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Abstract

Objective: The purpose of this study was to conduct a treatment development study to examine the feasibility, acceptability,

and preliminary efficacy of treating depressed, suicidal adolescents and their depressed parent concurrently in a cognitive

behavioral therapy (CBT) protocol (Parent-Adolescent-CBT [PA-CBT]).

Methods: A randomized, controlled, repeated measures design was used to test the hypothesis that PA-CBT would lead to

greater reductions in suicidality and depression compared with Adolescent Only CBT (AO-CBT). Participants included 24

adolescent and parent dyads in which the adolescent met American Psychiatric Association, Diagnostic and Statistical

Manual of Mental Disorders, 4th ed. (DSM-IV) criteria for current major depressive episode (MDE) and the parent met DSM-

IV criteria for current or past MDE.

Results: The concurrent protocol was found to be feasible to implement with most depressed adolescents and parents.

Adolescent ratings of program satisfaction were somewhat lower in PA-CBT, suggesting that some teens view treatment

negatively when they are required to participate with a parent. The concurrent treatment protocol was more effective in

reducing depressed mood in the parent–adolescent dyad at the end of maintenance treatment (24 weeks) than treating an

adolescent alone for depression; the largest effect was on parental depressed mood. This difference between dyads was no

longer significant, however, at the 48 week follow-up. Adolescent and parent suicidal ideation improved equally in both

groups during active and maintenance treatment, and remained low at follow-up in both groups.

Conclusions: The PA-CBT protocol is feasible to conduct and acceptable to most but not all adolescents. The strongest effect

was on parental depressed mood. A larger study that has sufficient power to test efficacy and moderators of treatment outcome

is necessary to better understand which adolescents would benefit most from concurrent treatment with a parent.

Introduction

Both depression and suicidality are highly familial. The

risk of developing depression among children of depressed

parents is between two and four times greater than for children

whose parents are not depressed (Goodman 2007; Hammen 2009).

Offspring of parents who attempt suicide are six times more likely

to attempt suicide than the offspring of non-attempters (Brent et al.

2002). Genetic risk factors have been found for depressive disor-

ders (Caspi et al. 2003, 2010; Bosker et al. 2011), suicidality (Brent

and Mann 2005), and co-occurring suicidality and depression

(Mann et al. 2000; Klempan et al. 2009; Schosser et al. 2012).

Other studies have pointed to contextual factors as having an equal

influence on adolescent offspring, including parental maladaptive

cognitions, parental psychopathology, poor parenting, and family

conflict (Goodman and Gotlib 1999).

Links between parent and child suicidality represent a complex

interaction of psychosocial risk factors. Although family conflict is

often described as one of the most salient predictors of adolescent

suicidality (Wilkinson et al. 2011; Brent et al. 2013), the processes

underlying this link are less clear. Deficits in family communica-

tion and problem solving may also play a role, as parents and teens

fail to consider alternative responses to life stressors and are unable

to adequately communicate with each other (Wagner 1997). Some

adolescents may express suicidality as a means to decrease con-

flict in their home, by shifting attention away from the conflict to
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themselves, or as a means of escape from school and other prob-

lems. Alternatively, parents may inadvertently reinforce suicidal

behavior (Wagner et al. 2003), by acquiescing to demands when

adolescents use suicide threats to control their environment or to

terminate aversive family relationship patterns. For example, a

parent of an adolescent with a suicide attempt history might be

reluctant to enforce a consequence out of fear that limit setting may

cause another suicide attempt. A parent’s own emotional distress

may also contribute to adolescents’ suicidality. For example, a

parent with a history of depression and suicidality may respond to

conflicts by modeling suicidal statements or actually attempting

suicide. Parental factors may also interfere with basic aspects of

adolescent treatment, including session attendance and monitoring

of medication compliance.

Despite the strong association between parent and teen de-

pression and suicidality, most treatment protocols for adolescent

depressed mood and suicidality include minimal parental in-

volvement. One review (Sander and McCarty 2005) found that

parents were not included in two thirds of treatment studies for

adolescent depression, and the effects of parental depressed mood

on parenting style and parent–child interactions have rarely been

treatment targets for depressed adolescents. However, maternal

depressive symptoms are strong predictors of poor treatment re-

sponse for depressed and suicidal teens (Brent et al. 1998) as well as

anxious children and adolescents (Southam-Gerow et al. 2001).

Some treatment studies of adult depression have found a relation-

ship between improvement in child and adolescent symptomatol-

ogy and improvement in parental depression (Gunlicks and

Weissman 2008). For example, Weissman and colleagues (2006)

studied the children (7–17 years old) of parents treated for de-

pression in the Sequenced Treatment Alternatives to Relieve De-

pression (STAR*D) study, and found that remission of maternal

depression after 3 months of psychotropic medication treatment

resulted in a corresponding decrease in their children’s rate of di-

agnosis and symptomatology. Compas et al. (2011) compared a

family group cognitive-behavioral (FGCB) preventive intervention

with a written information comparison condition for families with a

depressed parent. They found that FGCB condition showed a trend

toward greater reductions in parental depressive symptoms, and

was associated with lower rates of major depressive episodes in

youth (ages 9–15) over the course of 2 years.

Although it is common clinical practice to refer parents to in-

dividual treatment for their own depression, follow-up on whether

these services have been obtained is typically limited. An inte-

grated protocol for depressed adolescents with a depressed parent

would ensure that parents actually do receive therapy. In addition,

using the same theoretical approach to psychotherapy with both

parents and adolescents has the potential to enhance treatment

outcomes by creating a synergy between parent and child. For

example, if both family members are taught problem solving in

cognitive behavioral therapy (CBT), then parents can reinforce

their teens’ use of this skill in stressful circumstances. In addi-

tion, coordinating services for the parent and teen eliminates the

potential for conflicting treatment recommendations, and may

improve session attendance because of mutual convenience of

scheduling.

The present study examined the feasibility, acceptability, and

preliminary efficacy of a concurrent parent-adolescent CBT pro-

tocol (PA-CBT) in a stage I clinical trial. A randomized, controlled,

repeated measures design was used to test the hypothesis that PA-

CBT would lead to greater reductions in adolescent suicidality and

depression compared with Adolescent Only CBT (AO-CBT).

Method

Participants

Participants included 24 adolescent and parent dyads who lived

together in the Northeast and spoke English. Adolescent participants

were eligible if they: 1) were 11–17 years old, 2) met American

Psychiatric Association, Diagnostic and Statistical Manual of

Mental Disorders, 4th ed. (DSM-IV) criteria for current major

depressive episode (MDE) (American Psychiatric Association

1994), 3) had a Clinical Depression Severity Rating Scale (CDRS)

(Poznanski 1984) t score ‡ 65, and 4) had experienced current or

past suicidality (as reported on the Beck Depression Inventory II

(BDI-II) (Beck et al. 1996) or The Kiddie Schedule for Affective

Disorders and Schizophrenia- Present Version (K-SADS-P)

(Kaufman et al. 1997). Parent eligibility included: either 1) DSM-IV

criteria for current or past MDE, and 2) a minimum BDI score of 15

for parents with a current MDE and a minimum BDI score of 10 for

parents with a past MDE. Adolescents and parents were excluded for

bipolar disorder, substance use disorder, developmental/cognitive

delays, or psychosis.

Measures

Past week suicidality was measured with the Beck Suicide Scale

(BSS) (Beck et al. 1979) for adolescents and parents. Scores on

item 20, which assesses number of prior attempts, were combined

with K-SADS and The Structured Clinical Interview for DSM-IV –

Patient Version (SCID-I/P) questions about suicide to arrive at a

consensus score for suicide attempts. The BDI-II (Beck et al. 1996)

was used to assess adolescent and parent symptoms of depression.

Internal consistency for this sample on the BSS and BDI were

excellent (a = 0.90 for both adolescent measures; a = 0.93 and

0.95 for parents, respectively). The CDRS was administered to

adolescent participants as a measure of clinician-rated depression

(a = 0.77). The K-SADS was administered separately to parents and

adolescents with diagnoses determined by consensus with a third

clinician. SCID-I/P (First et al. 1995) was used to diagnose past and

current MDE in parents. A second clinician rated 20% of all CDRS,

K-SADS, and SCID-I/P interviews to establish reliability. Inter-

rater reliability for the CDRS, K-SADS, and SCID-I/P ranged from

0.69 to 0.94.

Several constructs known to be strongly related to suicidality

were used to characterize the sample. The Hopelessness Scale

for Children (HSC) (Kazdin et al. 1983) was administered to ado-

lescents and the Beck Hopelessness Scale (BHS) (Beck et al.

1974) was administered to parents. Internal consistency was high

in both adolescents (a = 0.90) and parents (a = 0.91). The McLean

Screening Instrument for Borderline Personality Disorder (MSI-

BPD) (Zanarini et al. 2003) was used at baseline in both adolescent

and parent participants; clinical cutoff scores ‡ 8 out of 10 items

were used to classify participants as BPD positive. The Childhood

Trauma Questionnaire (CTQ) (Bernstein et al. 1994) was used at

baseline to assess history of trauma (a = 0.92).

The Client Satisfaction Questionnaire (CSQ) (Larsen et al.

1979), an eight item measure of treatment acceptability rated on a

five point Likert Scale, was administered to parent and adoles-

cent participants in PA-CBT at mid-treatment and end of treat-

ment to assess acceptability of treatment. The Working Alliance

Inventory (WAI) (Horvath and Greenberg 1989), an 11 item

measure on a seven point Likert scale, was rated by adolescents

and parents in PA-CBT with respect to their alliance with their

therapists.
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Procedure

This study was approved by the hospital and university Human

Subjects Protection Committees. Participants were referred to the

study by local pediatricians, therapists, and psychiatrists, and by

social workers arranging dispositions for psychiatrically hospi-

talized adolescents. All participants provided written informed

consent and/or assent if < 18 years of age. In order to maximize our

experience implementing this new protocol in this treatment de-

velopment grant, families were randomized on a 2:1 basis with

twice as many families receiving the experimental treatment

(n = 16) as the comparison condition (n = 8). Twenty of the 24 dyads

completed all research evaluations at baseline, midtreatment (6

weeks), end of treatment (12 weeks), and 48 week follow-up.

Treatment conditions

The adolescent component of the CBT protocol was nearly

identical in the two conditions. Both the concurrent PA-CBT and

AO-CBT treatments were divided into an acute phase (weekly for

12 weeks) and a maintenance phase (biweekly for 12 weeks).

AO-CBT. In AO-CBT treatment, adolescents were assigned

their own therapist and treatment included primarily individual

sessions. Parents in the AO-CBT condition participated in end-

of-session check-ins regarding the adolescent’s progress, for most

sessions. Parents in the AO-CBT condition were always involved

in sessions where safety concerns were discussed. Adolescent CBT

was based on protocols used in prior clinical trials with depressed

adolescents (March et al. 2004; Vitiello et al. 2006; Brent et al.

2008; Kennard et al. 2009; Lewis et al. 2010; Esposito-Smythers

et al. 2011).

In the AO-CBT and PA-CBT protocols for the adolescent, teens

developed safety plans and were taught core skills, including

problem solving, cognitive restructuring, affect regulation, and

behavioral activation, to address depressed mood and suicidality.

Based on the adolescent’s individual needs, these skills were then

repeated or additional modules (e.g., Chain Analysis of Problem

Behaviors, Distress Tolerance) were administered. In addition,

conjoint parent– adolescent sessions addressed family problem

solving and family communication. A relapse prevention session

was conducted at the end of treatment. Adolescents were assigned a

personalized ‘‘homework’’ assignment at the end of each session to

facilitate practice of a particular CBT skill.

PA-CBT. In PA-CBT treatment, parents and teens were each

assigned their own therapist and therapy included individual ses-

sions for parents and adolescents as well as conjoint family ses-

sions. The adolescent sessions in PA-CBT were essentially the

same as those in AO-CBT. Parent sessions comprised the same

skills as adolescent sessions, using essentially the same format to

allow for better communication between parents and adolescents

about skills.

In the PA-CBT condition, all individual sessions concluded with

a conjoint meeting between parent and teen. The check-in included

an exchange of positive comments between the parent and teen to

enhance positive communication (Asarnow, personal communi-

cation) and a review of the skills learned. The parent and adolescent

were assigned a personalized ‘‘homework’’ assignment at the end

the session to facilitate practice of a particular CBT skill.

Medication management. Parents and adolescents in the

PA-CBT treatment met with the study psychiatrist for medication

management. The Texas Children’s Medication Algorithm for

depression was used to guide psychopharmacology choices for

adolescents (Emslie et al. 2004), whereas The Texas Medication

Algoritm Project (TMAP) manual was used to guide antidepressant

choice for parents (Suehs et al. 2008). Clinical experience guided

antidepressant choice for those adolescents and parents who had

already had complex antidepressant regimens prior to enrollment.

Psychiatry appointments occurred weekly while medications were

being modified and during change to dosages, and every other week

or monthly when medications were stable.

In order to most closely mimic standard care, parents in the AO-

CBT treatment condition were allowed to see their own therapists

and take medication. Adolescents in the AO-CBT treatment con-

dition were allowed to take medications for mood problems, but did

not meet with the study psychiatrist for medication management.

Training and fidelity. Therapists (n = 8) included Masters and

Ph.D. level clinicians who saw patients in both treatment condi-

tions. They were trained through didactic instruction, tape reviews,

and role plays. All sessions were videotaped. All videos for the first

two cases seen by each therapist, and a random selection of 20%

of subsequent videos, were reviewed to rate fidelity and pro-

vide detailed feedback and supervision. The Cognitive Therapy

Rating Scale (CTRS) (Young 1980) was used to assess compe-

tency, and checklists of session content were used to assess ad-

herence. Scores ‡ 44 on the CTRS and adherence to at least 80% of

items on session adherence checklists were deemed acceptable.

In both conditions, weekly group supervision was used to discuss

skills implementation and review ratings from video reviews. In-

dividual supervision was also provided when emergent situations

arose. If therapist drift was evident through any method of super-

vision, obstacles to adherence were processed, solutions generated,

and role plays conducted to enhance training.

Data analyses

Baseline group comparisons and treatment acceptability ratings

are reported as between group effect sizes using Cohen’s d, with

size estimates recommended by Cohen (1988): small, 0.2; medium,

0.5; and large, 0.8. Given the small sample size and the exploratory

nature of this study, results were considered worthy of comment if a

medium or stronger effect size was found.

Tests of treatment and maintenance effects were simultaneously

estimated using maximum likelihood with robust standard errors

(MLR) estimation procedures (MPlus Version 7.11) (Muthén and

Muthén 1998–2011). MLR estimation procedures were selected, as

the estimates of standard errors are robust to distributional con-

cerns such as nonnormality as well as small samples (Muthen and

Shedden 1999; McLachlan and Peel 2000). Consistent with rec-

ommendations for treatment of missing data in clinical trials (Little

et al. 2012), participants with incomplete data were retained

through the use of Bayesian estimation procedures with multiple

imputation of 100 data sets, which were subsequently used for

maximum likelihood estimation with parameter estimates averaged

across imputed data sets. Using this intent to treat framework,

treatment effects were evaluated using latent growth models

(LGM), and treatment maintenance was assessed using a test of

regression. Intercept was indicated at baseline and time was pa-

rameterized by number of months postbaseline. To account for the

non-independence of parent–adolescent dyads, as well as to match

group level randomization procedures, treatment effects were first

evaluated using mixed LGM with the CLUSTER option applied to

PARENT ADOLESCENT CBT 133



account for dyad membership. Treatment and maintenance effects

were then modeled separately for parents and adolescents.

Results

Treatment acceptability

Adolescents in AO-CBT (mean = 26.83, SD = 4.62) scored higher

on the CSQ than did PA-CBT adolescents (mean = 22.77, SD = 6.81)

at midtreatment (t[17] = 1.32, p = 0.21, Cohen’s d = 0.70), and end of

treatment (mean = 25.29, SD = 4.61 and mean = 21.43, SD = 8.72,

respectively), (t[19] = 1.09, p = 0.29, Cohen’s d = 0.55. Three PA-

CBT adolescents rated the program and their two different therapists

with the lowest possible scores. There were no differences between

conditions in parent ratings of program satisfaction at midtreatment

(AO-CBT, mean = 27.33, SD = 3.01; PA-CBT, mean = 26.84, SD =
5.05, t[17] = 0.22, p = 0.83, Cohen’s d = 0.12) and end of treatment

(AO-CBT, mean = 28.14, SD = 4.06; PA-CBT, mean = 28.71, SD =
4.73, t[19] = .27, p = 0.29, Cohen’s d = 0.13). AO-CBT adolescents

(mean = 67.29, SD = 15.04) reported greater alliance with their

therapist than PA-CBT adolescents (mean = 54.64, SD = 23.81)

based on WAI scores at the end of treatment (t[19] = 1.28, p = 0.22,

Cohen’s d = 0.64). PA-CBT parents (mean = 73.85, SD = 11.25) re-

ported significantly greater alliance with their own therapists than

adolescents in the same dyad (mean = 55.92, SD = 24.27) at the end

of treatment (t[12] = 3.10, p < 0.01, Cohen’s d = 0.95). PA-CBT

parents (mean = 13.63, SD = 6.80) attended more sessions than did

adolescents (mean = 11.38, SD = 5.98) in the same dyad (t[15] = 2.64,

p < 0.05, Cohen’s d = 0.35).

Baseline functioning across conditions

For the sample as a whole, the baseline correlation between

parents and adolescents was small but not statistically significant on

the BDI (r = 0.27, p = 0.20) and even lower on the BSS (r = 0.08,

p = 0.71).

With the exception of adolescent scores on the CTQ, PA-CBT

adolescents reported higher baseline scores on all clinical measures

than did AO-CBT adolescents. Large effect sizes for between-

group differences were found for adolescents on the BDI, CDRS,

HSC, and MSI- BPD scores as well as for parents on the BHS (See

Table 1). Medium effect sizes were found on the remaining mea-

sures for adolescents (BSS) and parents (BDI, BHS, MSI-BPD).

Five adolescents met screening criteria for BPD, all of whom were

Table 1. Baseline Scores by Treatment Condition

Measure PA-CBT (n = 16) AO-CBT (n = 8) v-value

Adolescent gender 87.5% female 75% female 0.60
Parent gender 93.8% female 100% female 0.52
Adolescent history of attempt 50% 0% —
Parent history of attempt 37.5% 37.5% 0.0
Parent current MDE 87.5% 75% 0.60
Adolescent medication at baseline 68.8% 50% 0.80
Parent medication at baseline 75.0% 87.5% 0.51
Adolescent medication end of treatment 66.7% 57.1% 1.47
Parent medication end of treatment 78.6% 85.7% 0.15
Adolescent medication follow-up 71.4% 66.7% 0.05
Parent medication follow-up 64.3% 66.7% 0.01

Measure PA-CBT (n = 16) AO-CBT (n = 8) t value Effect size

Adolescent age 14.69 (1.78) 14.00 (1.69) 0.91 0.40
Parent age 44.94 (7.48) 42.25 (8.68) 0.79 0.33
Adolescent BDI 29.32 (11.76) 19.13 (5.94) 2.82** 1.09
Parent BDI 28.81 (14.78) 19.00 (10.04) 1.86 0.78
Adolescent current BSS 9.81 (7.85) 5.75 (6.09) 1.28 0.58
Parent current BSS 4.63 (6.96) 1.00 (1.85) 1.95{ 0.71
Adolescent HSC 9.25 (4.92) 4.63 (2.77) 2.45* 1.16
Parent BHS 9.69 (5.47) 5.38 (4.81) 1.89{ 0.84
Adolescent CDRS 62.13 (12.78) 52.38 (10.50) 1.86{ 0.83
Adolescent MSI-BPD 6.38 (2.13) 4.50 (1.41) 2.25* 1.04
Parent MSI-BPD 5.44 (1.86) 4.00 (2.62) 1.56 0.63
CTQ 44.50 (14.92) 42.25 (8.88) 0.39 0.18
Number of sessions adolescents attended 11.38 (5.98) 11.88 (6.66) 0.19 0.08
Adolescent number of medications baseline 1.0 (.82) 0.88 (.99) 0.33 0.14
Parent number of medications baseline 1.25 (1.0) 1.25 (.89) 0 0
Adolescent number of medications end of treatment 1.13 (1.06) 1.14 (1.07) 0.02 0.01
Parent number of medications end of treatment 1.21 (.89) 1.0 (.58) 0.57 0.28
Adolescent number of medications follow-up 1.0 (.78) 1.0 (.89) 0 0
Parent number of medications follow-up 1.36 (1.34) 0.60 (.55) 1.21 0.75

The measure of effect size used was Cohen’s d. Size estimates recommended by Cohen (1988) are: small, 0.2; medium, 0.5; and large, 0.8. End of
treatment medication data include (n = 22) adolescents and (n = 21) parents; follow-up medication include (n = 20) adolescents and (n = 20) parents.

*p < 0.05, **p = 0.01, {p < 0.10.
AO-CBT, adolescent only cognitive behavioral therapy condition; PA- CBT, parent and adolescent concurrent cognitive behavioral therapy condition;

MDE, major depressive episode; BDI, Beck Depression Inventory; BSS, Beck Suicide Scale; HSC, Hopelessness Scale for Children; BHS, Beck
Hopelessness Scale; CDRS, Children’s Depression Rating Scale; MSI-BPD, McLean Screening Instrument for Borderline Personality Disorder; CTQ,
Childhood Trauma Questionnaire.
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randomized to PA-CBT. Additionally, 50% of PA-CBT adoles-

cents reported a history of suicide attempt, whereas none of the

AO-CBT adolescents reported a previous attempt. There were no

differences between conditions in the percentage of adolescents

and parents on medication or the number of medications prescribed

at baseline or follow-up.

These baseline differences were also confirmed by the growth

mixture models, which account for nonindependence of parent–

adolescent dyads. As demonstrated by Table 2 intercepts, PA-CBT

dyads had significantly higher baseline BDI scores (z score = - 2.33,

p < 0.01), and baseline BSS scores, (z score = 2.11, p < 0.05) than

AO-CBT dyads.

Response to treatment

Unconditional mixture models of parent and adolescent re-

sponses were tested in order to examine change in symptoms over

time, irrespective of treatment group assignment. Statistics for all

the analyses are presented in Table 2. Only statistically significant

results are repeated here. Parent–adolescent BSS scores decreased

significantly over the course of treatment (z score = - 3.17, p < 0.01,

d = 0.91) (See Fig. 1.). BDI scores of parent–adolescent dyads also

decreased significantly over the course of the 24 week treatment

period (z score = - 5.65, p < 0.01, d = 1.63) (See Fig. 2.).

As shown in Table 2 and illustrated in Figure 1, mixture models

examining BDI scores in parent–adolescent dyads indicated that

PA-CBT participants evidenced greater reductions in BDI total

scores over time relative to AO-CBT participants (z score = - 2.33,

p < 0.05, d = 0.67). Treatment effects were then examined sepa-

rately in parents and adolescents, with PA-CBT parents observed to

report significantly greater reductions in depressed mood over time

than AO-CBT participants (z score = - 3.07, p < 0.01, d = 1.25).

Analyses did not support any significant effects of treatment con-

dition on BSS (See Table 2, Fig. 1). During treatment, one ado-

lescent and one parent attempted suicide; both participants were

enrolled in PA-CBT (but from different dyads) and had a history of

prior attempts. In addition, three PA-CBT adolescents were psy-

chiatrically hospitalized during the treatment phase, one for emo-

tional distress after revealing sexual abuse had occurred in the

family, one for suicidal ideation and cutting, and one for being

unable to contract for safety. Two of these adolescents had been

previously hospitalized on two occasions and the third had been

hospitalized on one occasion.

Maintenance of intervention effects

As shown in Table 2, after adjusting for prior scores on the BDI

and BSS, there were no significant between-group differences on

these measures over the 24 week follow-up period. Two adoles-

cents reported a suicide attempt during the 6 month posttreatment

follow-up period, one of whom had been enrolled in PA-CBT and

one who had been enrolled in AO-CBT. Both had a history of prior

hospitalizations.

Discussion

This study examined the acceptability, feasibility, and prelimi-

nary treatment efficacy of a concurrent parent and adolescent CBT

protocol. Overall, adolescents and parents in both PA-CBT and

AO-CBT demonstrated clinically significant improvements. The

concurrent protocol was found to be feasible to implement with

most depressed adolescents and parents. Program satisfaction was

lower in PA-CBT, at least in part because three PA-CBT adoles-

cents rated the program and their therapists (two therapists in total)

with the lowest possible scores. All three adolescents remitted –

two at the end of treatment and one during follow-up – but they

refused to participate in sessions with their parents. Two adoles-

cents were described by their therapists as oppositional and in need

of family sessions to address parent–adolescent conflict. The third

adolescent reported abuse in the family midway through treatment

and was psychiatrically hospitalized.

With respect to treatment outcomes, adolescents in both condi-

tions demonstrated significant improvement in suicidal ideation

from baseline to end of treatment, and the level remained low

throughout follow-up. The low rates of suicidal ideation in parents

limit any interpretation of findings: 75% of AO-CBT parents and

50% of PA-CBT parents denied any suicidal ideation at baseline.

The correlation between adolescent and parent suicidal ideation at

baseline was very low. Treatment-emergent suicide attempts, de-

fined as first lifetime suicide attempt, did not occur in either ado-

lescents or parents in AO-CBT or PA-CBT during the 6 months that

participants received treatment. Repeat attempts did occur in the

Table 2. Latent Growth Models of Treatment and Maintenance Effects

Treatment effect

Intercept Slope Treatment maintenance

Outcome estimate SE Z score estimate SE Z score Estimate SE Z score

Dyads (n = 48)
BDI 9.99 3.04 3.29** - 0.44 0.19 - 2.25* 2.73 4.15 0.66
BSS 4.07 1.58 2.57* - 0.09 0.06 - 1.47 1.60 0.98 1.62

Parent (n = 24)
BDI 9.83 4.85 2.03* - 0.73 0.24 - 3.07** 2.62 5.71 0.46
BSS 2.07 1.81 1.14 - 0.5 0.05 - 1.08 0.97 1.03 0.94

Adol (n = 24)
BDI 10.16 3.48 2.92** - 0.14 0.19 - 0.74 1.76 3.92 0.45
BSS 1.66 1.74 1.52 0.02 0.06 0.32 2.05 1.70 1.20

All composite models test baseline (intercept) and treatment (slope) effects using latent linear growth models, with treatment regressed on intercept and
slope processes as well as the 48 month maintenance outcome. Dyad analyses involve multilevel latent growth models of both parent and adolescent
outcomes with dyadic membership indicated as the cluster variable.

*p < 0.05, **p < 0.01.
BDI, Beck Depression Inventory; BSS, Beck Suicide Scale.
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PA-CBT condition for two adolescents who had previous sui-

cide attempt-related hospitalizations prior to entering treatment.

Therefore, it is possible that these adolescents were at high risk

regardless of type of treatment received because a previous suicide

attempt is the best predictor of future attempts (Shaffer and Pfeffer

2001; Asarnow et al. 2008). It is also possible that PA-CBT was

iatrogenic for some teens. Although these teens are exposed to their

depressed parent’s difficulties regulating affect within the family

environment, some teens may have responded negatively to the

specific emphasis on parent mood in addition to teen mood in

the PA-CBT protocol. By clinician report, this seemed especially

true in situations that involved a shared traumatic experience for the

parent and teen. Alternatively, parents in PA-CBT had higher levels

of psychopathology overall than those in AO-CBT, including the

parents of the three adolescents who refused to participate in ses-

sions with their parent; therefore, these adolescents may have been

trying to protect themselves from even greater exposure to parental

dysfunction.

With respect to adolescent depressed mood, our primary analyses

included outcomes reported by adolescents as well as parents while

accounting for their shared dyadic participation in treatment. Im-

provement was strongest in the PA-CBT dyad, as hypothesized. The

added utility of treating a depressed parent in the same protocol as

their adolescent was most evident with respect to improving parental

depression. Parents in the PA-CBT protocol demonstrated a steady,

linear decease in depressed mood across the 24 week treatment,

whereas parents in AO-CBT did not demonstrate an improvement in

depressed mood during the 24 weeks of treatment. Parents in PA-

CBT rated their alliance with their therapist as higher than did their

adolescents, and they attended more sessions on average than the

adolescent, suggesting that they found therapy useful. Parents in

PA-CBT also participated in structured medication management

FIG. 2. Adolescent and parent outcomes on the Beck Depression Inventory (BDI) by treatment condition at baseline, midtreatment,
end of treatment, and 6 month posttreatment follow-up. PA-CBT dyads had significantly greater reductions in BDI total scores over time
than did AO-CBT participants. AO-CBT, adolescent only cognitive behavioral therapy condition; PA-CBT, parent and adolescent
concurrent cognitive behavioral therapy condition.

FIG. 1. Adolescent and parent outcomes on the Beck Suicide Scale (BSS) by treatment condition at baseline, mid-treatment, end of
treatment, and 6 month posttreatment follow-up. BSS scores significantly decreased over the course of treatment, but there were no
differences between treatment conditions. AO-CBT, adolescent only cognitive behavioral therapy condition; PA-CBT, parent and
adolescent concurrent cognitive behavioral therapy condition.
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sessions, which might also have contributed to their improvement in

mood compared with the AO-CBT parents, who were not prescribed

medication in a systematic fashion.

The outcome data from this study must be considered within the

context of its limitations, including the small sample size, which

reduces both the power to detect differences between groups as well

as the stability of findings. In addition, more families were enrolled

in the experimental condition, in order to increase clinical experi-

ence using the concurrent treatment protocol. Although there were

higher numbers of attempts and hospitalizations in PA-CBT, there

were twice as many patients treated in this condition compared with

AO-CBT. Also, randomization was unsuccessful in this small

sample, as adolescents in the experimental condition had signifi-

cantly higher levels of preexisting suicidality and psychopathology.

Therefore, the fact that adolescents in PA-CBT did as well as those

in AO-CBT might be interpreted as evidence for the superior-

ity of the concurrent intervention for most adolescents. Nonethe-

less, some adolescents may still prefer to receive treatment on

their own and not concurrently in the same clinic as a parent. The

small correlation between parent and adolescent depressed mood

at baseline also reinforces the fact that mood states are multi-

determined and that successful treatment of one person in a parent–

adolescent dyad will not always result in improvement in the other

person. Clinical inspection of weekly mood assessments collected

during therapy clearly indicated that mood ratings co-occurred

between parent and adolescent in some, but not all, cases.

The same therapists treated adolescents in both conditions,

which helps control for therapist effects but creates a higher stan-

dard than is seen in most treatment studies. Patients stayed in

treatment for more sessions than typically found in other CBT trials

for adolescent depression (March et al. 2004; Vitiello et al. 2006;

Brent et al. 2008; Kennard et al. 2009; Lewis et al. 2010), and both

conditions responded very well to the treatments overall. Also,

many AO-CBT parents were receiving therapy, and seven out of

eight parents were taking medication for their mood. We allowed

the parents to receive outside treatment, because it approximated

standard care. Treatment of parents, even when not systematically

controlled, is valuable even if not integrated with treatment of

the adolescent.

Conclusions

This study established feasibility of recruitment, randomization,

and retention for a CBT protocol that concurrently treats a de-

pressed adolescent with a depressed parent. The pilot concurrent

treatment protocol appeared more effective than treating an ado-

lescent alone in reducing parent and adolescent depressed mood

during the 24 weeks of active treatment, with its largest effect on

parental depressed mood. The treatment outcomes for adolescent

suicidality were comparable in both groups. A larger study that

has sufficient power to test efficacy would be necessary to under-

stand the potential utility of a concurrent protocol. A larger study

is also necessary to delineate the moderators of treatment out-

come for adolescent only versus concurrent adolescent–parent

treatment, such as trauma history and chronicity/severity of pa-

rental depression/suicidality.

Clinical Significance

Comparable results with the concurrent treatment protocol were

achieved despite the greater baseline psychopathology in the ado-

lescents in the experimental condition relative to the comparison

condition, indicating the potential added value of the concurrent

protocol. The concurrent protocol did result in a faster improve-

ment in parental depression than did standard care. Therefore, in

cases in which parental depression is considered to be a major

impediment to improvement in an adolescent’s depressed mood,

concurrent treatment may be the more efficacious approach to

treating adolescent. The large majority of parents in the comparison

condition received treatment on their own. Consequently, a con-

current treatment protocol is not necessarily more expensive than

standard care. That is, insurers were already paying for parents to

receive psychiatric treatment in standard care, so integrated treat-

ment would not likely have added much additional cost.
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