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ABSTRACT
Objective: To obtain preliminary evidence of the feasibility and effectiveness of adjunctive family psychoeducation in
adolescent major depressive disorder. Method: Participants were from outpatient clinics in Hamilton and London, Ontario.
Over 24 months, 41 adolescents ages 13 through 18 years meeting major depressive disorder criteria were recruited (31
in Hamilton, 10 in London). Participants were randomized to usual treatment or usual treatment plus family
psychoeducation. Outcome measures were readministered at 2 weeks, mid-treatment, posttreatment, and 3-month
follow-up. Intent-to-treat analyses used x2 and t tests and growth curve analysis. Standardized effects based on growth
curve estimates were calculated for continuous outcomes. Results: The London site was withdrawn because of poor
participant retention. In Hamilton, no participant missed more than one assessment and there was good family
psychoeducation adherence. Compared to controls, participants in the experimental group showed greater improvement
in social functioning and adolescentYparent relationships (with medium standardized effect size 90.5), and parents
reported greater satisfaction with treatment. Conclusions: There were positive treatment effects on family and social
functioning processes postulated to mediate the clinical course of major depressive disorder. The study provides support
for further evaluation of family psychoeducation in this clinical population. J. Am. Acad. Child Adolesc. Psychiatry,
2006;45(4):386Y395. Key Words: major depression, family psychoeducation, adolescent, randomized, controlled trial.

Major depressive disorder (MDD) is a common
disorder frequently beginning during adolescence,
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and, like adults, referred depressed adolescents are at
increased risk of mood and other psychiatric disorders,
suicide, and impaired social functioning (Kovacs,
1996). Furthermore, it appears that the first depressive
episode sets in motion changes in brain functioning,
cognition, and social functioning that increase vulnerability to subsequent episodes (Harris, 2001; Post,
1992). It is likely that for many depressed adolescents,
intensive multimodal treatments may be needed to
alleviate acute symptoms, reverse neurochemical and
cognitive concomitants of depression, and improve
functioning within the social context.
Selective serotonin reuptake inhibitors (SSRIs;
Emslie et al., 1998), cognitive-behavioral therapy
(CBT; Brent et al., 1997; Wood et al., 1996), and
interpersonal therapy (Mufson et al., 1999) are currently
first-line treatments for referred depressed adolescents.
The only large study to compare single with combined
treatments showed that depressed adolescents had better
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outcomes with fluoxetine combined with CBT than
with these treatments alone (Treatment for Adolescents
with Depression Study, 2004). However, it is noteworthy that in most studies, up to 40% of referred cases
do not respond to these treatments, and in some
responders, residual symptoms persist over months and
years (Brent et al., 2001; Emslie et al., 1998). Crosssectional studies consistently show high levels of
parentYadolescent conflict, disturbance of affective
bonds, and parentYadolescent alienation in families
with a depressed adolescent (Patton et al., 2001).
Family factors, including the presence of parental
psychopathology and family dysfunction, are also
associated with a worse clinical course of MDD, poor
adherence to treatment, and poor treatment response
(Birmaher et al., 1996; Brent et al., 1998). Thus, it is
appropriate to consider whether including parents and
other family members in treatment could substantially
improve outcomes. Lewinsohn et al. (1990) compared
CBT alone with CBT with a parent intervention
component in referred adolescents. There were no
statistically significant differences between groups,
although the combined group did report fewer
depressive symptoms at posttreatment. In another
study of depressed and bipolar preadolescent children,
six sessions of family psychoeducation (FPE) led to
greater improvements in those receiving the program
and improved adherence to other treatments (Fristad
et al., 2002). Miklowitz et al. (2004) provided 21
sessions of family-focused psychoeducation as an
adjunct to medications in an uncontrolled open trial
involving 20 adolescents with bipolar disorder and
reported improvements in depression, manic symptoms, and behavior problems over 1 year. In contrast,
FPE was no more effective than routine follow-up in
adolescents with MDD with intentional drug overdose
but was associated with reduced suicidal ideation in
cases without MDD (Harrington et al., 2000).
In summary, many depressed adolescents do poorly
despite treatment and have serious disorders and
impairments into adulthood. There is a paucity of
research into whether there is added benefit to continuing treatments beyond initial acute treatment response
(i.e., longer treatments versus brief time-limited Bacutephase^ interventions), or to combined treatments, and
whether there are maintenance effects of treatments used
alone or in combination. None of the proven treatments
address directly the family context, although this
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appears to have a key influence on outcome. FPE is a
proven effective adjunctive maintenance treatment in
adults with psychiatric disorders (Miklowitz et al.,
2000), is promising in depressed and bipolar preadolescent children and adolescents (Fristad et al., 2002;
Miklowitz et al., 2004), but has not been evaluated in
depressed adolescents. Therefore, this exploratory study
into the feasibility and acute treatment effects of FPE in
referred depressed adolescents is a timely first step in
exploring the effectiveness of this approach.
The objectives of the study were (1) to assess the
feasibility of adjunctive FPE in referred adolescents
with MDD and (2) to estimate the acute treatment
effects of FPE on depressive symptoms and family and
social functioning outcomes (the postulated mediators
of maintenance effects). It was assumed that medium
standardized effect sizes (ESs; d 9 0.5) for the family
process and social functioning outcomes would justify
further maintenance treatment studies.
METHOD
Participants
The study was undertaken with review and monitoring by the
Ethics Review Committees of Hamilton Health Sciences and of the
London Health Sciences Centre. Participants were drawn from
outpatient clinics serving depressed adolescents in Hamilton and
London, Ontario, Canada. In Hamilton, participants were from a
child and adolescent mood disorders clinic that was the main
provider of outpatient services for this region (population 500,000).
In London, referrals were sought from four inpatient and outpatient
psychiatry programs serving adolescents in a geographic catchment
area (population 350,000). All of the referrals were eligible after
receiving a full description of the study and providing signed
informed consent (with assent in participants younger than 16 years
of age). Inclusion criteria were as follows: (1) meets DSM-IV MDD
criteria (American Psychiatric Association, 1995) in the past 6
months according to both referring clinician and Schedule for
Affective Disorders and Schizophrenia for School- Age ChildrenPresent Episode version (K-SADS-P); (2) lives with birth, adoptive,
or stepparent; and (3) baseline assessment completed within 3
months of admission to clinic. Exclusion criteria were (1) history of
mental retardation, pervasive developmental disorder, conduct
disorder, or anorexia nervosa according to referring clinician and
(2) nonaffective psychosis or mania by K-SADS-P interview.
Instruments and Measures
The K-SADS-P (Chambers et al., 1985) was used at baseline to
determine study eligibility and comorbid internalizing disorders in
the preceding 6 months. The depressive disorders and mania
sections were used at posttreatment and follow-up to assess MDD
remission/persistence and relapse/recurrence. The adolescent was
the sole informant. The K-SADS-P sections provide DSM-III
diagnoses, so modifications were made to elicit symptoms, symptom
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duration, and impairments required for DSM-IV diagnoses (e.g.,
assessment of impairment criteria for MDD episode).
The primary outcomes were measures of depressive symptoms,
social functioning, family functioning, and adolescent relationship
with parents. Depressive symptoms were measured using the
Reynolds Adolescent Depression Scale (RADS; Reynolds, 1986).
The 31 items are summed for a total score (range 31Y124) and the
recommended clinical cutoff is 78. Adolescent social functioning
was measured using the global score of the Structured Social
Adjustment Interview (SSAI), a structured interview with good testretest reliability (McCleary and Sanford, 2002), adapted by the
authors from the Social Adjustment Inventory for Children and
Adolescents (John et al., 1987). Subscale scores (school, spare-time
functioning, parentYadolescent and peer relationship domains) were
used in secondary analyses. Family functioning was measured on the
12-item general functioning subscale of the Family Assessment
Device (FAD; Epstein et al., 1983). The six other subscales of the
FAD were used in secondary analyses. Adolescent relationships with
mother and father were assessed using the Adjective Checklist (ACL;
Friedmann and Goldstein, 1993). The ACL consists of 10 negative
and 10 positive adjectives describing relationships, each rated by the
adolescent on an 8-point Likert scale.
Secondary outcomes also included adolescent global functioning
using the Children`s Global Assessment Scale (CGAS; Shaffer et al.,
1983), rated by the primary clinician, and adolescent and parent
satisfaction with services using the Client Satisfaction Questionnaire
(CSQ; Larsen et al., 1979).
Descriptive measures and data included sociodemographic data
obtained using the Ontario Child Health Study Demographics
Form (Boyle et al., 1986), self-reported drug use in the past 6
months using the Ontario Child Health Study Drug Use Survey
(Boyle et al., 1986), and parent-rated disruptive behaviors using a
DSM-IV Disruptive Behavior Disorders Checklist (an unpublished
scale is available at the Journal’s Web site at www.jaacap.com via the
Article Plus feature).
Monitoring Fidelity of FPE, Contamination, and
Co-intervention
The assessors gathered information from the adolescent and
parent regarding hospitalizations, day treatment, medications (dose,
duration of treatment, doses missed), and psychosocial interventions (type, number of sessions, sessions missed). Fidelity to FPE
was assessed through clinician reports of number of sessions
completed, family member attendance, and rated percentage of
adherence to the curriculum components (education, communication, problem solving), noting reasons for failures in adherence.
Design and Procedures

6 months (posttreatment), and 9 months (follow-up) (for a total of
five assessments during the course of the study). Beyond baseline,
assessments were conducted in the home.
Family Psychoeducation. The family program used was developed
by the authors and is described in a manual (available from the
corresponding author). The intervention consists of twelve 90minute sessions conducted in the home, involving all family
members living in the home who agree to participate, during the
first 6 months after enrollment in the study, with one booster session
at 3-month follow-up. The theoretical models (medical model,
patient education, stress vulnerability, communication, and coping
models) and the specific interventions used are consistent with those
that have proven to be effective in families with a member with
schizophrenia (Falloon et al., 1984), and more recently in patients
with bipolar disorder and their families (Miklowitz et al., 2000). The
approach is not intended for delivery by novice clinicians. The aims
are to increase family knowledge about adolescent depression, to
increase understanding of the experience of depression and its impact
on the family, to strengthen family communication (to reduce
hostile, critical, clinging, or isolating interactions and to foster
supportive/warm interactions), and to enhance effective coping,
problem solving, and management of crises and relapses.
There are five phases. The first session consists of an introduction
to the therapy model, assessment of family factors relevant to the
intervention, and goal setting. Sessions 2 through 4 focus on
education about the clinical features, causes, treatment, and clinical
course of adolescent depression. Sessions are structured, interactive,
and involve direct communication between the adolescent and other
family members about the experience of depression, resulting in
greater empathy and understanding. Sessions 5 through 7 focus on
communication skills training, identifying and minimizing unproductive interaction patterns and enhancing positive interactions.
Sessions 8 through 11 focus on family problem-solving skills
training, with weekly homework practice assigned. During session
12, progress made over the course of therapy is reviewed and
possible barriers to continued use of newly acquired skills are
discussed. The final session is a booster, 2 to 3 months later, where
progress in maintaining use of learned skills is assessed and strategies
to sustain their use are identified.
Usual Treatment. All participants were offered usual treatments
consisting of individual or group counseling and/or drug therapy
with supportive case management. The first-line drug treatment was
antidepressants (SSRIs, venlafaxine, or bupropion), if indicated in
combination with anxiolytics or antipsychotics. These drugs were
prescribed to adult therapeutic doses as tolerated, but there was no
standardization of prescribing and no pill counts were conducted.
All of the participants, regardless of whether they received
medications, received handouts describing MDD, clinical presentation, course, treatment, and, in those receiving drugs, handouts
about the prescribed medication. Usual psychosocial treatments
were not standardized with respect to frequency of follow-up or
fidelity to a specific treatment model.

Randomization and Follow-up Assessment Procedures. The study
was an unblinded, randomized, controlled trial. Participants were
randomly assigned to treatment conditions (usual treatment or usual
treatment plus FPE) using a random numbers table to determine
group assignment, with randomization in blocks of four to ensure a
manageable flow to usual treatment plus FPE. Opaque sealed
numbered envelopes containing assignment were opened in order
after participants completed the baseline assessment. Study team
members were blind to the blocking procedure. Randomization was
by a statistician (M.B.) with no involvement in running the study.
The outcome measures were administered at baseline and
readministered at 2 weeks (retest), at 3 months (mid-treatment),

Primary Outcomes. The incremental effects on continuous
outcome measures (RADS, FAD general functioning, ACL, SSAI
global social functioning scores) attributable to treatment grouping
were assessed using growth curve analysis based on hierarchical linear
modeling (HLM; Bryk and Raudenbush, 1992). There were two
steps. First, within-subject changes on outcome measures were
modeled as a function of time. Straight-line growth models
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(modeled as a linear function of the square root of time) were fit
separately to each measure observed for each subject at each
assessment (using data from all five assessments). Second, the withinsubject parameter estimates or slopes defining the trajectories of
change in outcome for each individual were used as the dependent
variables for evaluating differences between treatment groups. A
standardized ES of 0.5 between treatment groups was selected as the
minimally important ES. The growth curve analyses were used to
determine whether this difference was realized for each outcome.
The ES was calculated for each of the outcomes based on modeled
estimates of scores at baseline, posttreatment, and follow-up using
the following formula: ES = change in experimental group from
baseline j change in control group from baseline/baseline SD.
Secondary Outcomes (Exploratory Analyses). Chi-square tests were
used to compare MDD remission rates between experimental and
control groups at posttreatment and follow-up. A t test was used to
compare experimental and control groups on CSQ scores. Finally,
growth curve analyses were conducted on CGAS, FAD subscales, and
SSAI subscales to test assumptions about expected group differences.
RESULTS
Sampling, Randomization, Adherence to Treatment

In London, there were 10 referrals, but because of
poor adherence, baseline data were complete for four
subjects and only two were followed beyond the midtreatment assessment. Therefore, this site has been
dropped from the study and the description that follows
refers to the Hamilton site alone. This decision was
made because none of the London participants received
more than one FPE session; in this small study,
including data from these subjects would have rendered
the findings impossible to interpret. In Hamilton, over
a 24-month period ( January 1999YDecember 2000),
there were 58 eligible referrals and 31 participants
(53.4%). Of the 27 nonparticipants, 10 refused family
involvement (6 adolescents and 4 parents), 1 refused
in-home delivery, 2 refused randomization, 6 were
satisfied with services and wanted no more treatment,
and 8 were missed or dropped out of clinical care
before they could be recruited to the study. Following
randomization, there were 16 and 15 participants in
experimental and control groups, respectively. Posttreatment assessments were completed on 14 experimental participants and 14 controls (3 missed), and all
31 participants were assessed at 3-month follow-up.
The Hamilton data used in the analyses are close to
complete over the full extent of the study.
Table 1 provides the demographic and baseline
clinical characteristics for the 31 participants. Approximately two thirds were girls, and participants were most
commonly in the mid-adolescent age range (mean age
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15.9 years). The families showed little indication of
social disadvantage (61.3 % were two-parent families,
9.7% reported total family income G$25,000, and
87.1% of primary parent informants had completed
secondary education). More than two thirds of the
adolescents reported a clear precipitant before the onset
of MDD. Many were depressed over an extended
period (mean duration of MDD 58.9 weeks), and
approximately one third reported a previous depressive
episode. There was a high rate of comorbid disorders,
especially generalized anxiety disorder and social phobia

TABLE 1
Sample Characteristics
Treatment
Control
Private Characteristic
(n = 16)
(n = 15)
Female (%)
Mean age, yr (SD)
Single-parent
family (%)
Income G$25,000 (%)
Parent Q grade 12 (%)
Partner Q grade 12
(n = 25) (%)
MDE precipitant (%)
Mean duration of
MDE (SD)
Past MDE (%)
MDD with
psychosis (%)
Dysthymic
disorder (%)
Separation anxiety
disorder (%)
Social phobia (%)
Generalized anxiety
disorder (%)
OCD (%)
Posttraumatic stress
disorder (%)
Drunk in past
6 mo (%)
Cigarettes Q10
daily (%)
Cannabis use (%)
Hallucinogen use (%)
Mean CGAS
score (SD)

Total
(n = 31)

9 (56.2)
15.6 (1.1)
7 (43.7)

11 (73.3)
16.1 (1.6)
5 (33.3)

20 (64.5)
15.9 (1.4)
12 (38.7)

2 (12.5)
14 (87.5)
9 (81.8)

1 (6.7)
13 (86.7)
9 (64.3)

3 (9.7)
27 (87.1)
18 (72.0)

10 (62.5)
58.9 (37.0)

10 (66.7)
59.0 (88.6)

20 (64.5)
58.9 (66.7)

5 (31.2)
2 (12.5)

7 (46.7)
2 (13.3)

12 (38.7)
4 (12.9)

3 (18.7)

3 (20.0)

6 (19.3)

1 (6.2)

3 (20.0)

4 (12.9)

11 (68.7)
6 (37.5)

8 (53.3)
8 (53.3)

19 (61.3)
14 (45.1)

6 (37.5)
2 (12.5)

1 (7.7)a
3 (20.0)

7 (22.6)
5 (16.1)

7 (43.7)

10 (66.7)

17 (54.8)

4 (25.0)

3 (20.0)

7 (22.6)

10 (62.5)
4 (25.0)
48.9 (10.4)

9 (60.0)
1 (7.7)
54.7 (7.7)

19 (61.3)
5 (16.1)
51.7 (9.5)

Note: MDE = major depressive episode; MDD = major
depressive disorder; CGAS = Children`s Global Assessment Scale.
a
Significant difference between experimental and control groups
( p G .05).
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(45.1% and 61.3%, respectively). There was also a high
rate of substance use in the preceding 6 months; more
than half of the participants reported having been
drunk, 22.6% smoked Q10 cigarettes daily, and many
reported use of illicit drugs, both cannabis and hallucinogens (61.3% and 16.1%, respectively). There were
no significant differences between the groups for parentrated disruptive behaviors on the Disruptive Behaviours
Checklist (not shown in the table). A high level of global
disturbance was reflected in the baseline CGAS scores
(mean score = 51.7, SD = 9.5, with 60 suggested as the
usual clinical cutoff). Testing for differences between the
two treatment groups indicates that they were similar
postrandomization with only one significant difference,
a higher rate of obsessive-compulsive disorder in the
experimental group (x2 = 4.2, df = 3, p G .05), and lower
but not significantly different CGAS scores in the
experimental group (t = 1.75, df = 29, p G .1).
In the experimental group, FPE sessions completed
were as follows: 3 sessions (2 families), 5 sessions
(1 family), 9 sessions (2 families), 10 sessions (2 families),
11 sessions (1 family), 12 sessions (8 families). Therefore,
13 of 16 families (81%) completed Q9 of the possible
12 FPE sessions. Based on the clinicians` evaluation of
adherence to the program, the mean percentage of
completion for each of the FPE components were
(1) education, 83.9 (SD = 20.1); (2) communication
skills, 66.4 (SD = 31.0); (3) problem-solving skills,
61.0 (SD = 27.8). At baseline, 26 of the participants
were receiving antidepressants (13 experimental, 13
controls) and 27 were receiving individual counseling
(13 experimental, 14 controls; 6 CBT, 20 supportive
therapy, 1 interpersonal therapy IPT). At posttreatment,
20 participants were continuing with antidepressants
(13 experimental, 7 controls x2 = 2.5, df = 3, p = .1).
Twenty-two participants (11 experimental, 11 controls)
had received individual therapy in the 3 months since
the midtreatment assessment. By follow-up, 22 participants (12 experimental, 10 controls) were either
continuing treatment with antidepressants or had
restarted them (x2 = 0.3, df = 3, p = not significant).
Twenty-four participants (12 experimental, 12 controls)
reported having individual counseling sessions in the
3 months since the posttreatment assessment.

statistical significance of between-group differences
indicated in the far right column. The trajectory
columns indicate the actual unit change in the
dependent variable per unit of time (in this instance,
the time unit was 3 months, the period between
assessments). For example, row 1 shows that the RADS
score (adolescent informant) decreased by 2.6 and 5.7
during each 3-month period in controls and experimental groups, respectively. This difference in trajectory between groups approached statistical significance
(p = .052). In five of the social and family functioning
outcomes, group trajectories were significantly different
(negative adjectives score for adolescentYmother relationship, both positive and negative adjective scores
for adolescentYfather relationship, and adolescent
global social functioning scores according to both adolescent and parent informants). In each instance, the

TABLE 2
Parameter Estimates for Primary Outcomes
Private
Outcomes
RADS TS
FAD GF
adolescent
FAD GF
parent
SSAI GF
adolescent
SSAI GF
parent
ACL
mother pos
ACL
mother neg
ACL
father pos
ACL
father neg

Private Baseline

Trajectory

Control Experimental Control

Experimental

j2.6 j5.7 (p = .052)
j0.06 j0.12

78.2
2.56

79.9
2.37

2.26

2.18

98.56

88.75*

1.26

6.11**

97.27

82.53*

1.49

7.09**

57.47

55.71

0.15

1.33

38.2

36.7

j0.14 j2.40*

54.48

47.5

j0.67

41.6

45.8

j0.04 j0.01

5.19**

0.17 j5.16**

Table 2 provides parameter estimates from growth
curves for each of the primary outcomes with the

Note: p Values are for comparisons between experimental and
control (i.e., how different the differences in parameter estimates are
from zero). RADS TS = Reynolds Adolescent Depression Scale total
score; FAD GF = Family Assessment Device General Functioning
Subscale score; SSAI GF = Structured Social Adjustment Interview
Global Functioning score; ACL mother pos = Adjective Checklist
mother positive score; ACL mother neg = Adjective Checklist mother
negative score; ACL father pos = Adjective Checklist father positive
score; ACL father neg = Adjective Checklist father negative score.
* p G .05; ** p G .001.
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experimental group moved further than controls toward more positive functioning and relationships. As
indicated in column 3, there were significant betweengroup differences at baseline in global social functioning
scores (for both adolescent and parent reports), with the
experimental group functioning worse than controls.
Table 3 provides the estimated mean scores along
with the ES for the outcome variables. The ES of
d G 0.5 were found for six of nine outcomes both at
posttreatment and at 3-month follow-up. The largest
effects (d 9 0.9) were seen in measures of global social
functioning (both informants) and in the adolescent`s
perception of relationship with father on the ACL.
Considering the ES for all outcomes, there was a positive
effect favoring the experimental group for eight of nine
outcomes both at posttreatment and follow-up (the
FAD general functioning score by parent informant
being the only exception). Graphic representations of
the growth curve analyses (with clinical cut points indicated with dotted lines) are available on the Journal’s
Web site at www.jaacap.com via the Article Plus feature.
Secondary Outcomes

At baseline, MDD criteria were met by 75% and
67% of experimental participants and controls, respectively. The remaining participants met criteria for
admission to the study (MDD within 6 months of
baseline) but had reached partial or full remission at
baseline. At posttreatment, 21% of experimental

participants and 50% of controls met MDD criteria
(unremitted cases), whereas at follow-up, 25% of
experimental participants and 53% of controls met
criteria. The differences at follow-up favor the experimental group with a trend toward significance (x2 = 2.6,
df = 3, p = .1).
Post hoc, growth curve analyses were performed for
global functioning (CGAS) scores and subscale scores
of the SSAI (school performance, school problems,
spare-time activities, adolescentYmother relationship,
adolescentYfather relationship, and peer relationships)
and the FAD (problem solving, communication, roles,
affective involvement, affective responsiveness, and
behavior control). The results of these analyses are
summarized in Table 4. The scales that showed
significant differences in trajectory were as follows: for
adolescent informant, the SSAI adolescentYmother
relationship, adolescentYfather relationship, and peer
relationships subscales and the FAD communication
and affective involvement subscales; for the parent
informant, the SSAI adolescentYfather relationship and
the FAD roles subscale with improvement favoring
controls. In all but one instance, the experimental
participants made more positive change than controls.
The trajectory for improvement on the CGAS was not
significantly different between treatment groups.
Finally, mean CSQ scores were compared to assess
participant satisfaction with services. The experimental
group parents were more satisfied than controls,

TABLE 3
Estimated Mean Outcome Scores at Baseline and at 3, 6, and 9 Months and Standardized Effect Sizes at 6 and 9 Months
Control
Experimental
Effect Size
Outcomes

Baseline SD

Baseline

3 Mo

6 Mo

9 Mo

Baseline

3 Mo

6 Mo

9 Mo

6 Mo

9 Mo

RADS TS
FAD GF adolescent
FAD GF parent
SSAI GF adolescent
SSAI GF parent
ACL mother pos
ACL mother neg
ACL father pos
ACL father neg

14.4
0.7
0.4
12.7
14.3
16.3
10.7
19.6
13.9

78.2
2.6
2.3
98.6
97.3
57.5
38.2
54.5
41.6

73.6
2.5
2.2
100.7
99.8
57.7
38
53.3
41.9

71.7
2.4
2.2
101.6
100.9
57.8
37.9
52.8
42

70.3
2.4
2.1
102.3
101.7
57.9
37.8
52.5
42.1

79.9
2.4
2.2
88.7
82.5
55.7
36.7
47.5
45.8

70.0
2.2
2.2
99.3
94.8
58
32.6
56.5
37

65.9
2.1
2.1
103.7
99.9
59
30.8
60.2
33.4

62.8
2.1
2.1
107.1
103.8
59.7
29.5
63.1
30.6

0.52
0.1
j0.19
0.93
0.96
0.17
0.52
0.73
0.92

0.64
0.25
j0.19
1.14
1.17
0.22
0.63
0.90
1.1

Note: Net effect size = change in treatment (from baseline) j change in control (from baseline)/baseline SD. RADS TS = Reynolds
Adolescent Depression Scale total score; FAD GF = Family Assessment Device General Functioning Subscale score; SSAI GF = Structured
Social Adjustment Interview Global Functioning score; ACL mother pos = Adjective Checklist mother positive score; ACL mother neg =
Adjective Checklist mother negative score; ACL father pos = Adjective Checklist father positive score; ACL father neg = Adjective Checklist
father negative score.
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TABLE 4
Parameter Estimates for Secondary Outcomes
Baseline
SSAI adolescent
School performance
School problems
Spare-time activities
Adolescent-mother relationship
Adolescent-father relationship
Peer relationship
SSAI parent
School performance
School problems
Spare time activities
Adolescent-mother relationship
Adolescent-father relationship
Peer relationship
FAD adolescent
Problem solving
Roles
Communication
Affective involvement
Affective responsiveness
Behavior control
FAD parent
Problem solving
Roles
Communication
Affective involvement
Affective responsiveness
Behavior control
Children`s Global Assessment Scale
Global score

Trajectory

Control

Experimental

Control

Experimental

13.45
11.12
14.78
24.93
24.51
28.47

12.36
9.63
12.54
24.41
24.07
24.20a

Y0.30
0.70
Y0.16
0.21
0.09
Y0.22

Y0.04
2.13
0.47
1.16a
1.25
Y0.80

12.90
10.85
12.75
27.54
25.24
26.65

11.82
7.92
11.48
24.54
21.05
22.56a

Y0.16
0.80
Y0.04
0.25
0.21
0.42

0.10
2.22
0.55
1.17
1.77a
0.98

2.65
3.08
2.52
2.48
2.47
2.08

2.51
3.13
2.53
2.42
2.48
2.16

Y0.02
Y0.07
0.01
Y0.00
Y0.00
Y0.03

Y0.10
Y0.34
Y0.12a
Y0.10a
Y0.11
Y0.11

2.31
3.37
2.28
2.30
1.97
1.83

2.25
2.51a
2.27
2.25
2.22
1.82

Y0.04
Y0.35
Y0.03
Y0.03
0.02
Y0.00

Y0.00
Y0.04a
0.00
0.02
Y0.06
Y0.04

54.51

49.31

1.49

3.26

Note: Recommended clinical cut points for FAD subscales: Problem Solving = 2.2, Roles = 2.3, Communication = 2.2, Affective
Involvement = 2.1, Affective Responsiveness = 2.1, Behavior Control = 1.9. SSAI = Structured Social Adjustment Interview; FAD = Family
Assessment Device.
a
Significant difference between groups ( p G .05) at baseline (column 2) or in trajectory (column 4).

whereas there was no difference between groups for the
adolescent informant. The parent`s mean CSQ scores
were 29.4 (SD = 4.8) and 24.5 (SD = 4.9) in
experimental and control groups, respectively (t =
2.7, df = 29, p G 0.01). For the adolescent informant,
the mean scores were 26.3 (SD = 3.6) and 25.1 (SD =
3.0) in experimental and control groups, respectively
(t = 1.0, df = 29, p = NS).

The first objective was to explore the feasibility of
FPE in adolescent MDD. In Hamilton, depressed

adolescents were recruited from recent clinic referrals
and more than half of eligible referrals agreed to
participate. Once involved in the study, no families
dropped out and FPE participation rates were high.
The participants had moderate to severe depression, as
evidenced by low CGAS scores, high rates of
comorbid disorders, and a long duration of the
index MDD episode. In FPE families, the parents also
reported greater satisfaction with treatment services
than controls, indicating that families were positive
about being actively involved in the treatment. In
London, however, there were problems in recruiting
and retaining families. These problems were not
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chiefly a reflection of low interest in family interventions or poor adherence to FPE, but demonstrate the
difficulties of conducting clinical research in this
population. There were many organizational and
service differences between sites that could account
for these discrepancies. The Hamilton site was home
to the team that initiated the study and who were
more experienced in using FPE, clinical psychosocial
research was more established there, and a single
clinical service provided all of the participants,
whereas in London, referrals were sought from several
programs and from a larger geographic catchment
area. Psychoeducational approaches for emotionalbehavioral disorders were an established component of
clinical services in Hamilton and were well accepted
by frontline clinical staff, whereas in London,
psychodynamic and family systems models were the
predominant psychosocial treatment approaches. For
whatever reason, the failure of the study in London
shows that even if FPE is proven to be effective,
transferring it may prove difficult, as it is for adult
disorders (MacFarlane et al., 2001).
The second objective was to explore the efficacy of
adjunctive FPE in depressed adolescents. Although this
was a small study, there were significant differences
between the experimental group and controls on the
primary outcomes, consistently favoring the FPE
group. First, the growth curve analyses demonstrated
strong treatment effects in social functioning and family
relationship domains. Parents reported improved
adolescent social functioning, and post hoc analyses
showed that this was accounted for largely by
improvements in adolescentYparent relationships, suggesting a degree of specificity to the detected FPE
effects. The adolescent`s perception of the affective tone
in their relationship with their parents was positively
affected by FPE, especially perceptions of relationships
with the father. However, there were no significant
differences between groups on the general functioning
subscale of the FAD. It is unclear whether this results
from a lack of sensitivity to change of this subscale or
whether general functioning is less affected by the
intervention than specific areas of family functioning,
such as communication and affective involvement,
which were significantly improved in the experimental
group according to the adolescent informant. There
were trends to significance for decline of depressive
symptoms and MDD persistence/remission. In these
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domains, the effects were medium (e.g., standardized
ES at follow-up = 0.64 for depressive symptom score).
Overall, the findings are promising because they suggest
that FPE influences processes that are postulated to
affect the clinical course of adolescent depression. The
chief rationale for studying FPE is that it may prove
effective in preventing MDD recurrence, and to achieve
this end, it will need to affect depressogenic processes.
FPE attempts to strengthen the adolescent`s social
functioning, family relationships, family support, and
coping. Although there is overlap in objectives and
techniques with other family therapies, there are differences in the approach to the family, so it is not clear
whether findings can be generalized to other family
therapy approaches. Further research is required to test
FPE against other family interventions to tease out
which components of the intervention mediate change
and to test maintenance effects. It is important to note
that the positive findings reported here are not consistent with those of an earlier negative study of
adolescents referred with overdose (Harrington et al.,
2000). It is unclear whether sampling differences, the
fact that in this study FPE was adjunctive to other
treatments, or differences in the FPE method account
for this discrepancy. In this study, referrals with conduct
disorder were excluded because alternative parenttraining approaches are indicated in these cases. As a
result, the findings reported here are not generalizable to
depressed adolescents with comorbid conduct disorder
who make up a less treatment-responsive population
than those with comorbid anxiety disorder ( Jayson et al.,
1998).
Limitations

There are several limitations to this small exploratory
trial. First, the small sample size results in lower
accuracy in estimating treatment effects. The fact that
there were statistically significant differences speaks to
the medium to strong effects observed. Because of small
numbers and the exploratory nature of the study, there
was no statistical control of testing of multiple
outcomes. Although this is appropriate at this stage of
evaluation of a new intervention, type I errors may have
occurred. Second, participants were not blinded to FPE
or control conditions, the CGAS was rated by the
primary clinician rather than an independent evaluator,
and fidelity to the FPE intervention was self-rated
by the therapists rather than through independent
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observation of tapes, transcripts, or observed sessions.
These procedures could lead to reporting and attention
biases. For instance, the therapists may have overestimated fidelity to the intervention, and participants
in the experimental group may have provided biased
responses on the questionnaires measuring primary
outcomes, although one would expect attenuation of
these effects during follow-up and this was not observed in the data. The K-SADS-P semistructured interview used to assess psychiatric disorder including
the depressive disorder outcomes was based entirely on
interview of the adolescent informant. It is likely that
MDD rates would be different if parent interviews had
been used as well (e.g., adolescents may have under- or
overreported depression at posttreatment and followup) and parentYadolescent discrepancies may have
arisen. However, there is no reason to expect that
reporting discrepancies would be different between
treatment and control participants. Third, there were
baseline differences between treatment groups in
global social functioning and overall functioning
despite randomization. The experimental group was
functioning worse than controls, so it remains possible
that greater improvements in the FPE group reflect
greater attenuation of disturbance over time. That is,
that the experimental group simply improved back to
mean symptom and impairment levels during followup, independent of any treatment effect. It is unlikely
this could be a sole explanation of differences as in
virtually all instances, experimental participants improved beyond scores achieved by controls, and
baseline differences were controlled for in the growth
curve analyses. Finally, the psychosocial and drug
treatments were not standardized and we cannot report
on dose received and adherence, although psychotropic
medications were initiated and tolerated at usual
adult doses. Those receiving FPE were more likely
than controls to continue antidepressant medication
throughout the study, although this difference was
not statistically significant. However, improved adherence to medications in the FPE group may have
contributed to better outcomes. This appeared to be
the case in an earlier study of FPE in preadolescent
children with bipolar disorder or major depression
that found that those receiving FPE increased their
use of clinical services, adhered better to treatment,
and had better outcomes than controls (Fristad et al.,
2002).
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Clinical Implications

The clinical significance of the detected effects is
uncertain. Although it is unknown whether the detected
changes in symptoms and family relationships will
translate into a more positive longer-term clinical
course, an acute impact on social and family functioning
is apparent. Studies to date suggest that combined
treatment approaches are necessary in more complex
cases and FPE could be one treatment component.
However, FPE is a relatively intensive intervention and
costly in terms of time involvement of the family and in
clinical resources. In this study, FPE was delivered in the
home, whereas others have used clinic-based approaches
more readily transferrable to standard clinical services.
The investigators opted for an in-home model predominantly for methodological reasons (to preserve power in
a small study by reducing dropout rates, maintaining
good treatment adherence, and reducing lost data). It is
uncertain whether similar effects would be obtained
with FPE delivered in the clinic.
In summary, this trial in depressed adolescents
provides preliminary evidence that FPE improves
adolescent social functioning, especially in the domain
of adolescentYparent relationships, and may bring
about a more rapid resolution of the MDD episode.
In a clinical research setting with a committed study
team, it is well accepted and there is good adherence
to the intervention, but questions remain about its
transferability to other clinical settings. The study
does provide strong support for continuing investigation of FPE in this clinical population; especially
needed are well-controlled studies into acute and
maintenance treatment effects and identification of
treatment modifiers. Once described effects are
confirmed by other investigators, subsequent studies
should focus on identifying treatment mediators,
disentangling effects of the various intervention
components, including attention effects, and determining minimum doses required to obtain a clinically
important effect.
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Psychosocial Implications of Disaster or Terrorism on Children: A Guide for the Pediatrician J.F. Hagan, Jr., and
the Committee on Psychosocial Aspects of Child and Family Health and the Task Force on Terrorism
During and after disasters, pediatricians can assist parents and community leaders not only by accommodating the unique
needs of children but also by being cognizant of the psychological responses of children to reduce the possibility of longterm psychological morbidity. The effects of disaster on children are mediated by many factors including personal
experience, parental reaction, developmental competency, gender, and the stage of disaster response. Pediatricians can be
effective advocates for the child and family and at the community level and can affect national policy in support of
families. In this report, specific children’s responses are delineated, risk factors for adverse reactions are discussed, and
advice is given for pediatricians to ameliorate the effects of disaster on children. Pediatrics 2005;116:787Y795.
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