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Abstract

Background—Young adult drug use and law breaking behaviors often have roots in adolescence. 

These behaviors are predicted by early drug use, parental substance use disorders, and disrupted 

and conflict-ridden family environments.

Aim—To examine long-term outcomes of Brief Strategic Family Therapy (BSFT) compared to 

treatment as usual (TAU) in the rates of drug use, number of arrests and externalizing behaviors in 

young adults who were randomized into treatment conditions as adolescents.
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Design—261 of 480 adolescents who had been randomized to BSFT or TAU in the BSFT 

effectiveness study were assessed at a single time, 3–7 years post randomization

Methods—Assessments of drug use, externalizing behaviors, arrests and incarcerations were 

conducted using Timeline Follow Back, Adult Self Report and self-report, respectively. Drug use, 

arrests and incarcerations were examined using negative binomial models and externalizing 

behaviors were examined using linear regression.

Results—When compared with TAU, BSFT youth reported lower incidence of lifetime (IRR = 

0.68, 95% CI [0.57, 0.81]) and past year (IRR = 0.54, 95% CI [0.40, 0.71]) arrests; lower rates of 

lifetime (IRR=0.63, 95% CI [0.49, 0.81]) and past year (IRR = 0.70, 95% CI [0.53, 0.92]) 

incarcerations; and lower scores on externalizing behaviors at follow-up (B = −0.42, SE = .15, p 

= .005). There were no differences in drug use.

Conclusion—BSFT may have long term effects in reducing the number of arrests, incarcerations 

and externalizing problems. These effects could be explained by the improvements in family 

functioning that occurred during the effectiveness study.
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1. Introduction

Young adulthood is the peak age period for binge drinking, illegal drug use, risky sexual 

behavior and delinquent acts.1,2Adult substance use and law-breaking behaviors often have 

their roots in adolescence. Adolescents most at risk for these substance abuse trajectories are 

those who initiate substance use at young ages (usually before age 14 or 15), whose 

involvement is especially severe, who have experienced traumatic events, and who come 

from dysfunctional families.3 Substance use and externalizing behaviors are likely linked 

because they share common risk factors such as parental substance use disorders, disrupted 

and conflict-ridden family environments, and dispositional risk factors.4,5 Family-based 

interventions such as Multisystemic Therapy, Multi-dimensional Family Therapy, Functional 

Family Therapy, and Brief Strategic Family Therapy have been shown to be particularly 

promising in treating adolescent drug use and related behavior problems.6–8 To date, very 

few studies have examined the long-term effects of family therapy during adolescence on 

outcomes during young adulthood.6,8 Two randomized clinical trials of Multisystemic 

Therapy have established long term effects in reducing marijuana use and aggressive 

criminal activity9,10 and arrests and incarcerations.11,12

Brief Strategic Family Therapy® (BSFT®)3,13,14 is an empirically supported family 

approach that has been shown to be efficacious in the prevention15 and treatment16–18 of 

adolescent drug use and associated externalizing behavior problems. BSFT considers 

adolescent symptoms to be rooted in maladaptive family interactions and it operates 

according to the assumption that transforming family interactions directly linked to the 

problem behaviors and improving family functioning will correct these problems. A recent 

clinical trial that randomized 480 adolescents and their families to BSFT or treatment as 
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usual (TAU)19 in community settings demonstrated that BSFT was more effective in 

engaging and retaining adolescents and family members into treatment and improving 

family functioning.20 In addition, median treatment differences in adolescent drug use 

appeared one year post randomization with youth in BSFT demonstrating significantly less 

use than youth in TAU.

Building on these outcomes, this study conducted a cross-sectional follow-up to examine 

whether young adults who received either BSFT or TAU as adolescents in the BSFT 

effectiveness study, differed in drug use, externalizing behaviors and rates of arrests and 

incarcerations.

2. Methods

The methods and research strategies of the BSFT effectiveness study are summarized here, 

and are described in more detail in Robbins et al.21,20

2.1 Participants and design

The effectiveness study randomized 480 drug using adolescents and their family members to 

BSFT or TAU in 8 outpatient community treatment providers (CTPs) across the country.21,20 

To enroll, adolescents ages 12–17, had to self-report illicit drug use in the 30-day period 

preceding the baseline assessment or had to be referred from an institution (e.g., detention, 

residential treatment, court, etc.) for drug abuse outpatient treatment. Adolescents were 

excluded if they were expected to reside in a halfway house, institution, independent or 

assisted living, foster care, or outside of the agency’s geographical area. Adolescents with 

current/pending severe criminal offenses (e.g. murder, aggravated assault, and sexual 

assault) that could have resulted in incarceration were excluded. All exclusionary criteria 

were intended to maximize availability of families and adolescents for the BSFT 

intervention and for follow-up assessments. Finally, adolescents had to assent and a parent or 

legal guardian had to consent to participate in the study.

Adolescents were predominately male (78.45%; N=377) with a mean age of 16.01 (SD = 

1.8). The sample included 213 (44.3%) Hispanic/Latino, 148 (30.8%) non-Hispanic White, 

and 110 (22.9%) Black/African Americans. Most families were biological one-parent 

(N=224 46.6%) or two-parent (N=120 25%) households, and approximately half of the 

families reported a household income of less than $25,000. Seventy two percent of the 

participants were referred for drug treatment by the juvenile justice system. At baseline, 

69% of adolescents met criteria for substance abuse or dependence criteria (DSM-IV-TR), 

50% of adolescents reported at least one externalizing disorder (such as aggressive or rule-

breaking behavior) and 52% reported at least one internalizing disorder (such as anxiety/

depression or being withdrawn). Only 378 of the 480 adolescents that participated in the 

BSFT effectiveness study agreed to be contacted for future studies, and of those 261 were 

successfully assessed in this study.

Outreach and assessments for this study were conducted from June 2010 to July 2011 by site 

research staff who had participated in the effectiveness study. A variety of IRB approved 

outreach procedures were used to contact participants including relying on the locator 
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information they had provided, accessing public, local offender and court record databases 

and social media. Because this study was funded independently and after the completion of 

the effectiveness study, long term follow up assessments occurred on average, 4.7 years post 

randomization (range 3–7 years). The study was approved by the University of Miami IRB, 

University of Arizona IRB, University of Cincinnati IRB, UCLA IRB and Universidad 

Central del Caribe IRB. Participants in the final study sample were not significantly different 

from those in the original sample (N=480) in demographics nor in outcome variables (see 

Table 1 under results). A consort flow diagram listing, by treatment condition, the reasons 

participants were lost to follow up is presented in figure 1.

Most (N=252) of the assessments were conducted in person. Telephone assessments were 

conducted for those unable to attend in person (N=9). The urine drug screening was not 

completed by those who participated by phone (N=9), those in jail (N=9), and one other who 

refused. Research assistants were trained to competence in the administration study 

measures and research procedures.

2.2 Measures

Drug Use—The Timeline Follow Back interview (TLFB)22 uses a calendar and memory 

prompts to stimulate recall for retrospective reports of daily substance use for the 90 days 

preceding the assessment. The TLFB yields consistently high test–retest correlations.23 

Assessments of the presence of 10 different drugs, but not levels of toxicity, were conducted 

using Sure Step 10 urine drug screens and urine cups. These tests include temperature 

verification and detection of adulterants. Urine drug screens were administered immediately 

prior to the TLFB to improve veracity of drug use report.

Externalizing behaviors—Externalizing behaviors were assessed using the externalizing 

scale of the Adult Self Report,24 a 123 item self-report scale designed for 18- to 59-year-

olds. Items are on a 3-point Likert-type scale (0 = not true, 1 = somewhat or sometimes true, 

2 = very true or often true). The externalizing scale is comprised by the aggressive, rule 

breaking, and intrusive syndromes. The problem syndromes have been normed on a 

nationally representative sample of 2,020 United States adults.24 Scores were square-root 

transformed to more closely approximate a normal distribution; therefore, those participants 

with greater severity show greater reductions than those with a lower severity.

Criminal Justice Involvement—Participants were asked, “How many times have you 

been arrested in your life?” (lifetime) and “How many times have you been arrested in the 

past year?” (current). Similarly worded questions were asked for “incarceration.” Because 

many arrests do not lead to incarceration for youth we included both variables in our 

analyses.

Family Functioning—The family functioning measure was a composite of parent report 

of family cohesion, family conflict, positive parenting, discipline effectiveness, avoidance of 

discipline, and monitoring25 subscales. These were measured at baseline, 4, 8 and 12 months 

post-randomization during the effectiveness trial.20
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2.3 Interventions

Treatment as Usual (TAU)—TAU varied depending on the treatment programs at 8 

participating CTPs. TAU included one or more of the following: individual and/or group 

therapy, parent training groups, non-manualized family therapy, and case management. A 

pre-requisite for participation was that the CTP’s TAU had to include at least 12–16 planned 

sessions to ensure same planned dose opportunity as in BSFT. Most CTPs provided 

treatment opportunities well beyond 16 sessions, with unlimited booster sessions.

Brief Strategic Family Therapy (BSFT)13,3—BSFT is a present-oriented, problem-

focused, directive, and practical approach. It focuses on improving family functioning by 

identifying and altering patterns of family interaction that are directly related to adolescent’s 

substance abuse and related behavioral problems. BSFT aims to improve parental leadership, 

parent involvement, and positive parenting practices, all of which have been shown to serve 

as protective factors against adolescents’ later substance use and the negative effects of 

deviant friends, neighborhood crime, and underperforming schools.26–29BSFT therapeutic 

strategies are organized into four theoretically and empirically supported domains: Joining, 

tracking and diagnostic enactments, reframing and restructuring 30,13 BSFT had a planned 

dose of 12 to 16 sessions, which occurred over an 8- month period. The majority (97%) of 

the BSFT sessions involved multiple family members.

2.4 Therapy Dose

Dose in both conditions was tracked through monthly therapists’ interviews. Therapists also 

reported on any additional treatment services that their 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. Retention was defined as attendance to 8 or more sessions.

Therapist demographic characteristics, BSFT training, supervision, and adherence to BSFT 

was reported in Robbins et al.20 Therapists achieved a mean of 3.49 (SD = .52) out of 5, 

with a 3 as the minimally accepted level of adherence. The relationship between BSFT 

therapeutic strategies and outcomes was reported in Robbins et al.30 .

2.5 Analysis Plan

The plan was to first determine whether participants in this study differed from the original 

study participants on important baseline characteristics. Second, we examined whether any 

of our outcome variables or demographic characteristics differed by condition at the time of 

randomization. For our primary analyses, we examined differences by treatment assignment 

in drug use, externalizing, arrests and incarcerations at the long-term follow-up. Because 

drug use, arrests and incarcerations were count variables, Poisson and negative binomial 

distributions were examined. The negative binomial showed a better fit to the data so this 

analytical approach was used. We present the incidence rate ratio associated with these 

analyses as an effect size for these variables. Externalizing was analyzed using linear 

regression. For each of these outcomes a series of regression models were tested. Model 1 

tested the main effect of treatment condition on these outcomes. Model 2 tested the main 

effects of treatment condition and retention. Model 3 tested the interaction between 

treatment condition and retention, controlling for the main effects. All analyses were 
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estimated as generalized estimating equations which controlled for dependencies in the data 

resulting from different participants working with the same therapist and included fixed 

effects for recruitment site and time since randomization into the main study. Analyses were 

conducted using SAS 9.3.

Finally, we examined whether our previously reported increase in family functioning over 

the course of the effectiveness study mediated the impact of BSFT on the long-term follow-

up outcomes. This required replicating the model test for the impact of BSFT on family 

functioning from the previous report on this study sample (i.e. those that completed the long 

term follow up assessment). The test for mediation was done in a single model including all 

long-term differential outcomes between conditions (Figure 1). The presence of mediation 

was assessed by testing the significance of the product of the coefficient of family 

functioning (measured independently as linear change in family functioning, and level of 

family functioning at 12 months) with the coefficient of family functioning on the long-term 

outcomes using the model constraint option in Mplus 7.

In post-hoc analyses, we explored whether there were any differences in outcomes across 

race/ethnicity, in particular whether race/ethnicity moderated effects of the intervention.

3. Results

Demographics

Participants in the follow-up study (N=261) did not differ from those who did not participate 

in the follow-up study (N=219) on any of the key baseline variables. These variables 

included age, race/ethnicity, gender, percent of drug use days (of the last 90 days), 

externalizing behaviors (such as rule-breaking and aggression), arrests, incarcerations and 

family functioning (see Table 1). The outcome variables, drug use days, externalizing, 

arrests and incarcerations did not differ significantly by treatment condition at baseline in 

either the full sample from the effectiveness study (N=480) or the follow-up study sample 

(N=261). There were no differences between treatment conditions in the numbers of years 

from randomization to completion of the follow-up assessment (BSFT Mean=4.82, 

SD=0.66; TAU Mean =4.71, SD=0.70, t(259)=1.25, p<.21).

Substance Use

A small percentage of individuals (N=7, 5.3%) indicated that they were currently receiving 

drug or alcohol treatment at the follow-up assessment, and this did not differ by treatment 

condition. More than one-third of the participants (N= 94, 36%) reported using both 

marijuana and alcohol in the 90 days preceding the follow-up assessment. About one-quarter 

(N=66, 25.2%) indicated using alcohol, marijuana and other drugs. Smaller percentages 

were using marijuana only (N=30, 11.4%) and alcohol only (N=29 11.1%). Very few 

participants reported using alcohol and drugs other than marijuana (N=5, 1.9%) or marijuana 

and other drugs (N=5, 1.9%). Few participants (N=32, 12.2%) reported no substance use. No 

statistical differences were observed between conditions in any of these categories (See 

Table 2). Fewer than 10% of adolescents in the study (N = 20) indicated no drug use in the 

past 30 days, but had a positive urine screen.
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There was not a significant difference in number of drug use days by treatment condition 

(IRR = 0.95, 95% CI[0.81,1.10]). The estimated means for drug use days over the prior 90 

days were 38.2 (SE= 2.9) in BSFT and 40.4 (SE= 2.4) in TAU (χ2(1) = 0.67, p= 0.41). The 

estimated means for drug use days over the prior 30 days were 12.1 (SE= 0.4) in BSFT and 

13.8 (SE= 0.8) in TAU. There were also not a significant difference across treatment 

condition in drug use measured by urine screen (χ2(1) = 0.30 p = .59). Retention in 

treatment (attending 8+ sessions) was related to reduced drug use at follow-up across 

treatments (IRR = 0.75, 95% CI[0.58, 0.97]). There was not a treatment condition by 

retention interaction for drug use (χ2(1) = 1.32, p = .25).

Externalizing behaviors

When compared to TAU, participants in BSFT reported significantly lower externalizing 

behaviors (B = −0.42, SE = .15, p = .005). This represents a standardized difference between 

the treatments of −0.26 which is between a small (0.1) and medium (0.5) effect size.31 There 

was not a statistically significant impact of retention in treatment on externalizing behaviors 

(B = −0.11, SE = 0.10, χ2(1) = 0.32, p < .57) and the interaction of treatment condition and 

retention was not significant (B = −0.03, SE = 0.39, χ2(1) = 0.01, p < .94).

Arrests

The rate of lifetime and last year arrests in BSFT was significantly lower than in TAU (IRR 

= 0.68, 95% CI [0.57, 0.81]; IRR = 0.54, 95% CI [0.40, 0.71]). The mean number of lifetime 

arrests in BSFT was 4.0 (SE = .25) and in TAU was 5.9 (SE = 0.55). There was a main effect 

of retention in treatment on lifetime (IRR = 0.76, 95% CI [0.61, 0.95]) and last year 

(IRR=0.61, 95% CI [0.45, 0.84]) arrests. There was not a significant interaction of treatment 

and retention for lifetime arrests (B = .11, SE = 0.22, χ2(1) = 0.26, p < .61) or last year 

arrests (B = .23, SE = .33, χ2(1) = 0.49, p = .48).

Incarcerations

Relative to TAU, BSFT had significantly lower rates of lifetime incarcerations (IRR=0.63, 

95% CI [0.49, 0.81]) and last year incarcerations (IRR = 0.70, 95% CI [0.53, 0.92]). The 

mean number of lifetime incarcerations at follow-up in BSFT was 2.1 (SE = .20) and in TAU 

was 3.3 (SE = .42). Participants who were retained in treatment showed significantly 

different rates of last year incarcerations (IRR = 0.65, 95% CI [0.45, 0.93]) than those not 

retained, but there were no differences for lifetime incarcerations (IRR = 0.84, 95% CI 

[0.58, 1.22]). There was no evidence of a retention by treatment condition interaction on 

lifetime (b = −0.13, SE = 0.35, χ2(1) = 0.14, p = .71) or last year (b = 0.26, SE = 0.24, χ2(1) 

= 0.71, p < .40) incarcerations.

Mediation analyses

Whereas in the effectiveness study20, there was a significant effect of BSFT on the trajectory 

of family functioning, this relationship was weak in the long-term follow-up sample. In this 

sample, the pathway from BSFT to the linear rate of change in family functioning was a=.25 

(SE = .13, χ2(1) = 3.74, p = .053) and for the level of family functioning at month 12 (the 

intercept was centered at month 12) of the main study was a=.20 (SE = .10, χ2(1) = 3.58, p 
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= .058). As shown in Table 3, both linear change in family functioning and level of family 

functioning at 12 months were significant predictors of externalizing, last year arrests, 

lifetime arrests, and lifetime incarcerations at the long-term follow-up. Linear change in 

family functioning was also a significant predictor of last year incarcerations, but 12 month 

level of family functioning was not. None of the mediating effects were statistically 

significant.

Post-Hoc Analyses

Post-hoc analyses suggested there were no significant moderations of the effect of BSFT by 

race/ethnicity on drug use outcomes (X2(3) = 2.80, p = .42), externalizing outcomes (X2(3) 

= 1.23, p = .75), lifetime (X2(3) = 0.15, p = .99) or past year arrests(X2(3) = 1.13, p = .60), 

or lifetime (X2(3) = 3.12, p = .37) or past year incarcerations (X2(3) = 0.09, p = .96).

4. Discussion

The purpose of this study was to evaluate drug use, externalizing behavior and criminal 

outcomes on young adults that had been randomized to BSFT or TAU as part of the BSFT 

effectiveness study. Encouragingly, retention in treatment (attending 8+ sessions) during the 

original study was associated with lower levels of drug use across treatment conditions in the 

long term follow- up. However, remarkably, 76 % of the young adults were using drugs in 

the 90 days that preceded the follow up assessment. The estimated mean of drug use days at 

the long term follow up was higher than at baseline (12.1 vs 2.5 for BSFT, and 13.8vs 2.7 for 

TAU). In spite of this, only 5% were receiving treatment. Research has shown that 

adolescents and young adults may relapse into drug use or continue to use as a result of a 

constellation of personal and treatment factors.32 Continued care has consistently shown to 

reduce relapse and enhance the maintenance of treatment gains.

In the BSFT effectiveness study, 12 month follow-up results revealed a significantly higher 

median level of drug use days in TAU than in BSFT. In this present study, there were no 

differences in median drug use days between conditions. It is possible that differences that 

were not observed between conditions were present at some time between the effectiveness 

study and the present study. Also, the fact that differences observed at the last time point of 

the original study were not sustained could suggest the need for booster sessions to maintain 

the effect of the BSFT intervention.

In this long term follow-up, differences emerged in arrests, incarceration and externalizing 

behaviors. Participants randomized to BSFT had significantly fewer externalizing behaviors 

at the cross sectional assessment than TAU participants. BSFT also had lower incidence 

rates of both lifetime and last year arrests and incarcerations when compared to TAU. 

Improvements in family functioning during the main study did not mediate the effects of 

BSFT in the long term follow up. It is possible that the ability to detect a finding was 

hindered by the smaller sample size and therefore insufficient power to detect mediating 

effects. Nonetheless, it is noteworthy that the rate of change in family functioning and family 

functioning at 12 months post randomization in BSFT during the effectiveness study was 

significantly related to externalizing behaviors, arrests and incarceration at the long term 

follow up.
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A key predictor of the trajectories of adolescent to young adult substance use and criminal 

behavior is family functioning, as manifested in parental monitoring, family bonding and 

family support. Adolescent externalizing behavior is also a predictor of both substance use 

and behavioral problems in young adulthood.29 Treatments that target adolescent substance 

use and behavior problems, particularly at the family level, may prove especially effective at 

reducing later trouble with the law and can have salubrious consequences for both youth and 

society. BSFT and other family-based adolescent treatments, found to be less expensive that 

juvenile justice interventions,33 may be construed as cost-beneficial interventions that 

prevent further penetrance in the justice system. In this study, retention in adolescent 

substance abuse treatment (both in BSFT and in TAU) was associated with lower rates of 

drug use, arrests and incarcerations in the last year.

Perhaps the most severe limitation of the study is that of the original sample of 480 

participants, only 378 agreed to be re-contacted for later studies. Of these, we were only able 

to reach and assess 261. Nevertheless, a comparison between the original sample and those 

who agreed to participate did not show any significant differences at baseline in any of the 

variables examined. Similarly, there were no significant differences between those who 

agreed to participate and those who participated in the final assessment. A second limitation 

is that there was variability in length of time between participation in the study and the long 

term assessment time point. The average number of years between randomization in the 

original study and the final follow up was 4.7 years, but there were no differences in length 

of time from randomization between conditions. Third, relying on self-reports may have 

resulted in underreporting when assessing substance use and criminal history. Finally, it is 

not possible in a long term follow up such as this one to rule out factors other than 

intervention condition that could have affected its outcomes therefore, no direct causal 

influences could be concluded.

Future Directions

One way future studies can overcome the sample limitations of this study in evaluating 

justice system involvement is by using public records of justice involvement. Official 

records could also facilitate longer time follow-ups and provide more regular time-point 

assessments. Longitudinal approaches are needed to understand the trajectories of adolescent 

substance users as they become adults. Findings from the original study pointed to the 

importance of implementation strategies that appear critical for the model to succeed. Future 

implementation studies should evaluate the impact of BSFT implementation strategies34 on 

short term and long term outcomes for adolescents and young adults.

Conclusion and Implications

Overall, this study found that while there were no differences in drug use by treatment type 

(BSFT vs TAU) at a long-term follow-up, there were significant differences in the rates of 

arrests, incarcerations, and externalizing behaviors favoring those who received BSFT. 

These effects could be explained by the improvements in family functioning that occurred 

during the effectiveness study. Additional research is needed to help identify how treatments 

like BSFT can be better implemented to maximize beneficial outcomes.
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Figure 1. 
Consort Flow diagram
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Table 1.

Baseline characteristics of the study sample that participated in the extended follow up, compared to those that 

did not.

Variable “In study” group1 (n=2613) “Not in study” group1 (n=2194) p-value2

Gender 0.657

 Male 207 (79.3%) 170 (77.6)

 Female 54 (20.7%) 49 (22.4)

Race/Ethnicity 0.544

 Hispanic 119 (45.6) 94 (42.9)

 Non-Hispanic White 84 (32.2) 64 (29.2)

 Non-Hispanic Black 54 (20.7) 56 (25.6)

 Other 4 (1.5) 5 (2.3)

Age (at baseline) 16 (15, 17) 16 (15, 17) 0.310

% drug days 11 (0, 40) 7 (0, 27) 0.253

Externalizing Behavior5 0.078 (3.183) −0.128 (3.043) 0.470

Number of Arrests 1 (0, 2) 1 (0, 2) 0.431

Number of Juvenile Detentions 1 (0, 1) 1 (0, 1) 0.967

Family Functioning6 −0.196 (5.806) 0.071 (5.475) 0.604

1.
For categorical variables, N (%). For continuous variables, Means (SD) for approximately normal variables and Median (Q1, Q3) otherwise.

2.
For categorical variables, Fisher’s exact test p-values. For continuous variables, T-tests p-values for approximately normal variables and Wilcoxon 

two sample p-values otherwise.

3.
Except for % drug days (n=258), number of arrests (n=260), and number of juvenile detentions (n=207).

4.
Except for % drug days (n=218) and number of juvenile detentions (n=170).

5.
The reported value for externalizing is the mean of the square root of the raw score.

6.
The reported value for family functioning is the mean of the composite created for this outcome.
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Table 2:

Long term Outcomes by treatment condition.

BSFT TAU Significance

In Drug or alcohol Treatment N=7 5.0% N=7 5.8% 55.8%555.8% χ2(1) = 0.07, p =.79

Substance use in last 90 days

  Alcohol, marijuana and other drugs N=31 22.1% N=35 28.9% χ2(1) = 1.58, p =.21

  Marijuana and alcohol N=54 38.6% N=40 33.1 % χ2(1) = 0.86, p = .35

  Marijuana only N=17 12.1% N=13 10.7% χ2(1) = 0.12, p = .72

  Alcohol only N=14 10.0% N=15 12.4% χ2(1) = 0.38, p =.54

  Alcohol and drugs other than N=2 1.4% N=3 2.5% χ2(1) = 0.38, p =.54

  Marijuana and other drugs N=2 1.4% N=3 2.5% χ2(1) = 0.38, p = .54

  No substance Use N=20 14.3% N=12 9.9% χ2(1) = 1.15, p =.28

  Mean drug use days* 38.2 SE= 2.9 40.4 SE= 2.4 χ2(1) = 0.67, p =.41

Employment

 Current employment N=52 37.4% N=48 39.7% χ2(1) = 0.14, p=.71

 Lifetime employment N=64 73.6% N=61 83.6% χ2(1) = 2.32, p=.13

Number of times living arrangements changed 1.2 SE=.15 2.2 SE=.26 χ2(1) = 12.29, p = 0.0005

Externalizing** 3.11 SE=.10 3.53 SE=.13 χ2(1) = 8.07, p = 0.005

Arrests***

 Lifetime 4.0 SE = .25 5.9 SE =.55 χ2(1) = 17.81, p <.001

 Last year .37 SE=.05 .70 SE=.12 χ2(1) = 18.24, p <.001

Incarcerations****

 Lifetime 2.1 SE = .20 3.3 SE =.42 χ2(1) = 12.89, p <.001

 Last year .40 SE=.03 .57 SE=.07 χ2(1) = 6.71, p =.01

*
no differences in means at baseline BSFT Mean = 6.3, SE = .52; TAU Mean = 6.4, SE = .50 χ2(1) = 0.01, p = .92

**
no differences in means at baseline BSFT Mean = 19.4, SE = .55; TAU Mean = 19.6, SE = .85 χ2(1) = 0.04, p = .84

***
no differences in means at baseline BSFT Mean = 1.1, SE = .11; TAU Mean = 1.2, SE = .15 2(1) = 0.12, p = .73

****
no differences in means at baseline BSFT Mean = 0.6 (SE=.08), TAU Mean = 0.6, SE=.09 χ2(1) = 0.04, p < .84
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