of 

these substances were the sole substance of concern for any family member.

3.2. Program Completion

All participants completed 100% of the required program sessions. Of the first 10 

participants offered the six to eight sessions program, nine participants completed eight 

sessions, and one completed six sessions. Program completion was defined as participating 

in the six-session program, as the two additional sessions were offered for optional skills 

practice. Given the support for the eight-session program, the second 10 participants were 

offered a standard eight session program, and all of these participants completed the eight 

sessions. Across the entire sample, participants completed the program in an average of nine 

weeks with the longest duration being 12 weeks. The high completion rate indicates that the 

intervention was feasible.

3.3. Program Satisfaction

All participants provided feedback after every coaching session. Participants rated 77% of 

sessions as excellent in terms of program satisfaction (5 on the 1–5 scale), and 22% rated 

the sessions as near excellent (4 on the scale). Program satisfaction was high when examined 

separately by overall helpfulness (mean=4.8 (SD=.4)) and convenience (mean=4.9 (SD=.5)), 

and when averaging helpfulness and convenience scores (mean=4.9 (SD=.3)). When asked, 

“Did you think today’s topic and what we talked about was helpful?” participants rated 

99.4% of session to be helpful. Overall, the program was rated as highly acceptable and 

valuable to participants. For example, one person shared, “This is the single most helpful 

thing I’ve done.”

3.4. Telehealth Preferences

Half of the participants (50%) indicated a preference for a hybrid program that is primarily 

virtual with the option for an in-person session, whereas 45% would opt for only virtual 

visits, and one person preferred an in-person program. Participants were interested in the 

hybrid option for reasons including having the convenience of virtual visits while valuing 

the sense of in-person connection and having additional context (e.g., body language, 

environment) when working with the coach. Some people who preferred exclusively 

virtual visits noted that they would not have been able to participate in the program if it 

were delivered in person due to time and travel constraints, despite needing the service. 

Participants endorsed strong support for telehealth giving high ratings for sound/video 
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quality (mean=4.8 (SD=0.6)) and ease of use (mean=4.9 (SD=0.3)) despite experiencing 

technical challenges, such as video/audio freezing, in 20.9% of sessions.

3.5. Program Feedback

The feedback below is summarized across all (n=20) participant responses on the 

Satisfaction Interview from their final coaching session, representing feedback for CRAFT-

EP Versions 1 and 2 that informed Version 3.

3.5.1. Most/least helpful topics—Participants found communication to be the most 

helpful topic (55%) followed by problem-solving (20%), whereas they rated functional 

analysis (50%) and self-care (30%) topics as being less helpful, though they wanted to keep 

the content in the program. Some people who rated communication skills as the most helpful 

topic did so because they felt that they had “been doing it wrong for so long,” and reported 

that they learned they could “make very small changes” and see “immediate results.” Many 

people also noted that communication was the “foundation” for the other CRAFT skills, 

and they could apply communication tools to different situations with their loved one (e.g., 

substance use, therapy, medications, schoolwork, household responsibilities), as well as with 

other people (e.g., siblings, spouses, parents, coworkers).

3.5.2. Program delivery—When asking about the timing of program delivery, most 

participants (80%) thought that the program should be made available as soon as possible 

to concerned families preceding or during the initial crisis (for example, during psychiatric 

hospitalization or acute symptom exacerbation) or upon discharge to start immediately 

following the hospitalization. Families who began the program several months or years 

after a first episode of psychosis indicated that they wanted the one-on-one support and 

opportunity to learn CRAFT-EP skills sooner. Families interested in the program being 

offered early noted that it has the potential to be “preventative” or “change the course,” 

and it would help people to be “more prepared.” However, participants acknowledged 

that the optimal timing for starting CRAFT-EP is highly individualized for each family. 

For instance, 40% noted preference for or the utility of offering the program “after the 

dust settles” a month or more following the initial hospitalization. Of note, several people 

(20%) highlighted potential benefits for both early and delayed engagement in the program. 

Concerns for beginning the program during an acute onset of psychosis included feeling 

bombarded and the potential difficulty of having meaningful conversations if their loved one 

is still experiencing hallucinations and/or delusions.

3.5.3. Recommending the program—When asked if they would recommend the 

program to others, all participants said “yes.” Furthermore, all participants stated that they 

thought other family members, such as fathers and adult siblings, would benefit from the 

program. Reasons to have other family members learn the CRAFT-EP skills ranged from 

“each parent has a different relationship, style, issues with the [client]” to “everyone would 

be on the same page” and “it would boost the success.” However, multiple participants 

expressed that they would want to have individual coaches for each family member rather 

than having the family meet with one coach, though this would require greater resources to 

accommodate the need.
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3.6. Focus Groups

Focus group themes highlighted the distress that families experience when they have a 

loved one living with early psychosis and substance use, protective factors, reasons for 

participation, program elements that were helpful, suggestions for improvement, the impact 

of COVID-19, program access considerations, and other topics (Table 2).

3.7. Preliminary Outcomes of Family Member Wellbeing

Descriptive statistics and effect sizes from all time points relative to baseline are presented 

in Table 3. Participants reported improvements in their wellbeing from baseline to post-

intervention. Depression scores decreased the most (estimated mean change −5.9 [95% 

CI −8.9, −2.7]; d=0.9) and perceived stress (−4.0 [−7.3, −0.6]; d=0.6). Family members 

demonstrated smaller decreases in anxiety (−1.1 [−2.2, 0.0]; d=0.5) and smaller increases in 

relationship happiness (1.3 [0.05, 2.5]; d=0.5) and the family members’ personal happiness 

(3.4 [0.8, 7.5]; d=0.4). Gains were largely maintained at 3-month follow-up for depression, 

perceived stress, and relationship happiness.

4. Discussion

The results indicated that CRAFT-EP has high feasibility and acceptability. All participants 

successfully completed the program. Having participants complete 100% of coaching 

sessions is unusually high compared to other CRAFT studies (46–89% of session 

completed; (Eék et al., 2020; Miller et al., 1999). Though the present eight session 

synchronous telehealth (video conferencing) program had high rates of engagement and 

retention, additional online or digital resources may be useful to promote skills maintenance, 

scalability, and to share resources with multiple concerned significant others, as all 

participants endorsed interest in having additional family members learn the CRAFT-EP 

skills.

The composition of our sample may have contributed to the high rate of program 

completion. All but one of our family members were parents of an adult child client, 

whereas most CRAFT studies have worked with a minority of family members with adult 

children clients (see Archer et al., 2020 for review). Parents who are concerned about 

problems related to substance use and psychosis may have greater or different motivations 

to seek help to support their children than family members who have a different relationship 

with the client, though many types of participants find CRAFT to be a valuable approach. 

The high socioeconomic status of our sample is another potential factor contributing to the 

higher program completion rate. Families with greater resources may have more time and 

private physical space to successfully participate in research.

In the present sample, participants were highly satisfied with the program given their 

excellent or near excellent ratings of helpfulness and convenience across sessions, although 

they experienced technical difficulties in approximately a fifth of sessions. Participants 

also largely supported having virtual visits. Almost all participants preferred either an 

exclusively or primarily telehealth program with an optional in-person session to establish 

a further connection with the coach. Our results align with recent outpatient samples that 
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share a positive view of telehealth care for substance use concerns, with 90% of clients 

reporting being “very satisfied” with individual sessions (Sugarman et al., 2021). Notably, 

all participants agreed to participate in the program with the understanding that it would be 

offered virtually; therefore, there is the potential for selection bias and future studies are 

needed better understand acceptability.

Feedback about the content and delivery of the program highlighted several strengths of the 

program, as well as areas for improvement that either led to changes in the current study or 

are under consideration for future research. Of all the sessions, participants expressed that 

communication was the most helpful topic, and functional analysis was relatively the least 

helpful. Having the ability to individualize the program was also a key strength. However, 

areas of improvement included adding additional examples and resources to the program 

materials and considering how to create easy access to the program beyond the research 

context, such as offering it early at no cost or having the service be covered by insurance 

through individual therapy that incorporates CRAFT-EP skills.

Participants demonstrated a clear need for mental health services, as 75% met the criteria 

for lifetime major depressive disorder or another mental health diagnosis, such as an anxiety 

disorder or mild alcohol use disorder. CRAFT-EP includes components related to cognitive 

behavioral therapy, such as activity scheduling through goal setting to improve self-care, that 

have been shown to be beneficial to people with depression (e.g., Ciharova et al., 2021) and 

may have contributed to alleviating mood and anxiety symptoms in the study sample.

We also found preliminary evidence of improved family member wellbeing. Participants 

reported the greatest improvements in depression and stress, followed by anxiety, 

relationship happiness, and personal happiness at post-intervention with most gains 

maintained at 3-month follow-up. Our results are consistent with prior CRAFT-based studies 

that reported reductions in depression and anxiety (Bischof et al., 2016; Dutcher et al., 2009, 

Kirby et al., 1999, 2017, Meyers et. al., 1999, Waldron et al., 2007), as well as increases 

in personal happiness (Carpenter et al., 2021, Eék et al., 2020) and relationship happiness 

(Bischof et al., 2016, Dutcher et al., 2009, Kirby et al., 1999, 2017, Meyers et. al., 1999, 

Waldron et al., 2007). However, our results are inconsistent with other CRAFT studies 

that found minimal or no changes in depression (Manuel et al., 2011, Meyers et al., 2002, 

Osilla et al., 2018), anxiety (Manuel et al., 2011, Meyers et al., 2002), personal happiness 

(Bischof et al., 2016, Kirby et al., 1999, Meyers et al., 1999) and relationship happiness 

(Meyers et al., 2002, Osilla et al., 2018). It is possible that differences in initial levels of 

these variables exist across samples that may contribute to the discrepant findings. Future 

research is needed to evaluate the effects of CRAFT-EP on family members with depressive 

and anxiety disorders who may have greater needs than those without such diagnoses and 

whether additional adaptations might be useful in targeting specific symptoms.

4.1. Limitations

The current study has several limitations. The present sample had limited gender, racial, 

and ethnic diversity, as almost all family members were women, predominately white, and 

non-Hispanic. Enhancing the diversity of future samples will be important since variables 
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such as age, race, and ethnicity are associated with differences in engagement in substance 

use interventions (Cimarolli et al., 2021).

Access to and familiarity with technology and healthcare systems may also limit 

generalizability to the general population. For instance, the present study required having 

access to internet/cellular services and a device with video conferencing capabilities, and 

also having familiarity with technology. In addition, participants received coaching at no 

cost, and program feasibility may differ if participants were required to engage in the 

coaching through an insurance-based or private pay service. For instance, limited healthcare 

insurance or the ability to pay for substance use treatment are reasons for not engaging in 

care even in the event of perceived need (SAMHSA, 2020).

4.2. Conclusions

We conducted this pilot study to develop and assess the feasibility, acceptability, and 

preliminary family member wellbeing outcomes of CRAFT-EP, and we used participant 

feedback to adapt CRAFT to an early psychosis population. Given that CRAFT-EP is 

feasible and acceptable, the next phase of this study will include a randomized controlled 

trial to assess the preliminary outcomes of treatment as usual plus CRAFT-EP compared 

to treatment as usual alone. We plan to assess readiness to change substance use, rates of 

substance use, treatment session attendance, and family member wellbeing ideally from both 

client and family member reports. Further investigation of CRAFT-EP has the potential to 

shift the course of recovery for families experiencing early psychosis and substance use.

Supplementary Material

Refer to Web version on PubMed Central for supplementary material.
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Highlights

• Substance use is problematic and not well-treated among people with early 

psychosis

• Community Reinforcement and Family Training (CRAFT) for substance use 

may help

• We adapted CRAFT for early psychosis (CRAFT-EP) and substance use

• All family members completed 100% of sessions with high satisfaction 

ratings

• Communication skills were key; people prefer hybrid (50%) or virtual (45%) 

sessions
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Figure 1. 
CONSORT flow diagram.
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Figure 2. 
CRAFT-EP Adaptations
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Table 1.

Family Member and Client Demographic and Clinical Characteristics

Family Member Characteristics n=20

Age (years), mean (SD) 54.3 (8.65)

Sex # (%)

 Female 19 (95)

 Male 1 (5)

Race and ethnicity, # (%)

 White 18 (90)

 Asian 1 (5)

 More than one race 1 (5)

 Non-Hispanic 20 (100)

Education (years), mean (SD) 17.5 (2.12)

Marital status, # (%)

 Married 17 (85)

 Divorced 2 (10)

 Never married 1 (5)

Children, mean (SD) 2.55 (0.94)

Living with identified patient, # (%) 14 (70)

Work status, # (%)

 Full-time 8 (40)

 Part-time 10 (50)

 Unemployed 2 (10)

SCID-5
a
 lifetime diagnoses, # (%)

 Major depressive disorder 10 (50)

 Persistent depressive disorder 2 (10)

 Mild alcohol use disorder 9 (45)

 Mild cannabis use disorder 6 (30)

 Eating disorder 3 (15)

 Anxiety disorder (social, generalized, phobia) 5 (25)

Endorsed trauma 16 (80)

Cigarette smoker 0 0

Client Characteristics b c n=18

Gender identity

Male 14 (78)

Female 3 (17)

Non-binary 1 (5)

Most problematic substance

Marijuana 14 (78)
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Alcohol 3 (17)

Nicotine 1 (5)

Diagnosis

Bipolar disorder I with psychosis 10 (56)

Schizophrenia 3 (17)

Psychosis not otherwise specified 3 (17)

Schizoaffective disorder 1 (5)

Major depressive disorder with psychosis 1 (5)

Time since first episode (months), mean (SD)
d 1 (5)

Time since first episode (years), mean (SD)
d 1.85 (1.67)

Past 30 day most problematic substance used (days), mean (SD)
e 10.85 (11.16)

Past 30 day treatment attendance %, mean (SD)
e 94 (15)

Known, # (%) 11 (55)

Unknown, # (%) 7 (35)

Not in treatment, # (%) 2 (20)

Psychiatric hospitalization in past year, # (%)
f 11 (55)

a
SCID-5 = Structured Clinical Interview for the Diagnostic and Statistical Manual of Mental Disorder, Fifth Edition

b
Data reported by family member participant

c
Two clients each had two family members participate in the study; only unique data are reported

d
Time from first psychotic episode to family member study enrollment

e
Percentage of known scheduled appointments attended

f
One client had no history of psychiatric hospitalization
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Table 2.

Focus Group Themes

Themes #(%) Quotes

Family distress • “His world exploded. Our world exploded. I don’t 
think there was anything anybody could have done 
for us. You’re trying not to drown.”
• “I would definitely pay for it. And fortunately, I’m 
in a position where the cost wouldn’ be a burden.”
• “I really needed help learning how to 
communicate better with my son. I was really at 
a loss, and I felt like I was taking any help I could 
get. So, I thought I had nothing to lose.”
• “I’ve used the worksheets, the communication and 
the problem-solving worksheets to think through 
other difficult conversations. And we talked about 
some other difficult conversations, not necessarily 
having to do with substance abuse, that was really 
helpful for us.”

 • Feeling overwhelmed and stressed 12(75%)
• Not knowing what to do to help client 11(69%)
• Fear, worry, and concern about client’s wellbeing 9(56%)
• Difficulty navigating mental health system 8(50%)
• Lack of information about client (e.g., substance use, symptoms, treatment, 
interests) 6(38%)
• Concern about family member’s actions that were unhelpful or harmful to client 
5(31%)
Protective factors
• Financial resources 6(38%)
• Family member’s personal mental health supports (e.g., individual, family therapy, 
groups) 6(38%)
• Self-care (coming into the program, not what they learned or found helpful) 1(6%)
Reasons for Participation
• Wanting to improve communication and interactions with client 12(75%)
• Seeking knowledge about substance use and/or psychosis 7(44%)
• Help others 3(19%)
• Clinician asked them to do it 2(12%)
What was helpful?
• Problem solving how to communicate with client 11(69%)
• Flexibility and individualizing the program content 9(56%)
• Letting go of control and allowing for natural consequences 9(56%)
• Preparing for the future (wellness planning, managing expectations) 6(38%)
• Improving family member self-care and wellbeing 6(38%)
• Supportive, safe, hopeful environment 5(31%)
• Accountability 4(25%)
• Transferrable skills 4(25%)
• Importance of coach integration with treatment team 4(25%)
• Incremental steps toward change 3(19%)
• Role plays 8(16%)
• Building empathy and insight 2(13%)

Program Improvements
• Support for more detailed program outline 12(75%)
• Wanting more and vetted psychoeducation CRAFT resources 11(69%)
• Desire for continued flexibility and individualization of the program timeline, 
content, and delivery format 9(56%)
• Interest in ongoing CRAFT support groups 8(50%)
• Interest in including client in CRAFT program* 8(50%)
• Concern about client’s willingness to participate in CRAFT program 7(44%)
• Interest in additional or booster sessions 4(25%)
• Wanting to reduce time spent on functional analysis* 4(25%)
• Neutral about reducing time spent on functional analysis* 2(13%)
• Having client living with family member would be helpful 1(6%)
Impact of COVID-19
• Increased accessibility to services by offering virtual visits 5(31%)
• Decreased accessibility to treatment due to lack of m-person services 5(31)
• Increased client symptom severity 4(25%)
• Difficulty finding privacy for virtual visits 3(19%)
• Social isolation for family member and client 3(19%)
Program Access
• Support for hybrid virtual and in-person option 13(8,%)
• Importance of equitable access (sliding scale, free service) 10(63%)
• In-person visits limiting/prohibiting program access 10(63%) Interest in insurance 
coverage 8(50%)
• Openness to self-pay sessions 5(31%)
Miscellaneous
• Other 16(100%)
• Burden of assessments 7(44%)
• Concern about recording 1(6%)
• Client increased treatment engagement 1(6%)
• Client reduced substance use 1(6%)

• “…I think it would have been helpful to have 
that out of the gate, ‘In general, this is what it’s all 
about, and here’s some information and let’s talk 
about this, and do you have any questions now? 
Let’s dive in a little more to exactly what we’re 
trying to glean from this program.’”
• “Well, for us, iťs made it more accessible. 
My daughter lives [far away], and so she can 
participate in OnTrack. So that has been huge for 
us. Otherwise, I’m not sure what she would have 
done.”
• “I think it’s a great idea to offer it. For me, it’s 
more convenient to do it virtual because of where I 
live and the way my job works. But I can certainly 
see where people would find a benefit of meeting in 
person.”
• “think without the surveys it would be even better. 
You’re right about that. Honestly, I forgot at some 
point that we were even being recorded at all, and it 
just became like a class that I was taking.”

Topics discussed only in gimps 3 and 4
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Table 3.

Family Member Wellbeing
a

Baseline n=20 Mid-intervention n=20 Post-intervention n=20 3-month follow-up n=19
b

M (SD) M (SD) d M (SD) d M (SD) d

Beck Depression Inventory-II 12.6 (8.2) 9.7 (1.9) −0.5 6.8 (5.8) −0.9 6.9 (6.3) −0.9

Perceived Stress Scale
c 24.7 (1.8) - - 20.75 (1.2) −0.6 20.9 (8.7) −0.5

State Trait Anxiety Inventory-Short 
Form

14.9 (0.5) 14.1 (0.4) −0.4 13.8 (0.3) −0.5 14.3 (1.5) −0.2

Relationship Happiness Scale 5.6 (2.7) 6.5 (2.4) 0.2 7.0 (2.0) 0.5 6.8 (2.6) 0.5

Happiness Scale 76.9 (2.5) 75.5 (2.6) −0.1 80.3 (2.5) 0.4 78.9 (15.8) 0.2

a
Family member wellbeing variables are presented as means and standard deviations at each time point; effect sizes (Cohen’s d) are presented as 

change from baseline

b
One family member was lost to follow-up

c
Perceived stress was not assessed at mid-intervention
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