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ABSTRACT 

In an Irish context we conducted a retrospective archival study of Functional Family 

Therapy for adolescents with behavioural problems. Strengths and Difficulties 

Questionnaire data were collected from 118 families at the beginning and end of therapy 

(at baseline and follow-up for dropouts) in a community-based clinic in a socially 

disadvantaged Dublin suburb. Analyses of improvement in mean scores and clinical 

recovery rates showed that outcome was associated with treatment completion and 

therapist adherence. Therapy completers treated by high-adherent therapists had the most 

favourable outcome. In contrast, the worst outcome occurred for dropouts. The outcome of 

cases treated by low-adherent therapists fell between these two extremes. These results 

show that FFT may be effectively implemented in an Irish context, and that the 

effectiveness of treatment is associated with families remaining in treatment for an 

average of 17 sessions, and receiving treatment from therapists who implement FFT with 

a high degree of fidelity.  
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INTRODUCTION 

In Ireland, the context for the study reported in this paper, two large community surveys 

have shown that up to 20% of adolescents have significant behavioural problems (Lynch 

et al., 2004; Martin et al., 2006), a figure consistent with results of epidemiological studies 

of youth mental health problems in other countries (Costello, 2004; Ford, 2008). Family 

intervention programmes have shown particular promise in ameliorating adolescent 

behavioural problems, and Functional Family Therapy (FFT) has consistently been 

identified in authoritative international reviews as one such evidence-based programme 

(Baldwin et al., 2012; Henggeler & Sheidow, 2012). Few evidence-based family 

intervention programmes have been established in Ireland to address adolescent 

behavioural problems.  In this paper a preliminary evaluation of FFT in an Irish context is 

described.  

FFT is an evidence-based treatment for adolescent behavioural problems, conduct 

disorder, substance misuse and delinquency (Alexander & Parsons, 1982; Sexton, 2011). 

The FFT model has three distinct phases: engagement, behaviour change and 

generalization. Therapist goals and interventions appropriate to each phase are described 

in a treatment manual (Sexton & Alexander, 2004). The manualization of FFT has 

facilitated its dissemination internationally. When FFT is disseminated to community-based 

sites, adherence to the model (or treatment fidelity) is achieved through a process of 

intensive training and supervision. The FFT supervision process has also been detailed in 

a manual (Sexton, Alexander, & Gilman, 2004). Through telephone supervision with an 

expert FFT supervisor, therapists’ adherence to the FFT model in community-based sites 

is assessed regularly. Client progress in community-based sites is tracked from session to 

session. Data on treatment fidelity and client progress are routinely entered by supervisors 

and therapists into the Functional Family Therapy Quality Improvement System (FFT-Q-

System), which yields regular reports on model fidelity and therapy process and outcome. 

The FFT-Q system is a secure, web-based quality improvement information system.  
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A series of evaluation studies has shown that FFT is effective in reducing criminal 

activity by up to 60%, reducing treatment dropout from 50% to 20%, and improving family 

functioning in areas such as communication and problem-solving (Baldwin et al., 2012; 

Henggeler & Sheidow, 2012; Sexton, 2011). Furthermore, there is evidence that treatment 

fidelity mediates outcome in FFT, with cases treated by therapists who adhere to the 

model having better outcomes than those treated by low-adherent therapists, especially in 

cases at high risk due to family disorganization or deviant peer group membership 

(Barnoski, 2002; Sexton & Turner, 2010) 

In 2007 a team of therapists at Families First, a community-based agency in a 

disadvantaged Dublin suburb in Ireland, was trained in FFT by Tom Sexton. This paper 

describes an evaluation of cases treated by this team. The evaluation was guided by the 

following two hypotheses: (1) that cases who completed a course of FFT would show 

significant improvement from intake to discharge; and (2) that cases who completed 

treatment with therapists who had high adherence to the FFT model would show greater 

improvement than dropouts or therapy completers treated by low-adherent therapists. We 

also wished to explore factors that predicted outcome, such as problem severity, age, 

gender and family composition.   

METHOD 

Design  

This was a retrospective archival study of families who began a course of FFT at Families 

First between 2007 and 2011.  To test the first hypothesis and assess improvement over 

the course of FFT from Time 1 (intake) to Time 2 (discharge), archival data collected from 

both parents and adolescents at initial and final therapy sessions from 98 families who 

completed treatment were analysed. Therapist adherence data, collected at regular 

supervision sessions, were used to classify these ‘treatment completers’ into 49 families 

treated by therapists who showed high adherence to the FFT model, and 49 families 

treated by therapists with low model adherence. Improvement patterns in these two groups 

of cases were compared with that of a group of 20 cases who dropped out of treatment 
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after 1 to 3 sessions. For these dropouts, archival data from first sessions (Time 1) were 

available. Follow-up (Time 2) data were collected by the first author over the telephone, 

between 9 and 46 months (mean = 23 months) after Time 1 data, from parents of families 

that dropped out of treatment. To test the second hypothesis, Time 1 and 2 data from 

dropouts and those treated by high- and low-adherent therapists were analysed. 

 

Participants 

Demographic and referral characteristics of 20 dropouts, 49 cases treated by high-

adherent therapists and 49 cases treated by low-adherent therapists are given in Table 1. 

There were no significant differences between groups on any of the variables listed in the 

table. Families were mainly of low socio-economic status with parents having semiskilled 

or unskilled occupations, or being unemployed (O’Hare, Whelan & Commins, 1991). 

 

Therapists and therapy 

There were 9 therapists in the study, 6 female and 3 male. Four had predominantly low 

TAM profiles with average annual TAM ratings lower than 3 (on a 7 point scale), and 5 had 

predominantly high TAM profiles with average annual TAM ratings of 3 or greater.  All had 

primary degrees or postgraduate qualifications in mental health professions such as 

psychology, social work, psychotherapy, counselling or applied behavioural analysis. Each 

therapist received systematic training and ongoing supervision in FFT from Tom Sexton 

and Astrid Van Dam following the protocol detailed in the FFT supervision and treatment 

manuals (Alexander et al., 2000; Sexton & Alexander, 2004; Sexton et al., 2004). 

Therapists varied in the time they spent working on the project, and this ranged from 12 - 

52 months. Case-loads of therapists varied from 1 to 29 cases. Numbers of treatment 

completers seen by therapists ranged from 1-26 and numbers of dropouts ranged from 0 
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to 7.  There was no statistically significant association between therapist adherence 

(defined as having a predominantly high or low average annual TAM rating) and the 

numbers of completers and dropouts on therapists’ case loads. FFT was guided by the 

treatment manual (Sexton & Alexander, 2004) and conducted in families’ homes or the 

Families First community-based treatment centre. The mean number of FFT sessions 

attended by families was 17 and therapy spanned a 3 to 6 month period. The mean 

numbers of sessions in each FFT phase were: engagement: 7, behaviour change: 7 and 

generalisation: 5.  

 

Instruments  

Therapist adherence to the FFT model was assessed with the Therapist Adherence 

Measure (TAM, Sexton, Alexander, & Gilman, 2004). Adolescent behaviour problems were 

evaluated with parent and adolescent versions of the Strengths and Difficulties 

Questionnaire (SDQ, Goodman, 2001).  

 Therapist Adherence Measure. The TAM is a supervisor-rated index of FFT 

treatment fidelity (Sexton et al., 2004). In a clinical supervision telephone meeting with a 

therapist about a specific case, general adherence and phase-specific adherence are 

rated using 7-point Likert scales ranging from 0 = low adherence, through 3 = average 

adherence, to 6 = high adherence. These are averaged to give an overall TAM rating. 

General adherence, rated on a single Likert scale, is the degree to which supervisors 

perceive therapists to be following the FFT clinical model in the specific case presented 

during that clinical supervision discussion. Phase-specific adherence is the degree to 

which supervisors perceive therapists to be focusing treatment on the goals of the specific 

phase of the FFT clinical model in which the therapy is currently occurring. For each of the 

three FFT phases (engagement, behaviour change, or generalization) 6 Likert scale 

ratings are made. For the engagement phase ratings are made for alliance building, 

reframing, validating, supporting, facilitating expressing responsibility, and focusing the 
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session. For the behaviour change phase ratings are made for targeting behaviours for 

change, linking targets to presenting problems, linking targets to organizing themes, 

applying behavioural skills, matching behaviour change skills to family style, and focusing 

the session. For the generalization phase ratings are made for selecting generalization 

targets, facilitating autonomous skills use within the family, facilitating autonomous skills 

use outside the family (in school and community), facilitating planning to manage future 

challenges, matching generalization skills to families’ styles and organizing themes, and 

focusing the session. The TAM supervisor rating scale has been adapted from videotape 

adherence rating systems which have shown high inter-rater reliability (Sydnor, 2006; 

Gilman, 2008). Barnowski (2002) and Sexton and Turner (2010) found that TAM scores 

predicted lower recidivism in juvenile delinquents treated with FFT.  

 In the present study expert FFT supervisors made TAM ratings for the 9 therapists 

involved in the project. For each year of the project (2007 through 2011), each therapist 

was given an average TAM score for that year, based on the TAM ratings they received in 

all telephone supervision meetings that year. For each therapist this average TAM rating 

was then linked to each family the therapist treated that year.  For each year of the project, 

therapists were classified as high-adherent if their average TAM scores were 3 or greater; 

otherwise they were classified as low-adherent.  

 Strengths and Difficulties Questionnaire. The SDQ is a 25-item behavioural 

screening instrument, for assessing children and adolescents (Goodman 2001). It yields 

scores for total difficulties, conduct problems, hyperactivity, emotional symptoms, peer 

problems and prosocial behaviour scales. Three point response formats are used for all 

items (0 = not true, 1 = somewhat true, 2 = certainly true). There are parent and 

adolescent versions of the SDQ, and both have good psychometric properties (Goodman, 

2001). In the present study parent and adolescent treatment completers filled out 

appropriate versions of the SDQ at Times 1 and 2. For dropouts, only the parent version 

was completed at Times 1 and 2. Cronbach’s alpha reliability coefficients for scales from 

the parent and adolescent versions of the SDQ at Times 1 and 2 ranged from .58 to .82. In 

all instances (except for the adolescent version of the SDQ at Time 1 where alpha = 0.6) 
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total difficulties scales yielded alphas greater than 0.7 indicating good internal consistency 

reliability on this scale. On other scales reliability was moderate to good (0.58 – 0.74) 

 

Ethics 

This study was conducted with ethical approval of involved institutions.  

 

RESULTS 

Mean improvement in treatment completers from Time 1 to Time 2 

To test the first hypothesis, and assess the clinical significance of differences between 

Time 1 and 2 mean SDQ scores, a MANOVA followed by paired t-tests were conducted on 

all 12 scales from parent and adolescent versions of the SDQ. A one-way MANOVA 

revealed a significant multivariate main effect Wilks’ λ = .58, F (1, 97) = 5.19, p <. 001, 

partial eta squared = .42.  Power to detect the effect was 0.99. Thus, hypothesis 1 was 

supported. Results of paired t-tests given in Table 2 showed that significant improvement 

from Time 1 to 2 occurred on all SDQ scales, except the peer problems scale of the 

adolescent version of the SDQ. To control for type 1 error in these 12 analyses the rough 

false discovery correction was made (Benjamini & Hochberg, 1995). Effect sizes 

comparing means at Times 1 and 2 were computed using Cohen’s (1988) formula (d = 

(Time 1 Mean – Time 2 Mean) / Pooled SD). From Table 2 it may be seen that effect sizes 

ranged from d = 0.12 - 0.94.  A large effect size (d > 0.8) was found for parent-rated 

hyperactivity. A small effect (d < 0.2) occurred for adolescent-rated peer problems. Effect 

sizes for the remaining parent-rated scales and all of the adolescent-rated scales were in 

the moderate range (d = 0.2 - 0.8). Effect sizes for all parent-rated scales were larger than 

those for adolescent rated scales.  

 

Clinical improvement rates of treatment completers from Time 1 to Time 2 
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To examine clinical improvement rates, an issue relevant to the first hypothesis, rates of 

clinical improvement based on scores on the total difficulties scale of the parent and 

adolescent versions of the SDQ were determined in two ways. First, we calculated the 

percentage of cases that scored below the clinical cut-off point after treatment, expressed 

as a function of the number of cases that scored above the clinical cut-off point before 

treatment. For these analyses clinical cut-off points on the total difficulties scale of 17 for 

the parent version and 20 for the adolescent version were taken from the SDQ website 

(http://www.sdqinfo.com/).  Second, we calculated the percentage of all 98 treatment 

completers with a reliable change index (RCI) greater than 1.96. The RCI is an index of 

clinical improvement from one time point to another, which takes account of the 

psychometric properties of the scale used to assess the reliability of improvement. The 

reliable change index was calculated by subtracting SDQ total difficulties scores obtained 

at Times 1 and 2 and dividing this by the standard error of difference (Jacobson & Truax, 

1991). The following equation was used to obtain the standard error of difference √2 

(Standard Deviation √(1-test-retest reliability))2. For the total difficulties scale of the parent 

version of the SDQ the standard error of difference was 4.34 based on a standard 

deviation of 5.8 in the normative sample (Meltzer et al., 2000, http://www.sdqinfo.com/) 

and a test-retest reliability of 0.72 (Goodman, 2001). For the total difficulties scale of the 

adolescent version of the SDQ the standard error of difference was 4.55 based on a 

standard deviation of 5.2 in the normative sample (Meltzer et al., 2000, 

http://www.sdqinfo.com/) and a test-retest reliability of 0.62 (Goodman, 2001). 

Sixty-three of 98 treatment completers had Time 1 scores at or above the clinical 

cut-off score of 17 on the total difficulties scale of the parent version of the SDQ. Of these 

63, 25 scored below the clinical cut-off at Time 2, indicating an overall clinical improvement 

rate of 39.68% from intake to discharge using this SDQ cut-off criterion.  
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Twenty-four of 98 treatment completers had Time 1 scores at or above the clinical 

cut-off score of 20 on the total difficulties scale of the adolescent version of the SDQ. Of 

these 24, 10  scored below the clinical cut-off at Time 2, indicating an overall clinical 

improvement rate of 41.66% from intake to discharge using this SDQ cut-off criterion. 

Sixteen of 98 treatment completers obtained RCIs greater than 1.96 on total 

difficulties scale of the parent version of the SDQ, representing an improvement rate of 

16.32% using this conservative RCI criterion.  

For the adolescent version of the SDQ 11 of 98 treatment completers obtained RCIs 

greater than 1.96, representing an improvement rate of 11.22% using this conservative 

RCI criterion.  

 

Mean improvement of dropouts and cases treated by high and low adherent 

therapists. 

The second hypothesis was that cases who completed treatment with therapists who had 

high adherence to the FFT model would show greater improvement than dropouts or 

therapy completers treated by low-adherent therapists. To test this hypothesis, a 3 X 2, 

Groups X Time MANOVA followed by a series of 3 X 2, Groups X Time ANOVAs were 

conducted on all scales from the parent version of the SDQ, with the rough false discovery 

correction for type 1 error and a study-wise p value of .05. In these analyses there were 

three groups: 49 cases treated by high-adherent therapists with TAM scores of 3 or 

greater; 49 cases treated by low-adherent therapists with TAM scores less than 3; and 20 

dropouts who attended 3 or fewer appointments. For these 3 groups SDQ data collected at 

intake (Time 1) and discharge from treatment for completers, or 9 – 46  months after 

intake for dropouts (Time 2) were analysed. In these analyses the significant Groups X 

Time interactions were of central interest, since they indicated that the pattern of 

improvement or deterioration from Time 1 to 2 differed across the 3 groups.  

The MANOVA yielded a significant Group X Time interaction, Wilks’ λ = .702, F (2, 

115) = 3.54, p <. 001, partial eta squared = .162.  Power to detect the effect was .99. From 
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Table 3 it may be seen that in a series of ANOVAs significant Group X Time interactions 

occurred for all SDQ scales except the peer problems scale. These interactions are 

graphed in Figure 1. Tests of simple effects confirmed the impression given by Figure 1.  

For cases treated by high-adherent therapists means at Times 1 and 2 on the total 

difficulties, conduct problems, hyperactivity, emotional problems and prosocial behaviour 

scales differed significantly, indicating that improvement on these scales occurred in this 

group. In contrast, for dropouts and cases treated by low-adherent therapists, means at 

Times 1 and 2 on these 5 SDQ scales did not differ significantly, indicating that no 

improvement occurred on any of these scales in these two groups.  

Furthermore, at Time 2, means of the group treated by high-adherent therapists 

were significantly lower than those of the group treated by low-adherent therapists and 

dropouts on the total difficulties, conduct problems, hyperactivity, and emotional symptoms 

scales. These results indicate that the group treated by high-adherent therapists showed 

greater improvement after treatment than cases treated by low-adherent therapists and 

dropouts on these 4 scales.  On the prosocial behaviour scale, at Time 2 the mean of the 

group treated by high-adherent therapists was significantly greater than that of dropouts, 

indicating that on this scale the group treated by high-adherent therapists showed greater 

improvement than dropouts at Time 2.  

At Time 2 means of the group treated by low-adherent therapists were significantly 

lower than those of dropouts on the total difficulties, conduct problems, and hyperactivity 

SDQ scales. These differences largely reflect deterioration in the dropout group.  

Effect sizes were computed for the 5 SDQ scales on which significant Groups X 

Time interactions were found in the ANOVAs reported above. Effect sizes at Time 2 for 

groups treated by high- and low-adherent therapists were computed by comparing means 

of these two groups at Time 2 with means of dropouts using Cohen’s (1988) effect size 

formula (d = (Group 1 Mean – Group 2 Mean) / pooled SD). From Table 3 it may be seen 

that effect sizes for the group treated by high-adherent therapists were greater than those 

for the group treated by low-adherent therapists for the total difficulties, conduct problems, 

hyperactivity, emotional symptoms and prosocial behaviour scales. Effect sizes for the 

group treated by high-adherent therapists ranged from d = 0.65  - 1.59. In this group effect 
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sizes for the total difficulties, conduct problems, hyperactivity and emotional problems 

scales were in the large range ( d > 0.8), and the effect size for prosocial behaviour was in 

the medium range (d = 0.2 - 0.8). In contrast, effect sizes for the group treated by low-

adherent therapists ranged from d = 0.24  - 0.88. Only the effect size for the hyperactivity 

scale was in the large range ( d > 0.8) and the remainder were in the medium range (d = 

0.2 - 0.8). The results of the MANOVA, ANOVAs and effect size analyses support the 

second hypothesis.  

 

Clinical improvement rates of dropouts and cases treated by high and low adherent 

therapists. 

Clinical improvement rates of cases treated by high- and low-adherent therapists and 

dropouts, based on scores on the total difficulties scale of the parent version of the SDQ, 

were determined in the two ways described in a previous section. First we calculated the 

percentage of cases that scored below the clinical cut-off point of 17 on the parent version 

of the SDQ after treatment, expressed as a function of the number of cases that scored 

above the clinical cut-off point before treatment. Second we calculated the percentage of 

cases with an RCI greater than 1.96. Chi square tests were used to assess the statistical 

significance of differences in improvement rates in the three groups.  

Using the SDQ clinical cut-off criterion, the improvement rate of the group treated by 

high-adherent therapists was 59.4% (19/32). This was significantly greater than that of the 

rates for the group treated by low-adherent therapists (19.4% (6/31)) and dropouts (0% 

(0/15)) (Chi square (2, N = 78) = 20.34, p < .001).   

Using the very conservative RCI > 1.96 criterion, the improvement rate of the group 

treated by high-adherent therapists was 22.45%. This was not significantly greater than 

that of the rates for the group treated by low adherent therapists (10.20%) and dropouts 

(5.00%) (Chi square (2, N = 118) = 4.70, p >.1). These findings on improvement rates 

partially support the second hypothesis.  
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Exploratory regression analyses 

Two exploratory step-wise multiple regression analyses were conducted to investigate the 

extent to which TAM scores, Time 1 scores from parent and adolescent versions of the 

SDQ, adolescent age, adolescent gender (female = 1, male = 2) and family composition 

(one parent family = 1, two parent family  = 2) predicted Time 2 scores on the total 

difficulties scales of the parent and adolescent version of the SDQ for 98 treatment 

completers. Two predictors explained 39.1% of the variance in Time 2 parent SDQ total 

difficulties scores (R2= .39, F (2, 97) = 30.53, p < .001). These were: Time 1 total 

difficulties scores from the parent version of the SDQ (β = .55, p < .001) and TAM scores 

(β = -.28, p < .001). From parents’ perspectives, better outcome occurred in cases with 

less severe problems at intake and treated by more adherent therapists. Four predictors 

explained 47.7% of the variance in Time 2 adolescent SDQ total difficulties scores (R2 = 

.47, F (4, 97) = 21.23, p < .01). These were: Time 1 total difficulties scores from the 

adolescent version of the SDQ (β = .55, p < .001), Time 1 total difficulties scores from the 

parent version of the SDQ (β = .32, p < .01), adolescent age (β = -.24, p < .01), and 

adolescent gender (β = .24, p < .01). From adolescents’ perspectives, better outcome 

occurred in younger girls with less severe problems at intake. 

 

DISCUSSION 

The first hypothesis - that cases who completed a course of FFT would show significant 

improvement from intake to discharge - was supported. On all but one SDQ scale, 

significant improvement in group mean scores occurred from intake to discharge. Clinical 

recovery rates using the SDQ clinical cut-off criterion were approximately 40% using the 

SDQ clinical cut-off criterion. However, they were less than half this using the very 

conservative RCI criterion. The second hypothesis - that cases who completed treatment 

with therapists who had high adherence to the FFT model would show greater 
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improvement than dropouts or therapy completers treated by low-adherent therapists - 

was also supported.  On all but one SDQ scale, significant improvements in mean scores 

of cases treated by high-adherent therapists occurred, whereas no such improvement 

occurred in mean scores of dropouts or cases treated by low-adherent therapists. Clinical 

recovery rates using the SDQ clinical cut-off criterion were almost 60% for therapy 

completers treated by high-adherent therapists, about a third of this (19.4%) for cases 

treated by low-adherent therapists, and 0% for dropouts. Using the very conservative RCI 

criterion, a similar pattern occurred, although improvement rates were lower and 

differences were not statistically significant.  

Exploratory regression analyses showed that, from parents’ and adolescents’ 

perspectives, better adjustment at intake predicted better outcomes. From parents’ 

perspectives, greater therapist adherence was also associated with better outcome.  From 

adolescents’ perspectives, better outcomes occurred for younger girls.    

These results show that FFT may be effectively implemented in an Irish context, 

and that the effectiveness of treatment is associated with families remaining in treatment 

for an average of 17 sessions, and receiving treatment from therapists who implement FFT 

with a high degree of fidelity. These findings are consistent with those of Barnowski (2002) 

and Sexton and Turner (2010) who found that both therapist-adherence and psychosocial 

risk factors are both associated with outcome. 

This study had all the limitations associated with a retrospective archival study 

reliant on self-report, child-focused data. Clearly the results of the study would be 

strengthened if observational data or recidivism records had been used, and family 

functioning as well as adolescent behaviour were assessed. In testing the first hypothesis, 

a single group design was used with no control group. Thus the degree to which changes 

were due to maturation or other developmental factors could not be determined. In testing 
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the second hypothesis, while a three group design was used, with cases in the 3 groups 

differing in the amount and quality of FFT received, cases were not randomly allocated to 

these conditions. Cases self-selected to complete treatment or to drop out. Characteristics 

of completers and dropouts (for example degree of family disorganization, degree of 

deviant peer group membership, and extent of adolescent or parental personal 

vulnerabilities) that led to self-selection may also have determined differences in the 

outcome of these groups. While cases did not self-select high- or low-adherent therapists, 

there may have been some systematic bias in the allocation of cases to therapists which 

also accounted for the differing outcomes of cases in these two groups. Also the number of 

months between Time 1 and Time 2 assessments for drop-outs was greater than that for 

treatment completers, which may have accounted for dropouts’ poorer SDQ scores. On 

the positive side, the 3 groups formed to test the second hypothesis did not differ on 

baseline demographic, clinical or referral characteristics such as the adolescents’ age, 

gender, SDQ total difficulties scores, family composition, reason for referral and source of 

referral. The similarity of the groups on these variables reduces the possibility that 

extraneous variables may have accounted for the differing outcome of the three groups.  

A prospective randomized controlled trial which included both self-report and 

observational measures and assessed changes in family functioning as well as adolescent 

behaviour would overcome the limitations of the present study. Such a study is currently 

underway.  
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!
Table 1. Demographic and referral characteristics of dropouts and cases treated by high and low adherent therapists 
 
   

High Adherence 
(N = 49) 

 
Low Adherence 

(N = 49)  

 
Dropouts  
(N = 20)  

 

 
Chi 

square 
or F 

  f % f % f % 
 

 

 
Gender 

        
5.43 

 Male 34 69.4% 23 46.9% 13 65%  
 Female 15 30.6% 26 53.1% 7 35%  
Age        3.07 
 Mean  14.2  13.9  15.15   
 Standard deviation 2.03  1.83  1.75   
Family compositions        2.52 
 Two parent 25 51% 17 34.7% 8 40%  
 Single parent 24 49% 31 63.3% 12 60%   
 Other 0 0% 1 2% 0 0%  
Reason for referral        4.78 
 Family relationship difficulties 21 42.9% 20 40.8% 10 50%  
 School difficulties 15 30.6% 12 24.5% 4 20%  
 Aggressive behaviour 3 6.1% 8 16.3% 5 25%  
 Parenting Issues 3 6.1% 4 8.2% 0 0%  
 Substance use 2 4.1% 2 4.1% 0 0%  
 Self-harm 1 2.0% 0 0 1 5%  
 Other 4 8% 3 6.1% 0 0%  
Source of referrals        8.98 
 Schools 28 57.1% 20 40.8% 9 45%  
 Mental health services 13 26.5% 15 30.6% 4 20%  
 Community agencies 4 8.2% 7 14.3% 3 15%  
 Youth Justice 1 2% 2 4.1% 4 20%  
 Co. Council 3 6.1% 2 4.1% 0 0%  
 Other 0 0% 3 6.1% 0 0%  
Parent SDQ total difficulties score at Time 1.         
 Mean 19.02  19.51  20.85  0.70 
 Standard deviation 5.30  5.78  5.86   
         
Note: f = frequency. None!of!the!Chi!square!of!F!values!are!statistically!significant at p<.029, which is equivalent to a study-wise p value of .05 using the rough  
false discovery correction for type 1 error. 
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Table 2. Status of treatment completers on the parent and adolescent versions of the Strengths and Difficulties Questionnaire (SDQ) at Time 1  
and Time 2.   
 
           
  Parent version of SDQ  Adolescent version of SDQ 
           
Variable  Time 1 Time  2 t d  Time 1 Time  2 t d 
           
SDQ total difficulties  M 19.26 15.65 6.21** .59  16.90 14.58 4.24** .41 
 SD 5.78 6.39    5.11 6.19   
           
SDQ conduct problems M 5.16 3.75 6.43** .64  4.48 3.63 3.72** .43 
 SD 2.26 2.15    1.89 2.03   
           
SDQ hyperactivity M 6.24 2.30 3.50** .94  5.52 4.96 2.40* .22 
 SD 5.39 2.41    2.37 2.61   
           
SDQ emotional symptoms M 5.06 3.94 4.39** .46  4.32 3.61 3.24* .27 
 SD 2.29 2.58    2.71 2.53   
           
SDQ peer problems M 3.06 2.55 2.46** .22  2.57 2.33 1.11 .12 
 SD 2.55 2.10    2.15 1.81   
           
SDQ prosocial behaviour M 6.47 7.24 3.63** .35  6.64 7.30 3.19** .34 
 SD 2.30 2.08    1.90 1.99   
           
Note. N = 98.  SDQ = Strengths and difficulties questionnaire. M = mean. SD = Standard deviation. Time 1 = Intake. Time 2 = discharge. t = value from t-test.  
d = effect size.  *p<.027, which is equivalent to a study-wise p value of .05 using the rough false discovery correction for type 1 error.  **p<.01. 
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Table 3. Status of dropouts and cases treated by high and low adherent therapists on the parent version of the Strengths and Difficulties Questionnaire (SDQ) scales at 
Time 1 and Time 2.  
 
       
  High Adherence 

(n=49)  
Low Adherence 

(N=49) 
Dropouts 
(N =20) 

ANOVA F Values Effect Sizes (d) at Time 2 

Variable  Time 1 Time  2 Time 1 Time 2 Time 1 Time  2 Groups Time G X T High adherence  
vs 

Dropouts  

Low adherence 
vs 

Dropouts  
             
SDQ total difficulties M 19.02 13.46 19.51 17.83 20.85 22.65      
 SD 5.30 5.78 6.27 6.27 5.86 5.79 8.16** 10.98** 14.49** 1.59 0.79 
             
SDQ conduct problems M 5.18 3.34 5.14 4.16 4.90 5.80      
 SD 1.90 1.94 2.60 2.29 2.61 2.62 2.10 8.49** 11.18** 1.07 0.67 
             
SDQ hyperactivity M 6.04 4.81 6.44 5.98 7.10 8.15      
 SD 2.11 1.42 2.49 2.29 2.22 2.62 8.48** 0.86 6.95** 1.59 0.88 
             
SDQ emotional symptoms M 5.12 3.22 5.00 4.67 5.10 5.25      
 SD 2.61 2.37 1.94 2.60 2.67 2.17 2.17 7.40* 6.79** 0.89 0.24 
             
SDQ peer problems M 2.93 2.08 3.18 3.02 3. 30 3.50      
 SD 2.23 2.04 2.48 2.06 2.61 1.50 1.95 1.58 2.15 - - 
             
SDQ prosocial behaviour M 5.93 7.30 7.02 7.18 5.95 5.80      
 SD 2.14 2.02 2.34 2.15 2.28 2.58 2.85 4.78 5.63* 0.65 0.58 
             
Note. N = 118.  SDQ = Strengths and difficulties questionnaire. M = Mean. SD = Standard deviation. Time 1 = Intake. Time 2 = Discharge or 9 - 46 months after intake in the case of 
dropouts. G X T = groups X time. F values are from!3!X!2,!Groups!X!Time!ANOVAs.!*p<.029, which is equivalent to a study-wise p value of .05 using the rough false discovery correction 
for type 1 error. **p<.01. 
!
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Figure 1. Status of dropouts and cases treated by high and low adherent therapists on the parent version of the 
Strengths and Difficulties Questionnaire (SDQ) scales at Time 1 and Time 2. 

 

 


