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Abstract

Background and Objectives—Research shows that interventions for substance use disorders
may be helpful in reducing internalizing disorders in adolescents. This paper examines the
prevalence and reductions of anxiety and depression symptoms among youth receiving substance
use treatment.

Methods—Four hundred eighty adolescents ages 12—17 who received treatment for substance
abuse as part of the Brief Strategic Family Therapy effectiveness trial were screened for anxiety
and depression using the Diagnostic Interview Schedule for Children-Predictive Scales (DISC-
PS). Twelve-month post-randomization assessments were completed by 327 parents and 315
youth. Sixty-five percent of the sample was found to have probability of at least one anxiety
disorder or depression diagnosis.

Results—Significant reduction of anxiety and depressive symptoms and significant reductions in
probable anxiety and depression diagnoses were observed at follow-up. Few differences by
treatment type and by ethnic group were noticed.

Conclusions and Scientific Significance—Findings indicate that substance use
interventions might help reduce the prevalence of anxiety and depressive symptoms and the
probability of these disorders.
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INTRODUCTION

Adolescent drug abuse continues to represent one of the most pressing public health issues
in the United States.! According to the National Survey on Drug Use and Health, drug use
increased by 9% in 2009, reversing downward trends since 2002.2 Without effective
treatments, these adolescents are at increased risk for serious medical and legal problems,
incarceration, suicide, school difficulties, unemployment, and poor interpersonal
relationships.3-> While effective interventions for youth substance use disorders (SUDs)
exist,® substance using adolescents are likely to experience both immediate and long-term
emotional and physical consequences. In particular, as many as 75% of adolescents with
SUDs have some additional form of mental health problem (eg, conduct disorder,
depression)® 710 and in most clinical samples psychiatric comorbidity is more common than
SUD alone.11:12 |n addition, substance using youth with comorbid disorders start using
earlier and experience more severe social and family dysfunction, lower levels of
commitment to school, more legal problems, suicidal behavior, sexual, or physical abuse,
have parents who use drugs and have serious mental health problems.11-13

Externalizing problems such as Conduct Disorder, ADHD, and Oppositional Defiant
Disorder (ODD) are the most commonly reported and investigated comorbid disorders with
SUD, but internalizing problems such as anxiety disorders and major depression and SUD
are also common.1* For example, the research literature reveals current prevalence rates of
depression with substance using disorders ranging from 11% to 32% and anxiety disorders
with substance using disorders ranging from 7% to 40%.13:15 While there are proven
effective treatments for depression and anxiety in adolescents,16:17 and there is both clinical
and empirical evidence that supports integrating substance abuse treatment and comorbid
disorders;1° unfortunately, there are well-documented barriers to the delivery of integrated
treatment.> Moreover, existing studies have not yet been able to address the separate and
combined influences of pharmacotherapy and behavioral interventions for comorbid
psychiatric and SUDs.18

Several models have been proposed for the development of co-occurring mental health and
SUD in adolescence, inevitably attempting to find a causal relationship between them.19-21
Reviews of these describe: (a) common factor development in which shared common factors
predispose adolescents to both mental health problems and SUDs; (b) secondary SUDs; (c)
secondary mental/psychiatric disorder; and (d) bidirectional models. Therefore, it is possible
that interventions for one disorder may help reduce the incidence of the other disorder, either
by changing a common risk factor (family environment) or via reduction of a maintaining
disorder (anxiety fostering substance abuse). In fact, the effects of depression treatment
carry over to anxiety symptoms22 and treatment of psychiatric comorbidity often helps to
alleviate the SUD as well.23 A theoretical basis for the possibility of effects on anxiety and
depression via substance abuse intervention is derived from a number of hypotheses. These
hypotheses generally stress the reciprocal relation between a number of child, parental/
familial, and environmental factors. For example, interventions for substance abuse may
foster positive perceptions of self efficacy (a protective mechanism for both anxiety and
depression) directly by fostering positive self-perceptions and perceptions of personal
success.24 Family therapy can shape a positive parental attitude, which in turn may be a
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powerful contributor to self-worth in childhood/adolescence and could target many of the
family risk factors for youth depression.2>:26 It is also possible that interventions for these
psychiatric disorders such as depression and anxiety and SUDs target similar mechanisms of
behavior change through common components of treatment.26:27

Research is needed to examine if interventions for SUDs may help reduce the incidence of
comorbid internalizing disorders. Whereas there are a relatively large number of studies on
the impact of psychiatric comorbidity on substance abuse treatment outcomes, to date only
few studies1:28-31 have examined the effects of substance use treatment on anxiety
disorders and depression in youth. While these studies have shown a reduction in such
symptoms, they have several limitations: (1) with a few exceptions (ie, n = 88;32 n = 11431)
they have studied a relatively small sample size (eg, n = 32;28:29 n = 5630): (2) have been
implemented as one site efficacy studies; (3) have reported the internalizing disorders as part
of other comorbid disorders;11:33:34 and (4) have presented findings mostly on youth who
are involved in juvenile justice and are mainly male and African American33:34 or
Hispanic.31:32 The purpose of this article is to build on the existing literature by examining
the reductions in anxiety and depression symptoms in drug using adolescents receiving
substance abuse treatment in a multi-site randomized study conducted in eight community
treatment agencies. This article is a secondary analysis of the Brief Strategic Family
Therapy (BSFT) effectiveness study, main study design and results have been presented by
Robbins et al 35:36

Adolescents randomly received either Treatment As Usual (TAU) or a family intervention,
BSFT. For this secondary analysis, we first hypothesized that anxiety and depression would
be highly prevalent in the sample. We next hypothesized that drug abuse treatment (both
BSFT and TAU) would have a significant impact in reducing anxiety and depression levels
and in reducing the prevalence of probable anxiety and depression diagnoses, and that these
changes would be greatest in BSFT. We expected effect sizes greater than those that might
be expected on the basis of normal reductions in symptoms over time;3” but smaller than
those typically found in childhood anxiety disorder treatment studies. 3839 Given the
established impact of BSFT in parenting and family functioning, and potential benefits that
these could bring on anxiety and depression symptoms, we expected differential effects for
BSFT versus TAU. The BSFT effectiveness study used ethnicity as a variable for
randomization, and was designed to maximize the chance that a sufficient number of
Hispanic and African American adolescents would be included to allow valid subgroup
comparisons*0. Therefore, the design of the main study allows us to explore the effects of
ethnicity as moderators of change as part of this secondary analysis. In addition, because
cases got additional services beyond drug abuse treatment, we also examined the potential
effects of outside treatment and the amount of intervention received.

MATERIALS AND METHODS

Participants and Design

This article uses data from the BSFT effectiveness study conducted in the NIDA’s National
Drug Abuse Treatment Clinical Trials Network.3> The BSFT effectiveness study utilized a
prospective, longitudinal, randomized design. Four-hundred eighty adolescents and their
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families were randomly assigned to BSFT or TAU for the treatment of drug abuse in eight
outpatient community treatment centers (CTPs) across the country. Figure 1 presents a
consort flow diagram for the BSFT effectiveness study. To enroll in the study, adolescent
participants had to self-report illicit drugs (other than alcohol and tobacco) in the 30-day
period that preceded the baseline assessment or were referred from an institution (eg,
detention, residential treatment, court, etc.) for the treatment of substance abuse. Also, the
adolescent had to assent and a parent or legal guardian had to consent to participate in
therapy.

After providing consent/assent for their participation, adolescents and their families in both
conditions were asked to participate in follow-up assessments for a period of 12 months
following randomization. Youth and parents were screened for comorbid psychiatric
diagnoses pre-treatment (Time 1) and again at 12 months (Time 2).

The sample was aged 12-17 years (mean age 15.4 years) and was 78.5% male. Ethnic
composition was as 44% Hispanic (n = 213), 31% White (n = 148), 23% African American
(n = 110), and 2% (n = 9) youth were of other ethnicities. Seventy-two percent were referred
to treatment by the court. Sixty-nine percent met diagnostic criteria for any substance abuse
or dependence by the Diagnostic Interview Schedule for Children-Substance Abuse (DISC
SA).

A total of 327 primary guardians and 315 youth completed the 12-month anxiety and
depression assessment. Comparison of the youth who completed both the Time 1 and Time
2 assessments versus the youth who only completed the Time 1 assessment revealed no
statistically significant differences on child age, gender, child reported anxiety, child
reported depression, and parent reported depression. The only significant differences were
for ethnicity and parent reported anxiety. Specifically, the youth lost to attrition had
relatively lower Time 1 parent reported anxiety, and relatively more African Americans
were lost to attrition.

The Diagnostic Interview Schedule for Children-Predictive Scales (DISC-PS*!) was used to
assess anxiety and depression symptoms and to identify probable presence of Simple
Phobia, Social Phobia, Agoraphobia, Panic Disorder, Separation Anxiety Disorder,
Generalized Anxiety Disorder, Obsessive-Compulsive Disorder, and Major Depressive
Disorder based on DSM 1V criteria. This measure was administered to both youth and
parents to assess the adolescent’s psychiatric symptoms and probability of psychiatric
diagnoses in the past 12 months. This instrument has demonstrated excellent sensitivity and
specificity compared to the full Diagnostic Interview Schedule for Children.#! Reported
test—retest reliabilities of the scales are generally good and had intraclass correlation
coefficients ranging from .52 for obsessive-compulsive disorder to .82 for conduct disorder.
For this article, we created six continuous scales from the symptom items [ie, anxiety
symptoms reported by the child (34 items, in this sample coefficient alpha was .85 Time 1
and .84 Time 2) and the parent (36 items, in this sample coefficient alpha was .86 Time 1
and .89 Time 2); depressive symptoms reported by the child (7 items, in this sample
coefficient alpha was .72 Time 1 and .76 Time 2) and parent (9 items, in this sample
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coefficient alpha was .78 Time 1 and .82 Time 2)] as well as externalizing symptoms
(Conduct Disorder, ODD, and ADHD) reported by the child (21 items, in this sample
coefficient alpha was .82 Time 1 and .87 Time 2) and parent (38 items, in this sample
coefficient alpha was .91 Time 1 and .94 Time 2). These six continuous scales created for
this analysis were used to examine reductions in anxiety and depressive symptoms. We also
examined probability of diagnoses based on the symptoms criteria reported in Lucas et al 4
and exclusionary criteria in the interview. We used the most stringent cutoffs reported for
each diagnoses. For example, diagnosis was met if child participants endorsed more than
one symptom for Simple Phobia, more than one for Social Phobia, more than three for
Generalized Anxiety Disorder, more than four for Major Depressive Disorder, or more than
two for Conduct Disorder. Additional details on the symptom criteria can be found in Tables
1-3 of Lucas et al.*1

Interventions

Brief Strategic Family Therapy—BSFT is a manualized intervention?? that integrates
structural and strategic theory and intervention techniques to address systemic (primarily
family) interactions that are associated with adolescent substance use and related behavior
problems. BSFT considers adolescent symptomatology to be rooted in maladaptive family
interactions, inappropriate family alliances, overly rigid or permeable family boundaries,
and parents’ tendency to believe that a single individual (usually the adolescent) is
responsible for the family’s troubles. BSFT operates according to the assumption that
transforming family interactions will help improve the youth’s presenting problem. The
emphasis is on identifying the nature of the interactions in the family and changing those
interactions that are maladaptive. BSFT consists of 12—-16 sessions over a 4-month period,
and up to 8 “booster” sessions. The actual number of sessions/ length of service is based on
the therapist’s ability to achieve necessary improvements in specific behavioral criteria (eg,
drug use and family interactions) and the severity of family problems. Therapists were
permitted to conduct “booster sessions” after the 12—16 sessions with cases that relapse,
present adverse events during follow-up assessments, or in response to a family petition. The
majority of therapy sessions were expected to involve multiple family members. Services
were planned to include a systematic assessment and plan for involving individuals from
other relevant systems in which the adolescent is involved (eg, school, peer, justice). Finally,
location of services was flexible to ensure that location was not an obstacle to the delivery of
BSFT interventions. As described by Nunes et al.,*3 given that BSFT is a comprehensive
stand alone intervention for drug-abusing adolescents, it was suited to be tested against
TAU, where TAU in this design was substituted entirely by the BSFT.

Treatment as Usual—TAU varied depending on the treatment programs at participating
CTPs. TAU in CTPs included one or more of the following: individual and/or group
therapy, parent training groups, non-manualized family therapy, and case management. At
least 1 intervention session per week was typical, as well as participation in ancillary
services (eg, case management, AA, etc.). However, CTPs providing weekly, manualized
family therapy sessions were excluded. A prerequisite for participation in this protocol was
that the community agency’s TAU had to minimally include at least 12-16 scheduled

Am J Addict. Author manuscript; available in PMC 2014 July 18.



1duosnue Joyiny vd-HIN 1duosnue Joyiny vd-HIN

1duosnuely Joyny vd-HIN

Page 6

sessions to ensure that differences in dose between BSFT and TAU were not the result of
different planned treatment parameters.

Therapy Dose

Dose in both conditions was tracked through monthly therapists’ interviews. Using the
participant’s clinical charts, therapists in both conditions reported on the clinical status of
cases, recommended dose, and the number of sessions that were actually delivered during
the past month (or since last interview). During these interviews, in addition to the study
intervention dose, the therapists reported on additional treatment services (therapy sessions)
that their assigned cases received. Total dose was constructed as the sum of all therapy
sessions conducted by any therapist (not just the study-therapist) at the agency, thus
allowing us to track delivery of psychiatric services. It should be noted that the mean
expected dose in both conditions in the BSFT effectiveness study ended up being higher
than anticipated because the average length of treatment was much longer than expected
(approximately 8 months).

Data Analyses

Preliminary and comorbidity pattern analyses were conducted with descriptive statistics,
cross tabulations, and chi-square analyses. Formal tests of the effects of the intervention
were conducted using a set of 2 (treatment group; BSFT vs. TAU) by 2 (time; pre to 12-
month follow-up) mixed factorial ANOVA'’s. In this type of analysis, the critical effect
expected is a significant effect of time and a significant interaction effect to demonstrate
differential effect of the type of treatment (or effect of other moderators) and significant
effect of time to demonstrate a decrease in symptoms. Significant interactions were
decomposed with single degree of freedom contrasts as recommended by Jaccard and
Guilamo-Ramos.*4

We also examined the size of changes within each treatment group. The parent and child
were considered families of analysis and so the alpha was set at (p < .025). Cohen’s d was
used to estimate effect size. Based on expected effect sizes (d between .2 and .6) power was
well above .80% for these analyses even with the attrition from Time 1 to Time 2. Given
significant reductions in symptoms using the continuous measure, we examined the clinical
significance of the findings by examining reduction in the prevalence of probable diagnoses
using the DISC predictive scales for the various anxiety disorders and major depression.
Reductions in the prevalence of probable anxiety and depression diagnosis were examined
using the binomial test and tested change in prevalence for disorders with greater than a 5%
initial (Time 1) prevalence estimate. Analyses were also conducted to examine whether
change in anxiety and depression symptoms would still be evident among youth without
comorbid externalizing disorders by conducting a set of 2 (treatment group; BSFT vs. TAU)
by 2 (time; pre to 12-month follow-up) mixed factorial ANOVA’s to examine change in pre-
to post-treatment among only youth without comorbid externalizing disorders based on child
report (based on parent report the sample was too small).
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RESULTS

Preliminary and Descriptive Analyses

Examination of the anxiety and depression scores’ ranges and skew indicated acceptable
levels for the planned analyses for the depression and externalizing scales but significant
skew on anxiety symptoms (child skew = 1.47; parent skew = 1.15). Square root
transformation normalized the distribution (child skew = .06; parent skew = -.02) and one
outlier for child reported anxiety and one outlier for parent reported anxiety were removed
before conducting the main analyses.

Anxiety and depression diagnoses were highly prevalent in the sample. Fifty-two percent of
the sample had at least probability of one anxiety or depression disorder in the past 12
months by child report and 65% by parent report. Forty-one percent had probability of
depression according to parent report (of these 73% had at least one comorbid anxiety
disorder), and 26% had probable depression via child report (of these 67% had at least one
comorbid anxiety disorder). Fifty-four percent had at least one probable anxiety disorder by
parent report and 32% had at least two probable anxiety disorders. Specific parent reported
anxiety disorders included Social Anxiety Disorder (32.5%), Generalized Anxiety Disorder
(29.8%), Separation Anxiety Disorder (20.4%), Specific Phobia (14.8%), Panic (14.4%),
Obsessive Compulsive Disorder (.6%), and Agoraphobia (.4%). Forty-four percent of the
sample had at least one anxiety disorder by child report and 17% had at least two anxiety
disorders. Specific child reported anxiety disorders included Specific Phobia (24.6%), Social
Anxiety Disorder (18.3%), Separation Anxiety Disorder (14.6%), Panic (7.9%), Obsessive
Compulsive Disorder (3.1%), Agoraphobia (2.1%), and Generalized Anxiety Disorder
(2.1%).

Effect of the Intervention on Continuous Symptom Scores

Results of the intervention (pre- to post-treatment) were first analyzed with repeated
measures ANOVAs [two time (ie, the repeated measures factor) by two treatment (BSFT vs.
TAU a between subjects factor)] or mixed factorial ANOVAs. Table 1 presents pre- and
post-treatment means by type of treatment with Cohen’s d effect size estimates for anxiety
and depression. Results on child reported depression indicated a significant effect of time
[F(1, 313) = 22.01,p < .001] but no significant treatment group x time interaction [F(1, 313)
=.08,p > .1]. Results on parent reported depression indicated a significant effect of time
[F(1, 325) = 63.35,p <.001] but no significant treatment x time interaction [F(1, 325) = .87,
p > .1]. Results on child reported anxiety indicated a significant effect of time [F(1, 313) =
70.09, p <.001] but no significant treatment group x time interaction [F(1, 313) =1.26,p > .
1]. There were no significant between treatment group effects in any of these analyses.
Results on parent reported anxiety indicated a significant effect of time [F(1, 325) = 63.45, p
<.001], and a significant treatment group x time interaction [F(1, 325) = 6.98, p < .01] but
no between subjects effect [F(1, 325) = .09, p > .1]. Follow-up paired samples t-tests
indicated significant decreases in parent reported anxiety for both groups [BSFT t(168) =
3.76, p <.001, d = .29; TAU t(157) = 7.52, p < .001, d = .60], so the nature of the interaction
can be understood by the larger effect size in TAU. Effect sizes for each of the measures
reported in Table 1 indicate small to medium sized effects.
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Additional analyses were run to test the effects of age, ethnicity, and sex. Because the
reduction of symptoms could have been explained by differences in services by condition to
target anxiety and depression, we ran additional models to test the effects of the additional
outside intervention/services. Results indicated no differential effects based on age, sex,
amount of treatment sessions, nor did these variables interact with treatment type. Amount
of outside treatment was not a significant covariate and did not predict change in symptoms.

There were significant effects of ethnicity. These analyses were conducted excluding the
youth classified as “other” due to the small sample size. Results indicated that there were
significant ethnicity by time interactions for child reported depression [F(2, 308) = 4.43, p
<.025]; child reported anxiety [F(2, 308) = 3.15, p <.05]; and parent reported depression
[F(2, 318) = 4.81, p < .01]. Follow-up tests decomposed the significant interactions and are
reported in Table 2. Pre- to post-changes for each ethnic group were tested with simple t-
tests on change and differences between ethnic groups were tested with ANOVAs followed
by single degree of freedom Bonferroni corrected comparisons. In general, the pattern of
findings indicated that there were significant differences in pre-treatment depression and
smaller and less consistent effects for non-white youth. These were most evident for
depressive symptoms where African American youth tended to start treatment with lower
depression and show little decrease. The pattern of ethnicity findings is illustrated in Fig. 2
for parent and child report of depression symptoms.

One additional set of supplemental analyses were conducted to examine whether change in
anxiety and depression symptoms would still be evident among youth without comorbid
externalizing disorders (ie, change in anxiety and depression might simply be a function of
change in externalizing problems). Externalizing diagnoses were also highly prevalent at
baseline. Ninety-three percent had probability of at least one of conduct disorder (63%),
ODD (89%) or ADHD (76%) by parent report and 56% had probability of at least two
disorders. Since the DSM-IV (American Psychiatric Association, 1994) excludes ODD
when Conduct Disorder (CD) is met, the prevalence of ODD diagnosis was 26%. Fifty
percent had at least one of CD (24%), ODD (41%), or ADHD (13%) by child report and
22% had probability of at least two disorders. Again, since DSM-IV excludes ODD when
CD is met, the prevalence of ODD diagnosis was 24%. Thus, we conducted analyses
examining change in pre- to post-treatment among only youth without comorbid
externalizing disorders based on child report (based on parent report the sample was too
small). Results are presented in Table 3 —these indicate significant changes in both parent
and child reported anxiety and parent reported depressive symptoms.

Changes in Diagnostic Status

Reductions in the prevalence of probable anxiety and depression diagnoses were examined
using the binomial test on disorders with greater than a 5% Time 1 prevalence estimate. Test
proportions were based on Time 1 prevalence for each specific disorder using only
participants for which both Time 1 and Time 2 data were available. Given the multiple tests
alpha was set at .01 and so p-values <.01 indicate a significant reduction in prevalence. In
terms of parent reported disorders Time 2 incidence was for probable Major Depression
(26%, p < .001), Social Anxiety Disorder (22%, p < .001), Generalized Anxiety Disorder
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(22%, p < .001), Separation Anxiety Disorder (16%, p = .002), Specific Phobia (10%, p = .
01), Panic (13% p > .1). In terms of child reported disorders Time 2 incidence was for
probable Major Depression (20%, p = .002), Specific Phobia (18%, p < .001), Social
Anxiety Disorder (9.6%, p < .001), Separation Anxiety Disorder (8.6%, p =.002), Panic
(4.5%, p = .018), Conduct Disorder (9%, p < .001).

DISCUSSION

This article makes a novel contribution to the literature by showing that community-based
drug abuse treatments may help reduce the prevalence of anxiety and depression symptoms
and probability of diagnoses among adolescents. Adolescents with comorbid substance use
and mental health problems constitute a unique clinical population at a very high risk for
comorbid problems into adulthood to the extent that it has become one of the most pressing
issues in developing and testing effective interventions for drug abuse.1246 Results of this
study suggest that there were significant reductions in symptoms after treatment and the
effect sizes were in the small to medium range, even when controlling for other services that
these adolescents might have received for these problems. Moreover, results show
significant reductions in the prevalence of probable diagnosis for Major Depression, Social
Anxiety, and Separation Anxiety based on parent and child report. In addition, reductions
were most significant for the white group. Findings suggest similar effects for BSFT and
TAU; however, TAU was more effective in reducing parent reported anxiety, but not child.
Many factors could account for this difference but the exact reason cannot be known.

Findings were consistent with previous research indicating that substance abuse treatments
are effective in reducing internalizing symptoms.11:3147 Estimated effect sizes based on the
reported mean changes in Waldron et al.3! are of .53 (4-month post-treatment) and .63 (7-
month post-treatment). However, this single site trial reflected mean changes for all
internalizing disorders. Our study extends research in a number of ways. First, the design
and data collection of this study (effectiveness trial) helps establish the generalizibility of the
findings. This study included a large sample of adolescents (N = 480) and their families
from a community treatment sample where both parent and adolescents reported for
psychiatric comorbidity. In addition, randomization was balanced for ethnic groups, thus
resulting in a sample with 44% Hispanic (n = 213), 31% White (n = 148), 23% African
American (n = 110), and 2% (n = 9) youth were of other ethnicities. The sample also
included 103 girls.

Certain limitations in this study need to be acknowledged. First, the study relied on a
measure of probability of diagnoses, the Diagnostic Interview Schedule for Children-
Predictive Scales (DISC PS). However, we were able to use both parent and adolescent
reports on this measure. Second, the data were collected at only two time points; baseline
and 12-month post-randomization, only allowing a pre—post examination. Third, this study
did not include a randomized control group that received no intervention. However, the
control group for this study (TAU), also improved. Fourth, family therapies, and in
particular BSFT, have yet to be proven efficacious in the treatment of anxiety or depressive
disorder in youth. However, Restifo and Bégels?> demonstrate that family factors at all
levels of family systems play a role in youth depression. A systemic and structural model
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such as BSFT, targets all the family risk factors implied in the literature, as they are inherent
to its conceptual model. Lastly, 34% of the sample was lost to follow-up. However, it is
important to note that the comparison of the youth who completed both the Time 1 and Time
2 assessments versus the youth who only completed the Time 1 assessment revealed no
statistically significant differences on child age, gender, and child reported anxiety, child
reported depression, and parent reported depression.

The results of this study have important clinical implications. It evidences that both
treatments for adolescent drug abuse reduce anxiety and depression symptoms and their
probable diagnoses, therefore, suggesting that their scope of intervention is broader than the
drug use and abuse. Future research needs to address the mechanisms that could explain the
improvements observed. For BSFT, it is possible that these improvements could be related
to improvements in family functioning, given that improvement in family functioning is the
mechanism by which BSFT mediates its effects. However, there could be some other
mechanisms involved that need to be explored. This article presents parent and child report
of anxiety and depression separately, given that there are differences in their reports.
However, both parent and children are largely agreeing on improvement. Further research
will have to examine if there are changes in agreement as a function of treatment. Finally,
future research should also take into account parental psychopathology as a context for the
incidence and trajectories of internalizing disorders of drug abusing adolescents.
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FIGURE 1.

Consort flow diagram for BSFT effectiveness study.
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Illustration of the ethnicity by time interaction for depression.
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TABLE 1

Means, standard deviations, and estimates of effect size for anxiety and depression symptoms at pre- and post-
treatment

Pre Post

M (SD), Min—-Max scores M (SD), Min—-Max scores t d
Anxiety child BSFT 5.64 (4.9), 0-25 3.88 (4.2), 0-21 508 40
Anxiety child TAU 5.61 (5.1), 0-26 3.48 (4.1), 0-22 685 56
Depression child BSFT 2.32(1.8),0-7 1.86 (1.8), 0-7 300" .24
Depression child TAU 2.13(1.9), 0-7 1.64(1.8),0-6 340 .28
Anxiety parent BSFT 5.40 (4.9), 0-21 4.88 (6.1), 0-29 3.76*** .29
Anxiety parent TAU 5.90 (4.7), 0-20 3.48 (3.7), 0-27 752*** .60
Depression parent BSFT ~ 3.73 (2.4), 0-9 2.79 (2.6), 0-9 5.01** .39
Depression parent TAU  3.77 (2.3), 0-9 2.58 (2.4),0-8 6.o5™** .49

Means reported are non-transformed; inferential statistics and effect sizes are computed from transformed parent and child anxiety. BSFT = Brief
Strategic Family Therapy; TAU = Treatment As Usual.

F%k

p<.01

Fok

*
p <.001.

Am J Addict. Author manuscript; available in PMC 2014 July 18.



Page 16

Horigian et al.

*T 8Wi] dluedsiH pue uedLIBWY URILIYY Uey Jaybiy Apueaiyiubis EE>>+

T BWI] URdLIBWY UedLIyY uey) Jaybiy Ajueaiyiubis slymm
«

000" 7209 1Tz 90T oz 85T *co_wmwamu paniodai Juated
000 €% T €5 0z €6’ Juoissaidap papiodai piiyd
000’ GGG 8T 60° 20 v Kisixue pauodal pjiyo AMMUM
880" T 18 90— ez ov *:o_mmwamn pauodal Juased
105 89 IS 87~ 1 ST Juoissaidap paniodas iy
€00’ 90¢ 9T €0’ €0 oT Kiaixue papodal pjIyD  UBdLIBWY UBDLYY
0000 9GS [ET 43 6T 66 uoIssa.dap pajiodal Juased
210 ecz by 80 VT 9 +:o_mmmamu pauodal pjiyd
0000 8T'S OT 0’ 10° L0 AKisixue paniodai plyd SluedsiH
anea-d ) ddn emo  Joisk prepuels sodolaudabueyd ues N

[EARIUTDOUSPIHUOD %G6

NIH-PA Author Manuscript

NIH-PA Author Manuscript

¢ 31avl

suoIorIaUIl swn Aq A1191UY3I8 1URIIHIUBIS BY) 10} SISRNU0D

NIH-PA Author Manuscript

Am J Addict. Author manuscript; available in PMC 2014 July 18.



1duosnue Joyiny vd-HIN 1duosnue Joyiny vd-HIN

1duasnuely Joyny vd-HIN

Horigian et al. Page 17

TABLE 3

Change in anxiety and depression in youth without child reported comorbid externalizing diagnoses (n = 158)

Mean changepretopost Standard error t p-value
Child reported anxiety .07 .02 421 .000
Parent reported anxiety .07 .01 497 .000
Child reported depression 11 12 .85 .394
Parent reported depression .78 .19 4.04 .000
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