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Chapter One: Introduction
Statement of Substantive Area

Adolescent substance use and abuse problems continue to be a concern for
schools, the public, families, and professionals. The consumption of both prescription
and illicit drugs among adolescents has been a focus of attention with the media, public
education, social science studies, treatment facilities, human service agencies, and law
enforcement. In addition, the opinion that drugs are becoming more easily obtainable by
adolescents has drawn concern from families and professionals who are uneasy about
children’s safety at school and in the community.

The focus of the dissertation was to analyze adolescent substance abuse treatment
literature and then conduct a quantitative research project to analyze adolescent substance
abuse treatment with the use of family systems therapy. In order to cover the major
areas of the dissertation, the following plan was followed. First, two varying theoretical
models, Family Systems Theory and Motivational Interviewing, were used throughout
the dissertation to critically analyze the literature. Second, the dissertation summarized
findings established within the literature and then critiqued the relevant studies identified
with adolescent substance abuse treatment. After a review of the literature was
completed, dissertation questions were posed based on information elicited from the
literature. To answer the dissertation questions, a quantitative research methodology was
constructed to collect secondary data from a local adolescent substance abuse treatment
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program using family systems therapy as the primary intervention treatment. The
information from the treatment program was collected, analyzed, and reported. The
findings from the research were discussed and conclusions were identified. And finally,
policy and research recommendations were fashioned to structure future research.

To introduce the reader to adolescent substance abuse, the initial part of the
disseration presents general findings on the prevalence and social costs that the
substantive problem area has had on society.

Prevalence and Cost to Society

The importance of studying the problem of adolescent substance abuse can be
useful to a variety of concerned parties. Adolescents who abuse substances tend to have
several problems in various areas of their lives (Liddle et al., 2001; Steinman &
Schulenberg, 2003: Sussman, Skara, & Ames, 2008). The many troubles associated with
substance abuse exacerbate an adolescent’s difficulty in developing both a healthy sense
of self and the healthy relationships needed for a successful transition to adulthood
(Liddle, et al., 2001). Increased family conflict, poor peer relationships, increased anti-
social activities, lack of respect for local law enforcement, low scholastic aspirations and
achievements, and several mental health problems (including poor self-concepts and
depression) are a few examples of these problems (Beman, 1995).

Monitoring the Future.

In the annual “Monitoring the Future” publication, Johnston, O’Malley, Bachman,
& Schulenberg (2011) collected quantitative data from 44,900 adolescents in public
schools around the country on substance use (n = 15,300 eighth graders, 15,200 tenth
graders, and 14,400 twelfth graders). The Johnson et al. (2011) report from their 2010
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data collection found that 48.2% of high school seniors have used illicit drugs in their
lifetime, with 37.0% of high school sophomores and 21.4% of eighth graders doing the
same. These percentages for the age groups have dropped each of the last seven years
between 2001 and 2007 and have remained relatively stable since then (i.e., 48.2% for
12" graders in both 2007 and 2010). These figures indicate that nearly half of teens have
used drugs, but are also significant in terms of contemplating two different phenomenon.
The first is related to the perception shared frequently by youth that most kids use drugs.
This “perceived prevalence” is based on teens observing substance use taking place by
peers at both school and in the community, which communicates that this behavior is
normal and frequent (Finn, 2006; Newcome, 1995). The misperception is that because
youth observe these practices in the open, this must mean most peers are also doing this
behavior and that non-users are in the minority (Newcome, 1995). Approximately 50%
of 12-17 year olds believe that marijuana is either “easy” or “fairly easy” to obtain in
their community (SAMHSA, 2003). Likewise, the presence of drugs in schools
(perpetuated by students who use drugs) creates “an illusion that most students use drugs
and cause students who don’t use drugs to feel unsafe” (Finn, 2006, p. 75). In addition,
those adolescents who use drugs often surround themselves with peers practicing similar
behaviors (Blanton et al., 1997; Dishion & Owen, 2002; Farrington & Hawkins, 1991),
thus reinforcing the idea that because their friends use, nearly all teenagers do as well
(Baer, Stacy, Larimer, 1991; Blanton et al., 1997; Bosari et al., 2000). Similarly, Blanton
et al. (1997) reported the phenomenon of “perceived favorability,” where youth often
view their peers as having more favorable views of drugs than the individual does
him/her self, perpetuating the idea that drug use is taking place more frequently.
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The second related phenomenon has to do with drug-using practices of
adolescents, meaning the intensity of their use. The literature shows that when
adolescents and young adults use substances, especially alcohol, they tend to use
intensely (Bonomo, Bowes, Coffey, Carlin, & Patton, 2004). Observing and practicing
extreme levels of substance use breeds ideas that intense use is normal and desired. With
alcohol, a frequent rite of passage for many adolescents is that the more alcohol a person
consumes in a single episode, the better (Glider, Midyett, Mills-Novoa, Johannessen &
Collins, 2001).

Adolescent Substance Abuse & the Diagnostic and Statistical Manual (DSM).

According to Sussman et al. (2008), approximately 5% of all adolescents in the
US qualify for a DSM-IV substance abuse disorder, with 9.5% qualifying for any
disorder (Ford, Goodman, & Meltzer, 2003). A statistical estimate of 43% of adolescents
who are receiving mental health services also have a substance abuse/dependence
diagnosis as well (Center for Mental Health Services, 2000). Comorbid disorders are
reported to be more difficult to treat (Grella, Hser, Joshi, & Rounds-Bryan, 2001;
Henderson, Dakof, Greenbaum, & Liddle, 2010), as treatment providers can have a more
difficult time contemplating where problem behaviors should be attributed (mental health
or substance abuse). Research has found that when co-occurring/duel diagnoses are
measured for success with treatment, it is difficult to understand recovery patterns,
which, from a research standpoint, creates difficulties in determining how influential
mental health issues were on treatment and how much can be attributed to substance

abuse (Chung, Martin, & Clark, 2008).



Cost to Society.

The problem of adolescent substance use has required the administrative and
financial attention of political, legal, professional, and educational parties. These
problems extend to other areas of the public, as law enforcement, legislative bodies, the
criminal justice system, human service agencies, and treatment facilities are mandated to
deal with the social problems associated with adolescent substance abuse. Within the
school system in the United States, an estimated $41 billion is spent on needed programs,
personnel, and faculty hours associated with substance use with adolescent students
(Califano, 2001). Several research studies have found that alcohol-related injuries are the
leading cause of death among young adults (Institute of Medicine, 1990) and adolescents
(McWhirter, 2008; Sussman, Skara & Ames, 2008). In fact, the three leading causes of
mortality among adolescents are linked to adolescent substance abuse (motor vehicle
accidents, suicides, and homicides; Greenfield, Wold-Branigin, & Karageorge, 2008).
High correlations exist between adolescent substance abuse and school failure (Liddle et
al., 2001), delinquency (Liddle et al., 2009), car accidents (Greenfield et al., 2008),
arrests and incarcerations (Liddle, Rowe, Dakof, Ungaro, & Henderson, 2004), and
physical illnesses (Hansell & White, 1991; Sussman et al., 2008). In sum, the impact that
adolescent substance abuse has on society as a whole should not and cannot be
underestimated.

Individual Costs. Substance abuse for the adolescent has obvious impacts on the
individual as well. More specifically, substance abuse at this age has a dramatic effect on
the cognitive abilities of a developing brain (Sussman & Ames, 2001), as true brain
maturity does not occur until around the age of 25 (Giedd et al., 1999), leading to
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cognitive distortions in thinking and disorganized thinking (Sussman et al., 2008). This
kind of disorganized thinking by the youth is centered around the idea that the problem is
with others and not the responsibility of the youth him/her self (Sussman & Ames, 2001).
Mounting problems associated with their drug use can be dismissed as other peoples’
problems (i.e., parents or authority figures), problems with society (i.e., the drinking age
should not be 21 years old), or problems with structure (i.e., school is too hard or too
much work; Sussman & Ames, 2001; Sussman et al., 2008).

Treating the Problem. According to Diamond et al. (2006), approximately 87%
of referred adolescent substance abuse cases are treated at the outpatient (OP) or
intensive outpatient (IOP) levels of treatment. A similar finding was found by Muck et
al. (2001), which indicated that of the youth involved in substance abuse treatment: 69%
are in OP; 11% in 10P; 6% in short-term Residential Treatment Centers (RTCs); 9% in
long-term RTCs; and 5% in other forms of treatment. Although OP and IOP programs
are significantly less expensive compared to residential and in-patient agencies, the
financial burden on families and funding sources can be troublesome. As an added
expenditure, approximately 50% of adolescents participating in some form of substance
abuse treatment are being mandated to do so by the court systems (US Dept. of Health
and Human Services, 2001), putting further financial pressure on families and public
service agencies to fit the bill. Of the estimated 1.4 million teens in need of substance
abuse services, only 10% actually make it to some form of treatment (Office of Applied
Studies, 2002), indicating that a vast majority of substance abusers go untreated, making
it difficult to engage them in change. For families, one of the main factors that prompt

parents into initiating treatment for their son or daughter is when the youth’s substance
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abusing behavior collides with either the school system (use at school) or with the legal
system (Liddle et al., 2001), meaning that even though parents may know their child is
using drugs, it isn’t until other systems become involved that professional assistance is
pursued.

In-patient and Residential Treatment Centers (RTCs) are the most expensive
programs for youths, but they have the highest percentage of drug reductions from intake
to discharge (Sussman et al., 2008). However, RTCs also have the highest percentage of
relapse after treatment (Sussman et al., 2008). These statistics have to do with in-patient
and RTCs’ common practice of isolating the youth from the environment that supports
their drug using behaviors (i.e., peers), which initially works to reduce drug use (Abrams,
2006). Family systems work is well-suited to address this problem, as services are
focused on treating the drug use by working with the individual’s entire system, including
the family, school, and pro-social entities (Cunningham & Henggler, 1999; Santiseban et
al., 1997; Santiseban et al., 2003; Szapocznik & Williams, 2000), and thus preparing both
the individual and the system to accommodate needed systemic changes, which include
individual changes. A potential hole in the literature appears to exist with this subject, as
no studies could be found comparing RTCs who have family involvement and those who
do not. This would make for an informative research study, as this could detect potential
influences of working with the family while an adolescent is in residential treatment.

Natural Recovery. The many problems, prevalence, and expenses of dealing with
adolescent substance abuse are not without hope. Experimentation of substances occurs
frequently for many teens and studies have found that adolescents who experiment with
drugs do not usually go on to develop substance abuse problems later in life (Gotham,
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Sher, Wood, 1997; Newcomb, 1995; Zucker, 1994). The “maturing out effect” occurs for
many young adults in their mid-20’s (Gotham, et al., 1997; Zucker, 1994), as the pre-
frontal cortex is fully developed at age 25, allowing for more rational decisions-making,
an increased awareness of consequences, and superior planning abilities (Giedd, et al.,
1999), all of which can interfere with previous conceptions of what is normal and
reasonable substance use. In addition, the concept of natural recovery can occur during
early adulthood, where responsibilities of marriage/partnerships, employment, and having
children decrease substance abusing behaviors (Misch, 2007; Rohrbach, Sussman, Dent,
& Sun, 2005). However, for a certain percentage of the adolescent population, these
behaviors continue on to and through adulthood (Laser & Nicotera, 2011).

Dissertation Questions

Before the methodology of studying adolescent substance abuse was considered,
the development of relevant research questions occurred first, as the methodology was
specifically developed around the needs of the research questions.

After an extensive review of adolescent substance abuse treatment, the most
effective treatment modality, family systems therapy, became apparent. Of the myriad of
family therapy models for treating adolescent substance abuse, five appeared to be the
most effective in the literature: Multisystemic Therapy (MST), Multi-dimensional Family
Therapy (MDFT), Brief Strategic Family Therapy (BSFT), Solution-focused Brief
Therapy (SFBT), and Structural Family Therapy (SFT). Four have been listed in both the
Substance Abuse and Mental Health Service Administration (SAMHSA) and National
Registry of Evidence-based Programs (NREPP) as effective evidence-based forms of
treatment (SFBT is currently being considered; Kim, 2013), with MST and MDFT
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becoming manualized (NREPP, 2011; SAMHSA, 2011). All five family treatments have
many similarities in their approach to treating substance abuse problems with youth, as
the family is the unit of focus. Family functioning, cohesion, adaptability, and
communication styles are a few of the focal points of treatment. Similarly, Motivational
Interviewing/Motivational Enhancement (MI/MET) Therapy has also received significant
support in the literature. Like the family models mentioned previously, MET has
received recognition from both SAMHSA and NREPP as effective evidenced-based
treatments for adolescent substance abuse (NREPP, 2011; SAMHSA, 2011). Another
similarity is that MET works to decrease client resistance (this came from BSFT) and
subsequently increases motivation for change.

Denver Family Therapy Center’s Adolescent Substance Abuse Program (ASAP)
also subscribes to the aforementioned family models (MST, MDFT, BSFT, BSFFT, and
SFT), as well as using techniques from MET, as MET uses techniques borrowed from
family systems therapy (Rollnick & Miller, 1995). By using the family systems
techniques of working with the family, working on their family functioning, and working
with the family’s greater systemic environment (i.e., working with schools, probation,
human services, etc.), would this allow for a youth’s substance abuse problems to
decrease, their school performance to improve, and their involvement with court systems
to decrease? These questions were the major focus of the dissertation research.

Family Functioning.

The dissertation observed how family functioning was influenced by the use of
family systems work. For the dissertation, family functioning was described in detail in
the Methodology section. The connection between family functioning and family
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systems work was answered primarily through the use of a three-month follow-up survey
(described in the Methodology section) conducted by ASAP personnel following a
youth’s therapeutic treatment, and answered two questions: 1) for the adolescent three
months post-treatment, did involvement with family systems therapy improve current
family functioning?, and 2) for the parent(s)/guardian(s) three months post-treatment, did
involvement with family systems therapy improve current family functioning?

Drug Use.

The dissertation analyzed how substance/drug use was influenced by the use of
family systems work. For the dissertation, substance use was described in detail in the
Methodology section. The connection between substance use and family systems work
was answered primarily through the use of the three-month follow-up survey (described
in the Methodology section) and answered two questions: 1) for the adolescent three
months post-treatment, did involvement with family systems therapy decrease current
drug use?, and 2) for the parent(s)/guardian(s) three months post-treatment, did
involvement with family systems therapy decrease current drug use with the youth?

School Performance.

The dissertation studied how school performance was influenced by the use of
family systems work. For the dissertation, school performance was described in detail in
the Methodology section. The connection between school performance and family
systems work was answered primarily through the use of the three-month follow-up
survey (described in the Methodology section) and answered two questions: 1) for the
adolescent three months post-treatment, did involvement with family systems therapy
improve current school performance?, and 2) for the parent(s)/guardian(s) three months
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post-treatment, did involvement with family systems therapy improve current school
performance with the youth?

Court Involvement.

The dissertation observed how court involvement was influenced by the use of
family systems work. For the dissertation, court involvement was described in detail in
the Methodology section. The connection between court involvement and family systems
work was answered primarily through the use of the three-month follow-up survey
(described in the Methodology section) and answered two questions: 1) for the adolescent
three-months post-treatment, did involvement with family systems therapy decrease
current court involvement?, and 2) for the parent(s)/guardian(s) three months post-
treatment, did involvement with family systems therapy decrease current court
involvement with the youth?

State of Theory and Knowledge about the Problem

Why Adolescents Use Substances.

The development of models on the motivation for substance use is founded on
two fundamental premises. The first is based on the notion that the substance use
produces some desired or valued outcome (Cox & Klinger, 1988). Adolescents can use
substances to achieve some perceived positive outcome, which in turn produces a series
of positive reinforcements for the using behavior (Cox & Klinger, 1990). For example,
O’Malley & Johnston (1998) indicate that adolescents emphasize the pleasurable aspects
of substance use as the primary motivation for substance consumption, such as allowing
the youth to: 1) feel good; 2) feel high; and 3) have the ability to relax, all of which
receive positive reinforcement when those feelings return after each substance use.
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Similarly, perceived positive outcomes with substance use in youth can also be attached
to social/peer influences, as adolescents seeking peer acceptance or socialization may use
drugs to meet those needs (Blanton et al., 1997). The second premise is based on
meeting an individual’s particular needs that serve various functions in his/her life, which
develop into unique patterns of behavior (Cutter & O’Ferrell, 1994). For example, if a
youth discovers that substance use assists in coping with negative emotions, other
adaptive ways to manage these emotions may no longer be used or developed. This
pattern may lead towards psychological dependence on the drug and away from “normal”
or adaptive ways to manage stress (Cooper, Russell, & George, 1988). Similarly, youth
also report substance use as not only a way to escape, but to avoid boredom as well
(O’Malley & Johnston, 1998). Consequently, youth may not only use substances for the
perceived positive outcomes, but may use to avoid negative ones as well (Cox & Klinger,
1990).
Analysis of Theoretical Frameworks for Examining the Problem Area

Two different theoretical perspectives were used for the dissertation. The
combination of a Family Systems Theory and a clinical practice-based theory of
Motivational Interviewing will be used to analyze both the research and social work
practice of working with youth who use/abuse substances. Each theory draws from
previous philosophical and practical knowledge of theories/models that came before them
and will require brief backgrounds to add sustenance to their application throughout the
dissertation. For example, Family Systems Theory was descended from the original
General Systems Theory (GST) and shares many of the foundational concepts from GST,
only to apply them to the family system (von Bertalanffy, 1967). Similarly, Motivational
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Interviewing borrowed ideas from several other theories (i.e., Social Learning Theory and
Transtheoretical Model) when theorizing about change and motivation (Miller, 1995).
Family Systems Theory

Family Systems Theory was primarily developed on two major fronts, with Don
Jackson at the Mental Research Institute on one end and Murray Bowen of the National
Institute for Mental Health on the other. This is not to discredit the major contributions
of other early family systems practitioners/pioneers, such as Nathan Ackerman and
Lyman Wynne, but to underscore those who championed family systems as the primary
theoretical foundation for analyzing human behaviors (vs., for example, psychoanalysis).
Each theorist developed concepts based on General Systems Theory, along with other
systemic-based philosophies (i.e., Cybernetics), even though both were trained in the
individual psychotherapeutic style of psychoanalysis and were licensed psychiatrists
(Nichols, 2009).

Don Jackson.

Don Jackson developed a theory that the family could not only be viewed as
interconnected with each other and the outside world, but as a living system — complete
with independent objects that influence, regulate, and stimulate each other, but cannot
necessarily be understood in isolation from one another (Schultz, 1984). To understand
the individual family members, a “synchronic approach” was developed — individuals
must be studied as they interact with the rest of their family in the context of that system
(Schultz, 1984). Jackson’s group at the Mental Research Institute (MRI) initially came
together to study the then often ignored psychological phenomena of schizophrenia by
examining the entire family system and how families organized themselves (and the
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family environment) around the symptoms of schizophrenia (Nichols & Swartz, 2009;
Shultz, 1984). To study schizophrenia and the family, Jackson combined concepts from
von Bertalanffy’s GST with notions of the then emerging field of Cybernetics (Nichols,
2009), which emphasized the understanding of feedback loops and sequencing in
communication. Cybernetics borrowed several ideas from GST’s self-regulation
functions, such as organisms/structures forming circular causal chains in that system that
both act and react to changes in the system (Fisch, Weakland, & Segal, 1982; Haley,
1976). von Bertalanffy, in his later works, began connecting his organismic open
systems theory to psychology in his books Robots, Men and Minds (1967) and
Organismic Psychology and Systems Theory (1968) by relating the interconnectedness of
individual people to one another. This was a pivotal influence on and validation of
Jackson and his colleagues at MR, as this facilitated a solid connection between GST
with Jackson’s interest in Cybernetics.

Jackson and the MRI group developed several major concepts that contribute to
Family Systems Theory. The first of which are Jackson’s 5 axioms of relational
communication: 1) one cannot not communicate (meaning two or more people in a
relationship are always communicating something at all times, even if that means they are
ignoring each other or are preoccupied with something else); 2) any communication
implies a commitment and therefore defines a relationship; 3) the nature of a relationship
is contingent upon the punctuation of a communication sequence; 4) human beings
communicate verbally and nonverbally (anywhere from 70-93% of human
communication is communicated non-verbally [Borg, 2008]); and 5) all communication
is symmetrical and complimentary (meaning that the flow and characteristics of how
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people in a relationship communicate with one another determines sequential flow and
characteristics; Nichols, 2009; Nichols & Schwartz, 2009). For the purpose of the
dissertation, these communication axioms became valuable when observing the influence
of familial risk/protective factors later in the paper.

Another concept developed by Jackson (borrowed from biology) was the idea that
people existing in a relational system find themselves in a static, self-regulating structure
called homeostasis (Jackson, 1957). Based on W. B. Cannon’s work in biology, a
homeostatic system contains properties that normalize or stabilize the surrounding
environment towards a constant condition or conditions (i.e., temperature, body
hydration, blood glucose balance, etc.; Cannon, 1929). Homeostasis, like cybernetics and
GST, makes use of negative and positive feedback loops as control mechanisms that both
stabilize and perpetuate the system having little variance and thus becoming stable and
predictable (Haley, 1976; Madanes, 1981). Within relational homeostasis is the
redundancy principle, which can be thought of as the limited range of repetitive
behavioral sequences that reinforce order and thus maintain homeostasis (Nichols, 2009).
A similar concept to the homeostatic system is the relational quid pro quo, which is the
concept that individuals in a relationship must “give to get,” and that this giving and
receiving sequence allows for a sense of balance in the relationship in terms of
collaboration and value (Nichols, 2009; Nichols & Schwartz, 2009). The notion of family
rules is also related to these other concepts, which help to define the rights and duties of
the people in the family that perpetuate relational quid pro quo and homeostasis. These
rules are not necessarily spoken, but are enforced and regulated by family members to
ensure that particular functions within the family are preserved and sustained without
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mention (Goldenberg & Goldenberg, 2009; Nichols, 2009). Put simply, homeostasis,
relational quid pro quo, and family rules maintain the status quo by keeping a balance in
relationship interactions that are predictable and repetitive. When this balance is situated
in a family system that perpetuates a problem behavior (i.e., adolescent substance abuse),
the behavior can unintentionally be supported in the environment of the system.
Therefore, a change in one part of the system may be counteracted or overpowered by
another, leading to change being stunted or adverted in favor of homeostasis being
maintained (i.e., problem behavior being maintained; Fisch et al., 1982). Throughout the
dissertation, these concepts helped to investigate how the risk and protective factors
explored within the dissertation were systemically supported.

Murray Bowen.

The other major initial contributor to Family Systems Theory was Murray Bowen,
while at the National Institute for Mental Health (NIMH), when he combined GST with
his Theory of Triangulation within families. Triangle Theory was developed through the
observation of how a dyad of family members “balance” a conflictual relationship by
triangulating a third family member (Kerr & Bowen, 1988; Shultz, 1984). With the
introduction of a third person, Bowen separated himself from the dominant discourse of
singular thinking (i.e., psychoanalytic/psychodynamic’s internal ego psychology) and
bypassing the more simplistic dyadic thinking (connection between caregiver [mother]
and child), by settling in on triadic thinking, which was both relational and systemic
(Rothbaum, Rosen, Ujiie & Uchida, 2002). The triangle concept, with the function of
balancing conflictual relationships, hypothesized that the triangle was the most stable unit
in human relationships (Bowen, 1966). Individuals in conflict will seek-out a third party
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as a way to balance themselves and stabilize the system (by triangulating/aligning two
people against a single other or all three individuals aligning with one another; Hoffman,
1981). The unbalanced triangle system (all three individuals are in conflict or one
individual is simultaneously aligned with two others who are in conflict) will attempt to
balance itself by drawing-in additional individuals for balance, therefore recruiting more
and more systems into the original conflict (Hoffman, 1981).

Triangle Theory ultimately influenced Bowen to develop 8 major “constructs” to
his theory: 1) Differentiation of Self, 2) Triangulation, 3) Nuclear Family Emotional
Process, 4) Family Projections Process, 5) Multi-generational Transmission Process, 6)
Emotional Cut-off, 7) Sibling Position, and 8) Societal Emotional Process (Goldenberg &
Goldenberg, 2009; Nichols, 2009; Nichols & Schwartz, 2009). These 8 constructs
promoted an understanding about how human beings function systemically in a family
system — emotions, intellect, connections with family members, and interactions with the
social environment are all explored. As explained in Goldenberg & Goldenberg (2009),
Nichols (2009), Nichols & Schwartz, (2009), and Rothbaum et al. (2002), three of these
constructs have a major influence on the overall theory of Family Systems as this relates
to adolescent substance abuse issues:

1) Differentiation of self. Bowen believes that the better differentiated an

individual is, the better able a person is to process emotional pressure from his/her

family of origin (better able to think when feeling high levels of emotions and
emotional pressure). Differentiation is based on the person’s ability to separate
their intellectual functioning from their emotional functioning and cognitively
separating thoughts from the emotional reactiveness of the family. This is done
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through two levels of differentiation — the solid self, which is the most basic level
of differentiation, and is nonnegotiable when under pressure from family
relationships; and the psuedo self, which is the functional level of differentiation
and allows an individual to shift when under pressure from family relationships.
Fusion occurs when the unhealthy, dependent relationship between family
members discourages independence from the family system’s way of functioning.
2) Triangulation. When there is tension or conflict in a relationship, one of the
members will tend to move away from this relationship dilemma by moving
towards fusion with a third party to take the pressure off the initial relationship.
Problematic triangles are those which lack flexibility, leading to constricted
relationship options for family members.

3) Societal emotional process. This is a construct based on how a family adapts to
society at large. When there is high conflict in the family, this adaptation is
maintained through 4 major processes: a) emotional distance — distance from one
another based on the emotional reactivity to one another (this is not to be
mistaken with an emotional cutoff), as the distance is situated to allow two people
in conflict to have sparing “closeness” with one another while maintaining some
emotional contact; b) spousal/partner conflict — each spouse/partners’ emotional
reactiveness is focused on the other spouse/partner; c) spousal/partner
dysfunction — one spouse/partner becomes “sick” and diverts attention away from
the original conflict; and d) impairment of the children — this follows
triangulation, as a child becomes “sick” when triangulated to relieve conflict
between quarrelling parents and detours the focus of attention on him/her self.
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Why Family Systems?

Family Systems Theory was used as the primary theory for the dissertation for
two reasons, both having to do with the way Family Systems addresses multi-layered
problems. Perhaps the most important was that Family Systems Theory provided a way
of thinking about the ecology of adolescent substance abuse. In Western culture, the
ecological factors involved with any adolescent, whether or not he/she is abusing
substances, includes a variety of social, community, ethnic, spiritual, familial, and
individual characteristics, among other factors. Each of these factors can be studied
individually, but it is the study of each factor interrelating to one another that forces study
to be both comprehensive and inclusive (Kaufman & Kaufman, 1979; Liddle et al.,
2001). Mutually exclusive analysis of ecological information often leads to
misinformation and missing data, as observing a phenomenon from only one angle (i.e.,
from the individual person) cannot be understood in its totality until combined with other
perspectives in the system (Kaufman & Kaufman, 1979; Liddle et al., 2001). Some of
the ecological factors involved with adolescent substance abuse, which were discussed
later in the dissertation, included the family’s history of substance abuse (Jacob &
Johnson, 1999), parenting styles (Rothbaum et al., 2002), family relationships (Loeber,
Farrington, Stouthamer-Loeber, & Van Kammen, 1998), family characteristics (Liddle et
al., 2004), gender (Johnston et al., 2011); socioeconomic class (Rowe et al., 2010), peer
association (Dishion & Owen, 2002), poor school performance (Liddle et al., 2009), and
environmental risks (Hall et al., 2008; Wilson & Donnermeyer, 2006). Understanding
ecology and the potentially complex interactions of various factors requires a theory of
thought that is equal to multi-factored inclusions (McWhirter, 2008; Szapocznik &
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Williams, 2000). Observing these ecological factors from the Family Systems
perspective — seeing factors as a network of systems simultaneously interacting and
responding to one another, allows a researcher to avoid some of the pitfalls that come
from misinformation or missing data from the single perspective. In addition, Family
Systems allocates that not only are multiple factors involved in influencing one’s
ecology, but that unknown factors could be unrealized (Liddle et al., 2001; Liddle, Rowe,
Dakof, Ungaro & Henderson, 2004; Liddle, Rowe, Dakof, Henderson, & Greenbaum,
2009).

The second reason Family Systems was selected was to address the epidemiology
of adolescent substance abuse. The epidemiology of this issue has many well-established
roots in an adolescent’s ecology (i.e., individual and environmental risk factors;
Hawkings, Catalano, & Miller, 1992), many of which were a focus of the dissertation,
and serve to contribute to this social problem. The multiple individual, social, familial,
and environmental factors were researched independently, but more importantly, all were
taken in combination with one another to form an epidemiological pattern worth
studying. Due to adolescent substance abuse problems being multi-determined, a
multisystemic approach, like Family Systems, was necessary to address these problems
ethically and adequately (Cunningham & Henggler, 1999; Szapocznik & Williams,
2000). With the dissertation, only major factors found in the literature were covered.

Within the last few decades, Family Systems approaches, in their application to
adolescent substance abuse, have received tremendous support from research literature
(Coatsworth, Santisteban, McBride, & Szapocznik, 2001; Kumfer & Alvarado, 2003;
Leichtling, Gabriel, Lewis & Vander Ley, 2006; Liddle, 2002; Liddle et al., 2001; Rowe
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& Liddle, 2003) and from the literature on practice (Drug Strategies, 2005; Hazelrigg,
Cooper, & Borduin, 1987; Kaufman et al., 1979; Szapocznik, Kurtines, Foote, Perez-
Videl, & Hervis, 1986). The success of this research has influenced such entities as the
Substance Abuse & Mental Health Service Administration (SAMHSA) and National
Registry of Evidence-based Programs and Practices (NREPP) to list family therapy (the
practiced form of Family Systems Theory) as one of the major evidenced-based forms of
treatment for adolescent substance abuse (NREPP, 2011; SAMHSA, 2011; Sussman et.
al., 2008).

The current family-based treatments of this millennium have many similarities
with social work values, as the individual, family, and environment are addressed
(Austin, Macgowan, & Wagner, 2005). Austin et al., (2005) indicated an association
between social work values and the practice of family-based work, as many social
workers are using such techniques when working with families. The “fit” between the
two has promoted a greater interest within social work to research family work using
substantiated models, but a lack of well-established treatment standards has inhibited the
validity of such research (Austin et al., 2005).

Motivational Interviewing (MI)/Motivational Enhancement Therapy (MET)

The theory of Motivational Interviewing (MI) or Motivational Enhancement
Therapy (MET, as it is practiced in the field), was developed by William Miller in the
early 1980s. MI makes use of working with the resistance and defensiveness of a
substance abuser through empathy, non-threatening dialog, and collaboration. Ml is
based on several influential practice theories (Festinger’s Cognitive Dissonance, Bem’s
Self-Perception Theory, Bandura’s Social Learning Theory, and Roger’s Unconditional
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Positive Regard) in combination with the MRI Brief Strategic and Solution-Focused
models of family therapy, and Prochaska and DiClemente’s Transtheoretical Model
(Miller & Rollnick, 2002; Miller & Rose, 2009).

Stages of Change.

Based on Prochaska and DiClemente’s (1982) model, MI makes use of 6 main
Stages of Change to gauge a substance abuser in terms of their level of ambivalence
around modifying substance using behavior and their motivation for change (DiClemente
& Velasquez, 2002). These stages, known as both the Transtheoretical Model or Stages
of Change, were developed by Prochaska & DiClemente (1982) and are used for not only
substance abuse, but various other human behavior issues, such as domestic violence
(Babcock, Canady, Senior & Eckhardt, 2005) and medical conditions (Hammond, 2003).
However, DiClemente and Velasquez (2002) describe Stages of Change as “growing up
together” with MI (p. 202), as the stages have played an essential part of advancing MI’s
theoretical development through the use of taking steps towards change in a gradual
fashion, vs. the “all or nothing” approach of other theories. These stages can be used
with any substance abuser, whether or not the person is an adult or adolescent, and
involve the concept of decisional balance with each stage, which is essentially the act of
weighing the pros and cons of any decision to make change (Migneault, Adams, & Read,
2005). The 6 stages are: 1) pre-contemplation; 2) contemplation; 3)
determination/preparation; 4) action; 5) maintenance; and 6) relapse (DeClemente &

Velasquez, 2002; Laser & Nicotera, 2011; Miller, 1995; Miller et al., 2002).

The first stage is pre-contemplation, which is considered to be a phase where a

person has no intention of changing substance using behavior and may not realize or are
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not aware that a problem even exists (DiClemente & Velasquez, 2002, Laser & Nicotera,
2011). No action can be expected of a client in this stage, as the behavior is not
considered a problem by the person (DiClemente & Velasquez, 2002). From the
individual’s point of view, the behavior generally “works” for his/her agenda, so little
effort should be considered in changing (DiClemente & Velasquez, 2002). If a problem
IS recognized, the person does not hold him/her self accountable for it, but blame is
placed on others, on circumstances, or on nature (DiClemente & Velasquez, 2002). The
focus of treatment here would be to simply provide information about the problem
behavior, with no effort to attempt to get the person to take responsibility, as the

substance abuser is not ready for change (Laser & Nicotera, 2011; McWhirter, 2008).

The second Stage is contemplation, which involves a slight sense of readiness to
begin small steps of change (DiClemente & Velasquez, 2002, Laser & Nicotera, 2011).
This stage is characterized by a greater awareness that the individual’s substance use is
creating at least some problem in their lives, anywhere from interpersonal issues to
unintended contact with authority figures, and that there are potential pros and cons to
some form of change (DiClemente & Velasquez, 2002). Blaming the problem on other
things still permeates during this stage and may even dominate, but a certain level of
personal responsibility begins to develop (DiClemente & Velasquez, 2002). From a
practice standpoint, effort is made to help the substance abuser recognize that the
problem behavior exists, there are pros and cons to changing, and that some work could
be considered in reducing some of the cons (DiClemente & Velasquez, 2002). No actual
steps in making change occur are pursued, just the recognition that change may be

needed in the future (Laser & Nicotera, 2011; McWhirter, 2008). The transition from
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and lucid understanding of what has changed over time for a client and the family system
(Dugard & Todman, 1995). This can also provide a researcher with valuable information
about what is and is not being impacted with treatment interventions (Dugard & Todman,
1995). Although a forms of repeated measures were used in the dissertation (i.e.,
urinalysis screens and the MTPURS), true pre and post tests would better reflect changes
over time.

Larger, More Diverse Sample. In addition, a larger and more diverse sample
would be interesting for future research. This would allow a researcher to collect data
from youth who are of different ethnic and socio-economic status (SES), compare the
information quantitatively, and analyze the differences (if any). A larger sample size,
collected rigorously over a longer period of time may allow for this. The annual
“Monitoring the Future” research by Johnston et al., (2011) is a prime example of how
large sample sizes allow researchers to collect and compare data on SES, ethnicity, and

ages of the subjects being studied.
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Chapter Five: Summary

Summary of the Introduction. The amount of information accumulating within
the literature on the prevalence of adolescent substance abuse and the impact it is having
on society has grown tremendously in the last couple of decades. With nearly half of
high school seniors having experimented with drug/alcohol use in their lifetime, along
with approximately 1.4 million adolescents in need of substance abuse treatment, social
workers, among other professionals, need to take this problem seriously. In addition,
taking into account that the 3 leading causes of death for this age group are all associated
with substance use issues leads one to consider how to best address the prevention and
treatment needs necessary for impacting substance use. These figures alone are an
indication of how important it is to study this problem and develop effective strategies
that will make the prevention and/or treatment of substances for adolescents more
impactful.

The problem of adolescent substance abuse lead to the development of the four
dissertation questions, each being addressed to both the adolescent and a parent/guardian
(eight total questions): 1) three-months post-treatment, does family systems therapy
improve family functioning?; 2) three-months post-treatment, does family systems
therapy decrease substance use?; 3) three-months post-treatment, does family systems
therapy improve school performance?; and 4) three-months post-treatment, does family
systems therapy decrease court involvement?
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Summary of Family Systems Theory & Motivational Interviewing. The
usefulness of studying adolescent substance abuse from the perspective of Family
Systems Theory (FST) was demonstrated repeatedly throughout the dissertation. The
multiple facets of a youth’s life that are impacted by substances cannot be studied in
isolation from one another if a researcher is to discover how the multiple factors of this
problem interact with one another. A theory that can observe multiple factors, such as
FST, was capable of accommodating such complex inclusions and interactions.
Similarly, analyzing the problem from a Motivational Interviewing perspective allowed
for a better understanding of how to work with adolescents by focusing on what the
adolescent was motivated for and decreasing his/her resistance to treatment, both of
which were found to be helpful in understanding how various risk and protective factors
found in the literature could be utilized with intervention.

The various risk and protective factors that contribute to the knowledge of the
multiple components of the problem of adolescent substance abuse have become
incredibly important in understanding how many different areas within a person’s system
the problem impacts. Factors stemming from an individual, the family, social/peer
influences, the environment, and culture were all observed during the dissertation. An
interesting result of the research on risk and protective factors was the indication that
certain factors can present themselves as both a risk and a protective factor for the youth,
depending on different aspects of the factor. This growing body of knowledge warrants
further investigation, as the information suggests that a plethora of research areas could

significantly impact the problem.
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Summary of Methodology. This dissertation was a quantitative research
methodology analyzing secondary data from the Adolescent Substance Abuse Program
(ASAP) approved by the Institutional Review Board (IRB) at the University of Denver.
ASAP cases that met the following criteria were included in the study: the client was
discharged from the ASAP program between 2006 to mid-2008; the client system
participated in at least five therapeutic sessions; the client system signed the release for
their information to be used for research purposes; the three-month follow-up survey was
documented; and both the parent and the youth participated with the three-month follow-
up survey. Of the approximate 250 cases discharged during 2006 to mid-2008, 71 cases
met all of these criteria.

The ASAP program is located in the greater metro-area of Denver, Colorado. The
youth were ages 13-18 years old (M=16.34 years old), all having a history of substance
abuse problems. Approximately 76% of the youth were male, with the sample being
predominately Caucasian (74.6%), with 15.5% self-identifying as Hispanic/Latino, 2.8%
as African-American, 1.4% as Native American, and 5.6% as bi-cultural. Clients living
with 2 biological parents occurred 36.6% of the time, with 28.2% splitting time between
divorced parents (including single and blended families, with the client living in two
different homes), 19.7% living with one biological parent (single parent), 8.5% living
with one biological parent in a blended family (the client spends no time with the second
parent), 5.6% living with grandparents, and 1.4% living with extended family.
Approximately 64.8% of the sample were private pay (health insurance, self-pay) with

35.2% receiving services through public funding (i.e., probation, Department of Human
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Services, Senate Bill 94, etc.). Clients were positively discharged from the program
54.9% of the time, 29.6% dropped-out of the program, 5.6% were incarcerated, 5.6%
were negatively discharged, and 4.2% went to a higher level of care.

The dissertation made use of several instruments to gather information, including
the Substance Use Survey (SUS), the Adolescent Self-Assessment Questionnaire
(ASAQ), the ASAP program’s Master Treatment Plan (MTP), the ASAP program’s
Monthly Treatment Planning and Utilization Review (MTPUR), urinalysis (UA) screens,
and the three-month follow-up survey. The SUS and ASAQ surveys were used to collect
data on various measures about the youth pre-treatment, including the youths’
involvement with drugs, the disruption drugs has had on their lives, their motivation to
change, their contemplation for change, and their willingness to accept help. The pre-
treatment M TP rated family functioning, drug use, school performance, and court
involvement. The MTPUR rated monthly progress on the treatment goals of improved
family functioning, decreased drug use, improved school performance, and decreased
court involvement. The UA screens measured drug use. The three-month follow-up
survey measured agreement on how family systems therapy at the ASAP program
currently (three-months post-treatment) improved family functioning, decreased drug use,
improved school performance, and decreased court involvement.

The dependent variables for the dissertation were family functioning, drug use,
school performance, and court involvement. Family functioning was defined as the
clarity of roles, communication styles, problem-solving abilities, institution of

appropriate hierarchy, and the institution of appropriate boundaries of the family system.
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Drug/substance use was defined as the use of a drug for the non-therapeutic effects with
the potential for physical, social, and/or psychological harm. School performance was
defined as the youth’s grades, attendance in class, ability to get along with peers, ability
to get along with school personnel, and the youth’s ability to following school rules.
Court involvement was defined as the youth following court instructions and obeying
laws.

The independent variable for the dissertation was family systems therapy, which
included family therapy, individual therapy, group therapy, and urinalysis screens.
Family systems therapy included all of these aspects of treatment, as each plays a part in
the youth’s system (family, individual, peer, and behavior). Family therapy was defined
as highlighting relationships, problem maintenance, interactional patterns, and solution
relief within the system. Individual therapy was defined as an extension of family
therapy, as the psychological features of the individual were highlighted within the
context of the greater system. Group therapy was defined as support provided to the
individual/family through the group therapeutic process, which exploration, development,
and examination of alternatives to patterns of behavior were discussed. Urinalysis
screens were defined as the detection of a variety of drugs (i.e., alcohol, marijuana,
cocaine, etc.) through the youth’s urine samples.

The quantitative methodology included the use of descriptive statistics,
correlations, and t-tests. Descriptive statistics were used to analyze means, discover
proportions/percentages, determine frequencies, and observe distributions. The

correlation statistics allowed for the analysis of the strength of the correlations, the
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direction of the correlations, and the statistical significance of these statistics. The t-tests
were used to compare if two groups were statistically different from one another.

All of the secondary analysis information was collected by hand at the ASAP
program. There were 118 variables collected for the dissertation. Information such as
the number of family therapy sessions, ratings of the SUS Involvement measure,
urinalysis screen results, family types, and discharge status were all collected from the
client’s file and tallied on a spreadsheet. The results from the three-month follow-up
survey were also collected by hand and tallied on a spreadsheet. All the information was
then transferred from the spreadsheet to SPSS (version 20.0) for statistical analysis.

Summary of the Results. The usefulness of a quantitative research
methodology allowed for the statistical findings to answer the eight dissertation questions
(four questions, each being answered by a parent and the youth). Using the SPSS
statistical package, it was found that an adolescent substance abuse treatment program,
using family systems therapy as the model of treatment for the adolescent abusing
substances, was successful in improving family functioning, decreasing drug use,
improving school performance, and decreasing court involvement. Both
parents/guardians and adolescents alike agreed that family systems therapy was helpful
with the research areas of interest. These findings were tied to the literature, supporting
previous research that indicated that family system work was a legitimate method in
treating adolescent substance abuse, and also verified that this method should be repeated

with other programs in the future.
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One of the most interesting aspects of the research was that through family
systems therapy, success could be achieved in decreasing drug abuse with an
unmotivated, highly resistant, highly drug-involved youth. This truly lends itself to the
notion that changes in one part of a youth’s system can produce changes in another part
of the system, which, in these cases, was with their drug use and family functioning. The
youth did not have to be motivated or even believe that changes were necessary for
change to actually occur. Working with the system, not just the individual, was a key
component of success.

Summary of the Discussion. Some of the dissertation’s findings should
encourage similar research endeavors, as well as informing future policy work. Perhaps
the most important was that family systems work should be included, in some shape or
form, with all treatment of adolescent substance abuse. Programs getting parents and/or
other people involved with the adolescent to engage with treatment will allow
professionals to work with the adolescent in ways that were not previously available. This
includes developing alliances with the system that can influence the youth when the
youth refuses to comply. As demonstrated with the results of the dissertation, other
programs can now see that working through these kinds of problems was what family

systems therapy was able to do.
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Appendix D

Three-Month Follow-up Survey
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ASAP WORD SURVEY

NAME:

EXPECTATIONS:

1)

2)

3)

WHAT DID YOUR FAMILY EXPECT TO GET OUT OF THE
PROGRAM?

WHAT DID YOU THINK YOU WOULD DO AT ASAP?

DID YOU THINK ANYTHING WOULD CHANGE AFTER
COMPLETING THE PROGRAM?

ANY OTHER GOALS:

RATING GOALS OF TREATMENT AS A RESULT OF THE ASAP PROGRAM:
STRONGLY AGREE, AGREE, NEUTRAL, DISAGREE, STRONGLY
DISAGREE

1) IMPROVEMENT OF FAMILY FUNCTIONING:
2) REDUCE ADOLESCENT DRUG USE:
3) IMPROVE SCHOOL/WORK PERFORMANCE/ATTENDANCE:

4) DECREASE COURT INVOLVEMENT:

AS A RESULT OF THE PROGRAM: IMPROVED, STAYED THE SAME, GOT

WORSE
1)  FAMILY FUNCTIONING:
2)  DRUG USE:
3)  SCHOOL/WORK:
4)  COURT INVOLVEMENT:
5)  OTHER GOALS:

EXPERIENCES:
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1)
2)
3)
4)
5)

6)

FAMILY THERAPY:

INDIVIDUAL THERAPY:

MULTI-FAMILY:

PARENT GROUP:

PEER GROUP:

UA’S:

WHAT CHANGED?:

WHAT BARRIERS?:

ANYTHING ELSE?:
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Appendix E

Consent for Follow-up
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DENVER FAMILY THERAPY CENTER, INC.
4891 INDEPENDENCE # 165
WHEAT RIDGE, CO 80033
PHONE: 303-456-0600
FAX: 303-456-0607

CONSENT FOR FOLLOW-UP

| authorize Denver Family Therapy Center to contact me during and after the termination
of treatment to gather information for follow-up and research studies. | understand that
all information will be kept strictly confidential as outlined in Colorado Law

12.43.214(1)(d) CRS: Privileged Communications.

Client Signature (Parent/Guardian if Minor) Date

223



