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CHANGES IN FAMILY RELATIONSHIPS AMONG
SUBSTANCE ABUSING RUNAWAY ADOLESCENTS:
A COMPARISON BETWEEN FAMILY AND INDIVIDUAL
THERAPIES

Xiamei Guo
Xiamen University

Natasha Slesnick and Xin Feng
The Ohio State University

Eligible adolescents (12—17 years old) were recruited from a short-term crisis shelter
for runaway adolescents in a large Midwestern city. Adolescents (N = 179) were ran-
domly assigned to Ecologically-Based Family Therapy (EBFT, n = 61), the Commu-
nity Reinforcement Approach (CRA, n = 57), or brief Motivational Enhancement
Therapy (MET, n = 61) with the primary focus on substance abuse. A significant
increase in perceived family cohesion and a significant reduction in perceived family
conflict were found among all treatment conditions from baseline to the 24-month fol-
low-up. Adolescents who received EBFT demonstrated more improvement in family
cohesion after treatment than those who received CRA or MET, and more reduction in
family conflict during treatment than those who received MET.

Abbreviations
EBFT: Ecologically-Based Family Therapy

CRA: the Community Reinforcement Approach
MET: Motivational Enhancement Therapy

Runaway adolescents have a higher prevalence, earlier age of first use, and higher severity of
alcohol, marijuana, and other illicit drug use compared to their non-runaway counterparts (Sub-
stance Abuse & Mental Health Services Administration, 2004; Tucker, Edelen, Ellickson, & Klein,
2010). It is estimated that approximately two-thirds of runaway adolescents meet lifetime criteria
for an alcohol or illicit drug use disorder, and nearly one half meet 12-month criteria for at least
one substance use disorder (Johnson, Whitbeck, & Hoyt, 2005). In addition, the comorbid diagno-
ses of substance use disorder and mental health disorder are high among runaway and homeless
youth (Johnson et al., 2005; Unger, Kipke, Simon, Montgomery, & Johnson, 1997). High levels of
family conflict and low levels of family cohesion are also commonly reported among adolescents
residing in runaway shelters (e.g., Safer, Thompson, Maccio, Zittel-Palamara, & Forehand, 2004).
The need for identifying effective interventions with this vulnerable population is especially rele-
vant given that runaway shelters reportedly serve 42,096 runaway adolescents and families annu-
ally at a cost of $52.9 million (National Alliance to End Homelessness, 2012). The current study
seeks to reduce the gap in empirically supported treatments by testing three promising interven-
tions for substance use disordered runaway adolescents: Ecologically-Based Family Therapy
(EBFT; Slesnick, 2000), a behavioral intervention, the Community Reinforcement Approach (CRA;
Meyers & Smith, 1995), and brief Motivational Enhancement Therapy (MET; Miller & Rollnick,
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2002). Of interest in the current study was whether family therapy is more effective at influencing fam-
ily cohesion and conflict than the two individual therapies, CRA and MET.

Family Relationships and Family Therapy

Family relationships and functioning have been linked with adolescents’ prosocial behaviors
(e.g., Renzaho & Karantzas, 2010), internalizing and externalizing behaviors (e.g., Leve, Kim, &
Pears, 2005), and risky sexual behaviors prospectively (e.g., Lyerly & Huber, 2013). General family
functioning during adolescence has been found to predict a range of problem behaviors in young
adulthood with the effects sustained in the early 30s (Bailey, Hill, Meacham, Young, & Hawkins,
2011; Epstein, Hill, Bailey, & Hawkins, 2013). Family relationships have been found to moderate
the genetic influence on adolescent externalizing disorders, and that moderating influence of family
relationships was specific to the period of adolescence (Samek et al., 2015). Many studies have
shown a reciprocal association between family relationships and substance abuse (Rowe, 2012).
Specifically, higher family cohesion and management is associated with lower risk of substance use
(e.g., Kopak, Chen, Hass, & Gillmore, 2012), whereas higher family conflict is consistently related
to elevated substance use and comorbid mental health problems (e.g., Herrenkohl, Lee,
Kosterman, & Hawkins, 2011). In addition, reduction in substance use is found to be related to
improvement in family relationships later (Stewart & Brown, 1993). According to Rowe’s (2012)
review, on the one hand, family factors, along with the individual, peer/social, and neighborhood/
community systems, have been considered to initiate and maintain substance abuse interactively.
On the other hand, family member’s substance use can compromise family functioning, which may
lead to a vicious cycle of substance abuse and problem behaviors. Therefore, family therapies seem
to be promising approaches for treating adolescent substance abuse, as they generally address
problematic family relationships and communication patterns that influence an individual’s sub-
stance use (Rowe, 2012).

In fact, family therapies on adolescent substance abuse have been tested using methodologi-
cally rigorous designs (Rowe, 2012). In their meta-analysis of outpatient treatment for adolescent
substance abuse, Tanner-Smith, Wilson, and Lipsey (2013) found that family therapy and mixed
group counseling yielded the greatest pretest—protest improvements over time, followed by cogni-
tive-behavioral therapy, psychoeducational therapy, motivational enhancement therapy, etc.
Hogue, Henderson, Ozechowski, and Robbins (2014) drew a similar conclusion. After reviewing
19 comparative studies on outpatient behavioral treatments for adolescent substance use, they con-
cluded that ecological family-based treatment was deemed well established (i.e., Functional Family
Therapy, Multidimensional Family Therapy) or probably efficacious (i.e., Brief Strategic Family
Therapy, Ecologically-Based Family Therapy, Multisystemic Therapy).

Although not the sole factor, many studies indicate that adolescents usually enter a runaway
shelter because of high levels of family conflict and low levels of family support or cohesion
(Ferguson, 2009; Tyler, 2006). Thompson, Cochran, and Barczyk (2012) found that poor family
relationships indirectly affected runaway adolescents’ posttraumatic stress symptoms through
direct effects on their depression, anxiety, and dissociation. Stein, Milburn, Zane, and Rotheram-
Borus (2009) found that positive paternal relationships predicted less substance use and criminal
behavior, whereas positive maternal relationships predicted less survival sex behavior among run-
away and homeless youth. Given the interdependent relationship between family relationships and
substance abuse, and the role that family relationships and functioning play on runaway adoles-
cents’ mental health and problem behaviors, family therapy may be a promising treatment for this
subpopulation of at-risk youth. In addition, as the primary goal of basic center programs (runaway
shelters) is to reintegrate the adolescent back into the home (Runaway & Homeless Youth Act/
Title I11, 1974), these family-level variables are therefore important targets of intervention efforts
which may be addressed in family therapy simultaneously.

Differential Effects between Family Therapy and Individual-based Intervention Modalities

Generally speaking, family therapies differ from individual-based interventions in terms of the
theories of change and therapeutic approaches. Family therapists seek to improve family members’
problem solving, communication, trust, and perspective taking skills so that the problematic inter-
action patterns reinforcing the individual problem behaviors can be resolved, which will in turn
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lead to the dissipation of individual problem behaviors (e.g., Slesnick, 2000). In the individual-
based treatment, therapists focus on the individual’s cognition (e.g., Kolko, Brent, Baugher,
Bridge, & Birhmaher, 2000), coping skills (e.g., Meyers & Smith, 1995), or motivation (e.g., Miller
& Rollnick, 2002), rather than family-level or relationship factors. Therefore, family therapy is
expected to have differential treatment effects than individual therapy, especially on relational and
family-level outcomes.

Among studies investigating whether family therapy differs from other intervention modalities
(e.g., individual therapy, group intervention) in terms of treatment effects, the results remain
inconsistent. Some researchers have reported that family therapy and individual or group treat-
ment produce equivalent effects on substance use (e.g., Dennis et al., 2004). However, some
researchers report that family therapy performs better than individual or group treatment in terms
of impacting outcomes including substance use, depressive symptoms, and family functioning.
(e.g., Diamond et al., 2010; Liddle, Rowe, Dakof, Henderson, & Greenbaum, 2009; Liddle et al.,
2001; Rigter et al., 2013).

Among the studies that identified a differential effect between family therapy and individual/
group treatment, some evidence suggests that family therapy may have a more prominent immedi-
ate effect on family functioning during treatment. For example, Liddle et al. (2001, 2009) found
that Multidimensional Family Therapy exhibited better effects than individual therapy and group
treatment in terms of improving family interaction from intake to the end of treatment. Similar
patterns have also been found with outcomes other than family functioning, such as depressive
symptoms (e.g., Garoff, Heinoen, Pesonen, & Almqvist, 2012) and suicidal ideation (e.g., Diamond
et al., 2010).

Intervention Studies for Runaway Adolescents

Although runaway adolescents have been widely acknowledged as a vulnerable population
who may be in need of treatment, the number of treatment studies testing treatments targeting this
population is limited (Slesnick, Dashora, Letcher, Erdem, & Serovich, 2009). Rotheram-Borus,
Koopman, Haignere, and Davies (1991) tested the efficacy of an intensive HIV/AIDS prevention
intervention (20 group sessions rotated in a 3-week sequence). They found that higher intervention
attendance was associated with increased consistent condom use and decreased risky sexual behav-
iors. Rotheram-Borus et al. (2003) found that female runaway youth who received Street Smart, a
10-session skill-focused HIV intervention program, reported significant more reductions in unpro-
tected sexual acts as well as alcohol and marijuana use than their counterparts in the control condi-
tion. Male adolescents who received the HIV intervention program showed significant reductions
in marijuana use compared to control youth, but no significant change in sexual risk. Slesnick and
Prestopnick (2005, 2009) found that a family systems therapy yielded better outcomes in substance
use than service as usual among runaway adolescents, and equivalent outcomes in other problem
areas such as psychological and family functioning.

Current Study

The current study sought to compare the impact of a family systems therapy (EBFT) to brief
Motivational Enhancement Therapy (MET) and a behavioral treatment (CRA) on perceived fam-
ily cohesion and conflict among a sample of substance use disordered runaway adolescents.
Although MET is a brief intervention with only 2 sessions, previous studies have found it to pro-
duce comparable outcomes in substance use and related behaviors to other high-intensity interven-
tions (Lundahl & Burke, 2009; Stephens, Roffman, & Curtin, 2000). It should be noted that
substance use was the primary outcome of these three treatment modalities, and substance use out-
comes of the current clinical trial have been published elsewhere (Slesnick, Erdem, Bartle-Haring,
& Brigham, 2013). It was found that the three treatments yielded similar outcomes in substance
use among these runaway adolescents. Family functioning, represented by cohesion and conflict in
the family environment, was conceptualized as a secondary outcome of the current clinical trial.
Other secondary outcome variables included adolescents’ internalizing and externalizing behav-
iors, coping skills, risky sexual behaviors and condom use, and primary caregivers’ depressive
symptoms. Results showed that youth in the MET group exhibited faster reductions in internaliz-
ing and externalizing behaviors at first, but this was followed by a greater increase in these problem
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behaviors toward the end of the follow-up period compared to youth in the EBFT group (Slesnick,
Guo, & Feng, 2013). In addition, EBFT was the only treatment modality that observed significant
reductions in depressive symptoms among these adolescents’ mothers (Guo, Slesnick, & Feng,
2014). Previous clinical trials on adolescent substance abuse also investigated treatment effects on
secondary outcomes including family interaction and functioning, internalizing and externalizing
behaviors, peer delinquency, and school functioning (e.g., Liddle et al., 2009; Rigter et al., 2010).
In the current study, it was hypothesized that adolescents would report significant improvements
in family cohesion and reductions in family conflict over time. Given that EBFT is the only treat-
ment modality that targets family interaction while the comparison treatments do not, runaway
adolescents receiving EBFT were expected to report more improvements in family cohesion and
conflict than those who received CRA and MET, especially during treatment.

METHOD

Participants

Adolescent participants (N = 179) were recruited from a short-term crisis shelter for runaway
adolescents in a large Midwestern city between 2005 and 2007. Eligible adolescents were between
12 to 17 years old, had the legal option of returning home, had at least one parent/primary care-
taker (PC) willing to participate to the study, and met DSM-IV (American Psychiatric Association,
2000) criteria for alcohol or drug abuse or dependence. Demographic characteristics of the current
sample are presented in Table 1. The mean age of the adolescents was 15.4 (SD = 1.2). Approxi-
mately half of the adolescents were male (n = 85, 47.5%). The majority of adolescents were Afri-
can American (n = 118, 65.9%). At the baseline assessment, the adolescents reported an average
of 3.2 (range 0-50) lifetime runaway episodes and approximately 28 (31.6%) days of substance use
in the last 3 months. The majority of youth were enrolled in school at baseline (n = 146, 81.6%).
The average number of sex partners youth had during the last 3 months before baseline assessment
was 1.58 (SD = 2.48).

Table 1
Demographic Characteristics of the Current Sample
Runaway youth Primary caretakers
Mean
n (%) Mean (SD) n (%) (SD)

Gender

Female 94 (52.5%) 156 (87.2%)

Male 85(47.5%) 23 (12.8%)
Ethnicity

African American 118 (65.9%) 117 (65.4%)

White, non-Hispanic 46 (25.7%) 51(28.5%)

Hispanic 3(1.7%) 1(.6%)

Native American 2 (1.1%) 3(1.7%)

Asian/Asian American 1(.6) 0

Other 9(5%) 7 (3.9%)
Age 15.4(1.2) 41.2(8.4)
Currently enrolled in school 146 (81.6%)
Number of sex partners during the 1.58 (2.48)

last 3 months before baseline
Number of runs lifetime at baseline 3.22(5.32)
Percent days of substance use at 31.58 (29.16)
baseline
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Procedure

A research assistant (RA) engaged adolescents at the runaway shelter within 24 hr of their
stay and screened them to determine eligibility and interest. Once the adolescent’s permission was
obtained, RAs contacted the adolescent’s parent or legal guardian. If the parent/PC agreed to par-
ticipate and provided written consent, assent was obtained from the adolescent and the baseline
assessment for the adolescent was scheduled within 24 hr when possible. During the baseline
assessment, the RA administered the Computerized Diagnostic Interview Schedule for Children
(CDISC; Shaffer, 1992) to determine formal eligibility. Adolescents not meeting eligibility criteria
continued with treatment as usual through the runaway shelter. Average length of stay at the run-
away shelter is 3 days. Treatment as usual includes crisis intervention as needed, and a family
meeting prior to the adolescent returning home. Adolescents (N = 179) were assigned to one of the
three treatment interventions by randomization, with treatment conditions balanced on age, gen-
der, and ethnicity. The three treatment conditions were as follows: (a) Motivational Enhancement
Therapy (MET) (n = 61), (b) the Community Reinforcement Approach (CRA) (n = 61), or (c)
Ecologically-Based Family Therapy (EBFT) (n = 57). Adolescents completed follow-up assess-
ments at 3, 6,9, 12, 18, and 24 months and received a $40 gift card for completing the assessment
interview. All the assessments were administered by RAs in the participant’s home. Study design
and flow of participants are presented in Figure 1, which were also presented in the primary out-
come article (Slesnick, Erdem, et al., 2013). All procedures were approved by the Institutional
Review Board of The Ohio State University.

Treatment Interventions

The 12-session EBFT (Slesnick, 2000) is a family systems intervention which also includes con-
cepts from Bronfenbrenner’s theory (Bronfenbrenner, 1979). The EBFT therapist works with the
adolescent, family, and others significant to the family to target specific dysfunctional interactions
which correspond to the development and continuation of problem behaviors. Thus, the interven-
tion focuses on improving social interactions, emotional connectedness, trust, and skills among all
family members, which is expected to positively impact social interactions across systems and
reduce problem behaviors among individual family members. The training manual is enclosed as a
Appendix S1.

The 12-session CRA (Meyers & Smith, 1995) integrates operant conditioning with skills
training to teach adolescents new methods for addressing life problems without using alco-
hol or drugs. CRA helps the client identify reinforcers (social, personal, financial, etc.) in
their environment and helps the client see that drug use is incompatible with their identified
reinforcers. Therapists also teach communication, problem solving, social, and life skills,
including specific sessions on coping skills focusing on anger management and affect regula-
tion, self-talk and self-guidance, relaxation and stress management, and assertiveness train-
ing. Two parent-involved sessions were also available to families. The main difference
between the CRA approach utilized in the current study and the Adolescent Community
Reinforcement Approach (A-CRA, Dennis et al., 2004) was that the latter includes three
types of sessions: individuals alone, parent/caregivers alone, and individuals and parent/care-
givers together, whereas in the current study, CRA was mainly comprised of individual ses-
sions, and the parent-involved sessions were not required.

Motivational Enhancement Therapy (Miller & Rollnick, 2002) was offered in two sessions,
and the therapist’s task was to create a set of conditions that enhanced the client’s intrinsic motiva-
tion for and commitment to change their alcohol and drug use. MET is based on the principles of
expressing empathy, developing discrepancies between actual behavior and desired behavior, roll-
ing with resistance, and supporting the client’s self-efficacy (Miller & Rollnick, 2002). Two HIV
prevention sessions, based upon Becoming a Responsible Teen (BART; St. Lawrence, Jefferson,
O’Bannon, & Shirley, 1995), were offered in each treatment condition. More details about each
treatment and the rationale of comparing these three treatments have been presented in the pri-
mary outcome article (Slesnick, Erdem, et al., 2013).

Three therapists provided EBFT, two provided CRA, and three provided MET. Each thera-
pist was trained in the respective intervention by that intervention’s clinical supervisor. Therapist
training included manual review, didactic training, and extensive role play over a period of 2 days,
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| Assessed for eligibility (n=467) |
l Reasons

e Not meeting inclusion criteria (n= 174)

Excluded (n=287)

® Refused to participate (n= 87)
e Other reasons: Not interested, already

Randomization

receiving therapy, ran away from
homeless shelter before parental
approval obtained (n= 26)

v

A

v

Allocated to EBFT (n=57)
® Received intervention (n= 50)
® Did not receive intervention (n=7)
Reasons: Participants were not
interested in the therapeutic
intervention or could not be located.

Follow-Up

v

Allocated to CRA (n=61)
e Received intervention (n= 45)
® Did not receive intervention (n= 16)
Reasons: Participants were not interested in
the therapeutic intervention or could not be
located. One participant withdrew from the
study after a child abuse report.

Allocated to MET (n=61)
e Received intervention (n= 40)
® Did not receive intervention (n=21)
Reasons: Participants were not
interested in the therapeutic
intervention or could not be located.

A

Lost to follow-up
© 3 months: Adolescent(n=9); PC(n=7)
® 6 months: Adolescent(n= 16); PC(n=16)
© 9 months: Adolescent(n= 10); PC(n=9)
® 12 months: Adolescent(n= 10); PC(n= 8)
® 18 months: Adolescent(n= 12); PC (n= 14)
© 24 months: Adolescent(n= 16); PC(n=17)
Reasons: Participants were in jail, on the
run from parents or police. Others changed
addresses or refused to do the assessment.

Lost to follow-up
® 3 months: Adolescent(n=13); PC(n=11)
® 6 months: Adolescent(n= 17); PC(n=15)
® 9 months: Adolescent(n= 20); PC(n= 18)
® 12 months: Adolescent(n=21); PC(n= 18)
® |8 months: Adolescent(n=21); PC (n=20)
® 24 months: Adolescent(n= 18); PC(n=22)
® Reasons: Participants were in jail, on the
run from parents or police. Others changed
addresses or refused to do the assessment.

Lost to follow-up
® 3 months: Adolescent(n=15); PC(n=11)
® 6 months: Adolescent(n= 22); PC(n=17)
® 9 months: Adolescent(n= 23); PC(n=20)
® 12 months: Adolescent(n= 19); PC(n= 19)
® 18 months: Adolescent(n=19); PC (n= 18)
® 24 months: Adolescent(n= 12); PC(n= 14)
® Reasons: Participants were in jail, on the
run from parents or police. Others changed
addresses or refused to do the assessment.

|

}

}

Discontinued intervention after at least 1
session (n= 36)

Reasons: Participants moved out of the
state or did not want to participate anymore.

Discontinued intervention after at least 1
session (n=42)

Reasons: Participants moved out of the
state or did not want to participate anymore.

Discontinued intervention after at least 1
session (n=26)

Reasons: Participants moved out of the
state or did not want to participate anymore.

Analysis
v . A 4

Analyzed (n=57) Analyzed (n=61) Analyzed (n=61)

Excluded from analysis (n= 0) Excluded from analysis (n=0) Excluded from analysis (n= 0)

Figure 1. The CONSORT E-flowchart.

as well as weekly supervision with audiotape review with the intervention supervisor. Therapists
(one male, seven female) included master’s-level independent counselors or social workers (n = 4)
and graduate or postdoctoral students in couple and family therapy (n = 4). Treatment adherence
and competence was examined using codes developed from the standard treatment manuals and
protocols of each treatment condition (Meyers & Smith, 1995; Miller & Rollnick, 2002; Slesnick,
2000). Adherence was operationalized as the occurrence (yes/no) of the procedures during the ses-
sion. Competence was operationalized as how well each procedure was done by the therapist (rated
on a 7-point Likert scale). More details about the coding schemes and the procedures examined in
each treatment condition can be found elsewhere (Slesnick, Erdem, et al., 2013). Audio recordings
of sessions were independently coded by supervisors and six graduate student coders (two in each
condition). For CRA and EBFT, the first two sessions and a randomized selection of 20% of the
remaining sessions were coded for each case. For MI, each session was coded. For all conditions,
10% of the coded session recordings were double-coded by the second rater to ensure interrater
reliability of 80%. Treatment adherence and competence was found to be good among all three
treatment conditions (Slesnick, Erdem, et al., 2013).

Materials

Adolescents completed a demographic questionnaire assessing age, gender, ethnicity, and run-
away experiences. The Family Environment Scale (Moos & Moos, 1986) was used to assess adoles-
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cents’ perception of the social and environmental characteristics of the families. For the current
study, two subscales, Cohesion and Conflict, were used to measure the family functioning at each
assessment. Each of the subscales consists of nine true/false items with higher scores indicating
higher levels of cohesion or conflict in the family. The Cohesion and Conflict subscales were found
to have adequate internal consistencies and good convergent validity (e.g., Sanford, Bingham, &
Zucker, 1999). In the current study, the reliabilities of the Cohesion subscale ranged from 0.62 to
0.75 across the seven assessment points, while the reliabilities of the Conflict subscale ranged from
0.53t00.71.

Analytic Strategies

Descriptive analyses were run to obtain information on the means and standard deviations of
all variables as well as their distributions. An independent-sample ¢ test was used to examine
whether there were significant baseline differences between gender (coded with 0 as female and 1 as
male) and ethnic groups (0 as Anglo and 1 as minority) among all variables. Those variables asso-
ciated with significant baseline differences were used as the predictors of intercepts in the multilevel
modeling analysis.

Latent growth curve analysis, conducted with Mplus 7 (Muthén & Muthén, 1998-2012), was
used to analyze the trajectories of family cohesion and conflict over time. A piecewise growth
model with two distinct phases of growth representing in-treatment (baseline, 3 and 6 m postbase-
line) and posttreatment (6, 9, 12, 18, and 24 m postbaseline) change was used. First, an uncondi-
tional model was run without any predictors to describe the overall trajectory in the sample. Then,
the two slope parameters were regressed on treatment conditions (EBFT was used as the reference
group) to detect differential treatment effects. Covariates, including adolescent age, gender, ethnic-
ity, and treatment attendance (percentage of sessions attended divided by the maximum number of
possible sessions), were added into the model as predictors of slope parameters in the model-
building process. Only the covariates that demonstrated statistical significance would be kept in the
final model to obtain the most parsimonious result. Model fit indices were used to determine how
well the model fits the current data (Hu & Bentler, 1999). A model with a comparative fit index
(CFI) larger than 0.95, a root mean square error of approximation (RMSEA) smaller than 0.05,
and 90% confidence interval (CI) not including 0 was considered to be a good fit. Acceptable model
fit was defined by the following criteria: CFI > 0.90, RMSEA < 0.08, and its 90% CI not including
0 (Little, 2013; McDonald & Ho, 2002). The sandwich variance estimator available in Mplus was
used to control for therapist nesting effects. The missing data analyses using the same dataset
(Slesnick, Erdem, et al., 2013) demonstrated a pattern of missing at random; therefore, the full-infor-
mation maximum-likelihood estimation was used (Little & Rubin, 1987). Effect sizes (Cohen’s d)
were calculated for the significant differential treatment effects only. Based on Cohen (1988) defini-
tion, 0.2, 0.5, and 0.8 were used as the cutoff point for a small, medium, and large effect, respectively.

RESULTS

Descriptive Analysis

Means and standard deviations of adolescents’ report of family cohesion and conflict are pre-
sented in Table 2. All variables had a skewness <1, indicating no violation of normality. Indepen-
dent-sample ¢ test showed that at baseline, male adolescents reported significantly higher levels of
family cohesion (#[168] = —2.83, p < .01) and lower levels of conflict compared to female adoles-
cents ([170] = 3.40, p < .01). In addition, there was no treatment group difference among any out-
come variables at baseline (ps > .05). Therefore, gender was included as a predictor of the
intercept in the following latent growth curve analysis.

Latent Growth Curve Analysis

Family cohesion. Analyses of the unconditional model revealed a significant in-treatment (0—
6 months) slope (b = 0.55, SE = 0.10, pseudo-z = 5.46, p < .001) and a significant posttreatment
slope (b = 0.07, SE = 0.03, pseudo-z = 2.77, p < .01); that is, as a whole, the current sample exhib-
ited significant increases in family cohesion during treatment. In addition, family cohesion contin-
ued to improve after treatment ended, although the rate of increase was smaller.
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Table 2
Means and Standard Deviations of Outcome Variables
EBFT CRA MET
Mean (SD) n Mean (SD) n Mean (SD) n
FES Cohesion
Baseline 4.29 (2.09) 55 4.43 (2.25) 56 3.69(2.55) 59
3-m FU 5.02 (1.78) 45 4.96 (1.91) 46 4.80 (2.08) 45
6-m FU 4.76 (2.33) 38 5.46 (2.35) 41 4.92(2.73) 38
9-m FU 5.13(2.39) 45 4.98 (2.35) 41 5.32(2.92) 38
12-m FU 5.44 (2.14) 45 5.63(2.17) 40 5.56 (2.54) 41
18-m FU 5.71 (2.30) 45 5.55(2.21) 42 5.24 (2.55) 42
24-m FU 5.38 (2.17) 39 5.62(2.21) 42 5.24 (2.55) 42
FES Conflict
Baseline 5.42(2.19) 55 5.44(1.90) 57 5.67 (1.90) 60
3-m FU 3.85(1.70) 46 4.28 (1.66) 46 4.62(1.47) 45
6-m FU 4.05 (2.26) 37 4.38 (2.04) 42 5.47(2.18) 36
9-m FU 4.36 (1.88) 45 4.43 (2.26) 40 4.82(2.82) 39
12-m FU 4.13(2.19) 45 4.03 (2.02) 40 4.85(2.39) 41
18-m FU 4.27(2.38) 45 431 (2.15) 42 4.90 (2.20) 42
24-m FU 3.92(2.25) 39 4.19 (2.30) 42 4.69 (2.20) 48
Note. FES Cohesion = Family Environment Scale — Cohesion subscale; FES Conflict = Fam-
ily Environment Scale — Conflict subscale.

When all the covariates were entered into the model, adolescents’ ethnicity and treatment
attendance did not show a significant association with either of the two slopes and therefore were
excluded from the final model. The model fit of the final model was good (CFI = 0.96;
RMSEA = 0.049, 90% CI = [0.01, 0.08]). None of the covariates was significantly associated with
the in-treatment slope (all ps > .05). Adolescents that received MET exhibited a significantly smal-
ler posttreatment slope than those who received EBFT (b = —0.14, SE = 0.04, pseudo-z = —3.51,
p < .001), whereas adolescents that received CRA exhibited a marginally significantly smaller post-
treatment slope (b = —0.09, SE = 0.05, pseudo-z = —1.80, p = .07). In other words, those who
received CRA and MET reported less increase in family cohesion than EBFT during the follow-up
period, after treatment ended. Male adolescents exhibited marginally less improvement in family
cohesion during the posttreatment period than female adolescents (b = —0.14, SE = 0.08, pseudo-
z=—1.79, p = .07). EBFT demonstrated a small-to-medium effect (d = 0.43) over CRA and a
small effect (d = 0.33) over MET in terms of the posttreatment change in family cohesion. In addi-
tion, there was a significant association between adolescents’ age and the degree of increase in fam-
ily cohesion during the posttreatment period (b = 0.06, SE = 0.02, pseudo-z = 3.38, p < .001);
that is, older adolescents reported a greater increase in family cohesion than younger adolescents.

Family conflict. Analyses of the unconditional model revealed a significant in-treatment slope
(b = —0.50, SE = 0.09, pseudo-z = —5.51, p < .001), but the posttreatment slope was not signifi-
cant (b = —0.05, SE = 0.04, pseudo-z = —1.35, p > .05); that is, as a whole, the current sample
exhibited significant reductions in family conflict during treatment. There was no significant
change in family conflict once treatment ended.

In the conditional model, adolescents’ gender, age, ethnicity, and treatment attendance were
not statistically significant; thus, they were not kept in the final model. The final model with
adolescent gender as the predictor of the intercept, and treatment condition as the predictor of the
two slopes yielded an acceptable model fit (CFI = 0.93; RMSEA = 0.066, 90%CI = [0.038,
0.092]). There was a significant difference between those who received EBFT and those who
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received MET in the slope of the in-treatment period [ = 0.43, SE = 0.11, pseudo-z = 3.90,
p < .001]; that is, adolescents who received MET exhibited significantly less reduction in family
conflict than those who received EBFT during the treatment. The difference between CRA and
EBFT during the in-treatment period was not significant. In addition, there was no differential
treatment effect during the posttreatment period (all ps > .05). EBFT demonstrated a medium
effect size (d = 0.51) over MET in terms of the change in family conflict during treatment (baseline
to the 6 month postbaseline).

DISCUSSION

Disruptive family relationships are consistently identified as precursors of running away from
home (e.g., Edidin, Ganim, Hunter, & Kamik, 2012; Ferguson, 2009; Tyler, 2006). As the goal of
basic center programs, or runaway shelters, is to reunite adolescents with their families when such
placement is appropriate, shelters report that 60-80% of adolescents return to their families of ori-
gin (Thompson, Safyer, & Pollio, 2001). Given the role of the family in precipitating the adoles-
cent’s stay in the runaway shelter, it follows that interventions addressing family systems
functioning should be offered to families when they enter a shelter. However, studies comparing
family therapy with individual therapies have not been conducted with runaway adolescents.
Therefore, it is unknown whether family therapy is associated with better family-level outcomes
compared to individual therapies. The current study addressed this gap in the literature by com-
paring the impact of family systems therapy (EBFT), a behavioral intervention (CRA), and brief
Motivational Enhancement Therapy (MET) on adolescent perceived family conflict and cohesion.
Change in perceptions of family conflict and cohesion was examined during treatment (0—
6 months) and upon treatment completion (6-24 months).

As hypothesized, significant improvements in adolescent’s perceptions of family cohesion
and conflict were observed in both the individual therapies and the family systems therapy.
Several studies report that individual treatments exert a positive impact on family-level variables
(e.g., Keeton et al., 2013; Kolko et al., 2000). Furthermore, several studies have shown little differ-
ence between individual and family therapies on these family-level outcomes over time (e.g., Sique-
land, Rynn, & Diamond, 2005). Conceptually, this finding is consistent with a family systems
theoretical understanding of change; when change occurs within a member of a family system,
changes across the entire family system, including transactional change, should be observed (Bo-
wen, 1978). Therefore, improved adolescent functioning and behavior could be expected to result
in reduced family-level conflict and greater cohesion. Even so, recent studies have shown that
change on family-level variables differs between individual and family therapies during the period
of treatment, but that this difference dissipates posttreatment (Garoff et al., 2012; Liddle et al.,
2009). Although this study did not test mediators of change, it is possible that improved adolescent
behavior reduces stress and defensives and increases trust among family members, thereby increas-
ing the sense of closeness and family members’ willingness and motivation to reduce conflictual
interactions. Given that improved conflict and cohesion were observed among families assigned to
MET, where communication skills and family interaction were not a focus, it suggests that family
members already possess some skills, but that these interventions increase family members’ open-
ness and willingness to implement them.

In this study, it was hypothesized that those receiving EBFT would show more significant
improvement in perceived family conflict and cohesion during the treatment period (0—6 months)
than the individual treatments. Findings for family conflict partially supported this hypothesis;
adolescents who received EBFT showed a greater reduction in perceived family conflict than those
who received MET during the treatment period. No additional reductions in conflict were
observed posttreatment, from 6 to 18 months, with adolescents maintaining the reductions in con-
flict over time across all three treatments. The greater change in conflict observed in EBFT during
treatment supports the findings of Liddle et al. (2009) and Garoff et al. (2012) and likely reflects
the goal of family systems therapy on addressing emotional relationships among family members;
that is, family therapy may result in a more rapid reduction in conflict among family members as
this is a direct focus of the family therapy sessions. The difference between EBFT and CRA in fam-
ily conflict was not significant. Although CRA did not directly address family interaction patterns
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in the sessions, it helped adolescents improve their coping and problem-solving skills, which might
in turn lead to reductions in their perceptions of conflict in the family. In addition, MET was less
time-intensive than CRA and EBFT and less emotionally intense compared to EBFT, perhaps
leading to the greater observed difference in family conflict between EBFT and MET.

Contrary to expectations, the findings regarding the trajectory of family cohesion showed that
those adolescents who received EBFT reported more improvement in cohesion than those that
received CRA or MET during the posttreatment period. Possibly, a direct focus on unresolved
conflict, emotional pain, and lost trust must be resolved prior to maximizing adolescents’ report of
family closeness and support. Given that youth receiving EBFT reported more improvement in
family conflict during the in-treatment period and more improvement in family cohesion during
the after-treatment period, future research examining the process of change over time will need to
determine whether direct resolution of family conflict precedes greater increases in family cohesion
for family therapy in particular. Research notes that reductions in conflict are not automatically
associated with increases in positive relationship factors and that increases in closeness or cohesion
(but not conflict) are causally linked with decreases in other problem behaviors among adolescents
including substance use (Slesnick, Bartle-Haring, & Gangamma, 2006). The presence of cohesion
versus the absence of conflict is also associated with better overall relationship satisfaction and
marital outcomes among married couples (Gottman, Coan, Carrere, & Swanson, 1998).

During the in-treatment period, all three modalities yielded similar improvements in family
cohesion, which might be explained by the very low baseline levels of reported family cohesion
among these families; that is, the family environment of runaway adolescents is characterized by
much lower cohesion when compared with normal adolescent samples (Wolfe, Toro, & McCaskill,
1999). With a low baseline level of cohesion, individual therapies might indirectly improve the
youth’s perception on family cohesion by improving their coping skills and motivation to change.
However, as individual therapies did not directly address family members’ interaction patterns and
emotional responses, further improvement in family cohesion once treatments ended was not
observed. In summary, even though all treatments were associated with significant improvements
in reported conflict and cohesion during the in-treatment period, an examination of the trajectories
of change suggests that family therapy impacts family-level variables differently than individual
therapies. These findings are similar to Liddle et al. (2009) study, which showed that Multidimen-
sional Family Therapy yielded more improvement in positive and negative family interaction than
a peer group intervention.

Finally, adolescents who were female or older exhibited a greater increase in family cohesion
during the posttreatment follow-up. A number of studies indicate that female adolescents are more
likely to tolerate emotional and relationship discussions than boys (Burleson, 2003; Hsieh &
Hollister, 2004; Impett & Peplau, 2006) and to have better treatment outcomes, overall (see review,
Williams & Chang, 2000). The reasons for older adolescents to report greater increases in cohesion
are unclear, however, especially because these differences were not observed in family conflict.
If increases in family cohesion are linked cognitively to reductions in perceived conflict, and/or per-
haps cognitive flexibility, such change in perception may be associated with the higher cognitive
processing skills among older adolescents (Mcrae et al., 2012).

It should be noted that the maximum number of possible sessions were fewer in MET (n = 2)
than the other two modalities (both are 12). MET has been compared with other long-term treat-
ments such as cognitive-behavioral coping skills therapy and 12-step facilitation therapy in Project
MATCH and other studies and has been deemed equally effective (see Lundahl and Burke (2009)
for a review). Therefore, although MET is not as time-intensive as CRA and EBFT, it is consid-
ered to be a viable comparison group. In fact, the necessary dosage of treatment to facilitate
change is unknown. Snell, Mallinckrodt, Hill, and Lambert (2001) found that those clients who
attended only one session achieved and maintained clinically significant change through the 10-
month follow-up at a higher rate than those who complete 2-7 sessions. Barkham et al. (2006)
found that the majority of clients who were offered up to 12 psychotherapy sessions actually
attended between two and six sessions. In addition, those who attended fewer sessions showed
more clinically significant change than those who attended more sessions. Thus, the relationship
between dose and treatment effects is not necessarily linear.
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Limitations

Several study limitations should be considered when interpreting the findings. Data came from
a convenience sample of youth recruited through a local runaway shelter, and the findings might
not generalize to substance abusing runaway adolescents recruited from other parts of the country.
The current sample size may have low statistical power to detect a relationship when the effect size
is small. In the current study, it is unclear whether the improvement in family functioning was
related to the extent to which other family members were involved in the family therapy. Families
who agreed to come together in the EBFT condition might be different from those families with
members who refused to participate; that is, they may have had different levels of motivation or
willingness to support other family members, which in turn might be related to the change in fam-
ily relationships over time. However, the current study cannot test this possibility.

The reliabilities of the FES were relatively low in general, though comparable to other studies
that have utilized this measure (e.g., Boyd, Gullone, Needleman, & Burt, 1997; Gage-Bochard,
Devine, & Heckler, 2013). No observation of family interaction was used in the current study,
which might provide a more objective measure of family functioning than self-report. In addition,
other factors that are common to most treatment modalities, such as therapist alliance and self-effi-
cacy, were not assessed and should be assessed in future studies to help document underlying rea-
sons for change. The study is also associated with significant strengths including an intent to treat
and randomized design, use of manualized, empirically supported treatments, and long-term fol-
low-up to 2 years. Furthermore, the study utilized standardized assessment measures, and state-
of-the-art statistical analyses, accounting for the nested nature of the data.

CONCLUSION AND FUTURE DIRECTIONS

In the current study, EBFT demonstrated better short-term effects on family conflict and bet-
ter long-term effects on family cohesion than individual therapies. Future research with a fully
powered sample should investigate whether the involvement of family members in the family ther-
apy is associated with improvement in family functioning by utilizing observational ratings to
assess family interaction, and/or assessing multiple perspectives on family relationships. Family
systems therapy may be preferable to individual therapies when working with substance use disor-
dered runaway adolescents with family environments characterized by high levels of conflict and
low levels of cohesion. In addition, while MET could be considered a time- and cost-efficient inter-
vention for substance use among these youth, compared to EBFT and CRA (Slesnick, Erdem, et
al., 2013), family systems therapy appears to have a stronger and longer lasting effect on family
interaction, including observed reductions in parent—child discrepant perceptions (Guo & Slesnick,
2013), impact on other family member’s mental health (Guo et al., 2014), as well as reduced ado-
lescent problem behaviors, not observed among the individual therapies (Slesnick, Guo, et al.,
2013). The greater impact of family therapy on family outcomes suggests that family systems thera-
pies should be offered to families who seek services through runaway shelters. While family sys-
tems therapies are more difficult to implement within community settings compared to individual
therapies (Copello, Templeton, & Velleman, 2006), attention toward overcoming implementation
barriers will likely result in better long-term individual and family outcomes among these families.
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