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Predictors of treatment attendance among
adolescent substance abusing runaways: a
comparison of family and individual therapy
modalities

Natasha Slesnick,a Gizem Erdem,b Jennifer Collins,b
Denitza Bantchevskab and Heather Katafiaszb
This study explored and compared predictors of session attendance
among substance abusing runaway adolescents and their parents using
three manual-driven interventions: ecologically-based family therapy
(EBFT), motivational enhancement therapy (MET), and the community
reinforcement approach (CRA). Individual and family-level variables, as
well as time between intake and first session were used as predictors of
session attendance. Adolescents (N 5 179) between the ages of 12–17
years old were recruited from the only runaway shelter in Columbus,
Ohio. The findings showed that adolescents assigned to EBFT were more
likely to attend at least one therapy session than those assigned to either
CRA or MET. Fewer days between intake and the first therapy session
were associated with higher family therapy attendance. Overall, individual and family factors predicted therapy attendance but these factors
differed depending upon the treatment modality.
Keywords: substance misuse, adolescents, family and individual treatment.

Introduction
Adolescents recruited from runaway shelters (‘runaways’) report high
rates of family and individual problems, but few controlled treatment
evaluation studies have been conducted. The US Department of
Health and Human Services (2003) defines runaway teens as those
who have left home for at least 24 hours without their parent’s or
a
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guardian’s permission. These adolescents and their families are
considered to be difficult to engage and maintain in substance abuse
treatment (Slesnick et al., 2000), which is of particular concern because
treatment retention consistently predicts positive treatment outcomes
(Stark, 1992). Researchers have sought to identify predictors of adolescent treatment engagement more generally and studies report a wide
range of predictors across diverse samples and treatment modalities.
The goals of this study were to explore and compare predictors of
session attendance for three manual-driven interventions with substance
abusing runaway adolescents and their parents. Information on factors
associated with session attendance can be particularly useful for modifying engagement efforts early in the therapy process with the goal of
improving treatment retention and ultimately, treatment outcomes.
Drawing conclusions from the literature regarding predictors of
adolescent treatment attendance is difficult. Participants vary from
adolescent suicide attempters (Piacentini et al., 1995), anorexics (Lock
et al., 2006), juvenile offenders (Austin and Wagner, 2006; Rowe et al.,
2004), aggressive children (Kazdin and Mazurick, 1994; Kazdin et al.,
1993) and runaway and homeless adolescents (Slesnick, 2001; Slesnick et al., 2008; Slesnick and Prestopnik, 2004). Some of these studies
report that socioeconomic characteristics impact on treatment attendance (Austin and Wagner, 2006; Piacentini et al., 1995) while others
show no such relationship (Lock et al., 2006; Prado et al., 2006).
Similarly, prevention and intervention studies indicate that family
environment characteristics such as family dysfunction and chaos or
organization (Kazdin and Mazurick, 1994; Kazdin et al., 1993; Perrino
et al., 2001; Prado et al., 2002), parental monitoring (Gorman-Smith et
al., 2002) and the nature of the parent–adolescent relationship impact
on treatment attendance (Perrino et al., 2001; Slesnick, 2001). However, these studies also report conflicting findings, with some reporting that family chaos is associated with worse attendance (Kazdin and
Mazurick, 1994; Kazdin et al., 1993; Perrino et al., 2001) and others
showing that higher family stress is associated with higher attendance
(Prado et al., 2002). Further complicating conclusions can be drawn
across studies of different modalities. Thus, predictors of individual
therapy attendance are likely to differ from those of family therapy
attendance (Liddle, 2004). A systematic examination of predictors of
individual and family therapy attendance might help clarify the
potential similarities and differences across modalities.
In the current study three theoretically distinct interventions were
compared, the community reinforcement approach (CRA, Meyers
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and Smith, 1995), ecologically based family therapy (EBFT, Slesnick,
2001, obtainable from the lead author) and motivational enhancement therapy (MET, Miller and Rollnick, 2002). Since both EBFT,
developed for use with runaway adolescents and their family members (Slesnick and Prestopnik, 2005, 2009) and CRA, developed for
homeless adolescents (Slesnick et al., 2007) and marijuana abusing
adolescents (Dennis et al., 2004), had had evidence of a positive
outcome, these were considered viable and promising interventions.
CRA is operant-based, theoretically addressing change through increasing coping skills, while EBFT uses a family systems theoretical
orientation, influencing change through improving family interaction. Although all family systems interventions are conceptually very
similar, EBFT is home-based, includes therapeutic case management
and utilises concepts from contextual family therapy (BoszormenyiNagy and Krasner, 1986). In particular, the fundamental human need
to be connected to others in trustable and loving relationships is one
of the most salient targets of EBFT intervention. Due to ethical
concerns, a no-treatment control condition was not tested. However,
as a minimal intervention MET has shown utility (World Health
Organization, 2006). In particular, a multinational trial of brief
interventions in primary care settings showed a significant decrease
in daily alcohol consumption following a 5 to 15 minute intervention
with a healthcare provider. Therefore, in this study, MET was offered
in four sessions (versus 14 sessions for CRA and EBFT) and was
considered a viable control condition.
Based upon prior research, this study examined socioeconomic
variables (age, gender and ethnicity) and family-level variables (conflict, cohesion, parent monitoring and autonomy or control) as
predictors of treatment attendance among runaway adolescents receiving individual or family therapy. Furthermore, striking while the
iron is hot – engaging families soon after their intake – has been
associated with better treatment attendance (Slesnick, 2001). The
relationship between adolescent’s coping and treatment retention
has not been studied, though intuitively, since attending therapy
sessions can be considered a type of task oriented or adaptive coping,
it is likely that adolescents with higher task-oriented coping might
attend more therapy sessions. Therefore, the relationship between
adolescent’s level of task-oriented coping and attendance was explored. Finally, as the total number of runaway episodes has been
associated with severity of problem behaviour, including return
visits or recidivism to the runaway shelter (Baker et al., 2003), the
r 2010 The Author(s)
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association between the runaway episodes and treatment retention
was explored.

Method
Participants
All participants were recruited from the only adolescent runaway
shelter in Columbus, Ohio. The participants were part of a larger,
ongoing clinical trial comparing treatments for substance abuse. The
participants (N 5 179 adolescents and their primary caretaker) had to
be between the ages of 12 to 17 years, to have had the legal option of
returning home, to have had at least one parent willing to participate
and to have had to meet DSM-IV (American Psychiatric Association,
2000) criteria for alcohol or drug abuse or dependence.
Procedure
A research assistant engaged adolescents who were staying at the
runaway shelter. After an initial screening to determine their eligibility
and interest, the adolescents’ consent to contact their parents was
obtained and the research assistant contacted their parents or legal
guardian. If the parent agreed to participate and provided written
consent, initial assessments for both parent and adolescent were
scheduled within 24 hours when possible. During the initial assessment interview, written assent was obtained from the adolescent and
the research assistant administered the computerized diagnostic
interview schedule for children (Shaffer, 1992), with sections on
drugs, alcohol and psychosis to determine formal eligibility. Adolescents not meeting the eligibility criteria continued with treatment as
usual through the runaway shelter. Upon completion of the baseline
assessment, adolescents were randomly assigned to one of three
treatments: (1) MET (n 5 61), (2) CRA (n 5 61) or (3) EBFT (n 5 57).
Treatment conditions
MET assumes that the client is responsible for and capable of change;
the therapist’s role is to enhance the client’s intrinsic motivation
(Miller and Rollnick, 2002). MET is a four-session approach based
on the principles of expressing empathy, developing discrepancies
between actual and desired behaviour, rolling with resistance and
supporting the client’s self-efficacy (Miller et al., 1992; Miller and
r 2010 The Author(s)
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Rollnick, 2002). Sessions focus on eliciting and reinforcing the clients’
‘change talk’ and increasing their motivation to change their substance use.
The 14-session CRA is based on operant behavioural principles
(Meyers and Smith, 1995). The therapist helps the client identify
triggers as well as the short-term positive and long-term negative
consequences of substance use using a functional analysis. Alternative
behaviour that competes with substance use is identified. CRA teaches
new communication and problem-solving skills and increases coping
skills through role play and discussion.
EBFT is a 14-session family systems intervention that also includes
concepts from Bronfenbrenner’s theory of social ecology (1979) and
contextual family therapy (Boszormenyi-Nagy and Krasner, 1986).
The EBFT therapist works with the youth and primary caretaker to
target specific dysfunctional interactions that correspond to the
development and continuation of problem behaviour. The intervention is focused on the social interactions among all participants that
create the type of skill sets and emotional baseline for use in social
interactions within and across systems.
Materials
All data for the current analysis were collected using interviews and
self-administered questionnaires. A socioeconomic questionnaire was
administered by the research assistant to the youth. Age, gender,
race or ethnicity and number of runaway episodes were reported.
The number of days to the first therapy session was determined
from the number of days that had elapsed between the completion
of the baseline assessment interview and the first therapy session.
This study’s dependent variable, the proportion of sessions attended,
was determined by dividing the number of sessions the client
attended by the total number of sessions offered in that treatment
condition.
The coping inventory for stressful situations (Endler and Parker,
1990) assessed the degree to which the respondent employed different coping strategies. The task-oriented coping sub-scale, used as a
predictor in the current study, measures the extent that adaptive
coping strategies are employed. The internal reliability of the taskoriented coping sub-scale with this sample was 0.96. The family
environment scale (Moos and Moos, 1994) assessed the adolescent’s
perception of family conflict and cohesion. Internal reliabilities for the
r 2010 The Author(s)
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cohesion and conflict sub-scales in the present study were 0.66 and
0.53, respectively.
Two measures were used to assess the characteristics of the parent–
child relationship. The six-item parental monitoring scale developed
for children and adolescents between the ages of 9 to 17 years (Li et al.,
2000) assessed the adolescents’ perceptions of their parent’s monitoring them. The reliability for this scale was 0.87. The adolescents
reported their perception of control versus autonomy in the parent–
child relationship using the parental bonding instrument (PBI;
Parker et al., 1979). Parker (1989) and others have documented the
suitability of using the PBI with adolescent participants (Cubis et al.,
1989; Giles and Price, 2008) including homeless adolescents (Dadds et
al., 1993). The overprotection sub-scale assesses the respondents’
perception of the extent to which their parent tries to control the
adolescents’ behaviour or permits the adolescents to govern their
own activities. Higher scores on this scale indicate greater overprotection and control or less autonomy. The reliability for this sub-scale
was 0.72.
Overview of data analyses
Firstly, univariate analyses determining means and standard deviations were completed. Hierarchical linear regression was used to
predict proportion of sessions attended for EBFT, CRA and MET
treatment conditions for those who attended at least one therapy
session. The independent variables were entered into the equation in
four steps. After controlling for socioeconomic variables (Step 1),
adolescents’ task-oriented coping and number of runaway episodes
(Step 2), the number of days to the first therapy session (Step 3) and
family variables (Step 4) were regressed on the proportion of sessions
attended.

Results
Characteristics of the participants
Most of the participants (n 5 147; 86%) were currently enrolled in
school and sexually active (n 5 145; 81.5%). Many adolescents (n 5 67;
37.4%) reported one or more prior arrests. More than a quarter of the
participants had been placed in foster care (n 5 46; 25.7%). In
addition, about half of the participants reported a history of physical
r 2010 The Author(s)
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abuse (n 5 60; 51.7%) and approximately one-third reported sexual
abuse (n 5 55; 31.1%).
Table 1 presents the characteristics of the participants across the
three treatment conditions. Chi square tests and one-way ANOVAs
were conducted to test for differences in socioeconomic characteristics, family variables, number of runaway episodes, coping and the
number of days between the intake interview and the first therapy
session across the three treatment modalities. It was found that days
between the intake and the first session significantly differed across
three conditions [F (2) 5 4.35, Po0.05]. A follow-up post hoc test
(Tukey) revealed fewer days between the intake and the first treatment session among those assigned to EBFT than to MET (Po0.05)
but not to CRA (P40.05). The groups did not differ along any of the
other variables (Table 1).
Treatment assignment, engagement, and treatment attendance
Further analysis included comparing treatment groups by the total
number of participants assigned to each therapy condition and the
number who attended at least one therapy session (Table 1). The chi
square tests suggested that the number of participants who never
attended any sessions was significantly lower in EBFT (n 5 7) compared to CRA (n 5 16) and MET (n 5 21) [w2 (2) 5 7.93, Po0.05].
Overall, the average percentage of total therapy sessions attended
did not differ across treatment groups for all those assigned to
treatment (intent to treat) [F (2) 5 .98, P40.05] nor did attendance
differ among those who attended at least one therapy session
(engaged) [F (2) 5 0.92, P40.05].
Predictors of EBFT attendance
Socioeconomic factors (gender, age and ethnicity) explained 12% of the
variance in EBFT attendance, but the contribution to the regression
model was not statistically significant (P40.05) (see Table 2). Girls
attended EBFT sessions more frequently than boys (b 5 0.33; Po0.05).
In addition, those who attended a therapy session closer to the date of
the baseline assessment (for example, those who were engaged more
quickly) attended more EBFT sessions (b 5 .38; Po0.05) and accounted for a further 8.2% of the variance. Finally, adolescents in less
cohesive families (b 5 .43; Po0.05) with less reported parental overprotection or control (for example, more autonomy) (b 5 .42; Po0.05)
r 2010 The Author(s)
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37 (64.9)
14 (24.6)
6 (10.5)

116 (64.8)
46 (25.7)
17 (9.5)
3.21 (5.30)
44.1 (17.86)
34.81 (31.56)

Adolescent variables
Runs (n)w
Task-oriented coping

Treatment variables
Days to first sessionw
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26.29 (23.4)

2.59 (2.20)
43.87 (19.06)

31 (54.4)
26 (45.6)
15.3 (1.1)

94 (52.5)
85 (47.5)
15.34 (1.2)

n 5 57

n 5 179

Socioeconomic characteristics
Gender (n, %)
Female
Male
Age
Race or ethnicity (n, %)
African-American
White, non-Hispanic
Mixed, other

EBFT

Total

TABLE 1 Characteristics of participants across treatment conditions

35.49 (31.7)

3.87 (7.29)
47.16 (17.21)

39 (63.9)
16 (26.2)
6 (9.8)

33 (54.1)
28 (45.9)
15.15 (1.4)

n 5 61

CRA

Treatment modality

45.62 (37.11)

3.12 (4.91)
41.32 (17.13)

40 (65.6)
16 (26.2)
5 (8.2)

30 (49.2)
31 (50.8)
15.59 (1.2)

N 5 61

MET

F (2) 5 4.35n Po0.05

F (2) 5 .83 P40.05
F (2) 5 1.5 P40.05

F (2) 5 2.01 P40.05
w2 (4) 5 .23 P40.05

w2 (2) 5 .41 P40.05

Test statistic
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4.13
5.51
20.33
20.78

(2.32)
(1.99)
(6.87)
(6.41)

(2.09)
(2.19)
(7.76)
(6.77)

n 5 57
6.84 (5.66)
.48 (.38)
n 5 50
7.80 (5.39)
.55 (.38)

4.29
5.42
20.61
20.35

(2.25)
(1.89)
(5.92)
(6.24)

n 5 61
5.36 (4.60)
.38 (.33)
n 5 45
7.27 (3.84)
.52 (.27)

4.43
5.44
20.04
20.0

(2.56)
(1.9)
(6.96)
(6.16)

n 5 61
1.62 (1.64)
.40 (.40)
n 5 40
2.48 (1.39)
.62 (.35)

3.69
5.67
20.34
21.97

F (2) 5 .92; P40.05

F (2) 5 .98, P40.05

F (2) 5 1.65 P40.05
F (2) 5 .28 P40.05
F (2) 5 .09, P40.05
F (2) 5 1.62, P40.05

w

n

P40.05.
The variable was log-transformed before the analysis. Mean (SD) if not mentioned otherwise. CRA, community reinforcement approach; EBFT, ecologically
based family therapy; MET, motivational enhancement therapy.

Therapy attendance
Intent to treat
Sessions attended (n)
Sessions attended (%)
Engaged (one or more sessions)
Sessions attended (n)
Sessions attended (%)

Family variables
Cohesion
Conflict
Parental overprotection
Parental monitoring

74
Natasha Slesnick et al.

r 2010 The Author(s)
Journal of Family Therapy r 2010 The Association for Family Therapy and Systemic Practice.

.43
.23
.42
.01

Step 4: Family variables
Cohesion
Conflict
Parental overprotection

2.7n

.42
1.06

.25nn

.08n

.000

.12

DR

2.04 (10)
.41
.21

.61

.23
.35
.12

.08

.10
.08

.05
.003
.36

b

3.58nn

1.17
1.84
.75

.48

.60
.48

.33
.02
2.06n

1.12

t

3.54nn (10)

.34nn

.001

.002

.06

DR

2

CRA attendance (n 5 45)

.58
.41

.04

.26
.09
.08

.15

.38
.50

.14
.37
.20

b

w

n

.22

1.42
.48
.54

1.06

2.63n
3.31nn

.85
2.41n
1.36

2.07n

t

.04

.009

.27nn

.26n

DR2

MET attendance (n 5 40)

Po0.05; nnPo0.01.
The variable was log-transformed before the analysis.
CRA, community reinforcement approach; EBFT, ecologically based family therapy; MET, motivational enhancement therapy.

3.14nn (10)
.46
.31

.03

.38

Step 3: Treatment variable
Days to first sessionw

Parental monitoring
Final model
F (d,f,)
R square
Adjusted R square

2.98nn
1.51
2.94nn

.05
.14

Step 2: Adolescent variables
Number of runsw
Task oriented coping

2.34n
1.85
.35

.33
.26
.05

.48

t

Constant
Step 1: Characteristics
Gender (female)
Age
Ethnicity (Black)

b

2

EBFT attendance (n 5 50)

TABLE 2 Hierarchical regression analysis in predicting therapy attendance
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attended more EBFT sessions than other adolescents. Family factors
accounted for a further 25.4% of the variance in EBFT attendance
while the number of runaway episodes and task-oriented coping
strategies were not associated with EBFT attendance. Altogether, the
full model explained 46% of the variance in EBFT attendance.
Predictors of CRA attendance
The regression model revealed that ethnicity and parental monitoring
were significantly associated with CRA attendance rates. Specifically,
adolescents who were Black or African-American (b 5 0.36; Po0.05)
and who reported higher levels of parental monitoring (b 5 0.61;
Po0.001) attended CRA sessions more frequently than other adolescents. After controlling for all other variables, the family environment
factors still accounted for 34% of the variance in CRA attendance. The
final model explained 41% of the variance in CRA attendance.
Predictors of MET attendance
Socioeconomic factors explained 26.2% of the variance in MET attendance and younger adolescents attended MET sessions more frequently
than older adolescents (b 5 .37; P 5.05). After controlling for age,
gender and ethnicity, runaway episodes (b 5 0.38; Po0.05) and higher
levels of task-oriented coping strategies (b 5 0.50; Po0.05) were significantly associated with higher MET attendance rates. Neither days to
first session nor family variables predicted MET attendance. The full
model accounted for 58% of the variance in MET attendance.

Discussion
This study examined predictors of runaway adolescent’s therapy
attendance for three manual-driven interventions. Little similarity in
predictors of attendance was observed among the therapies, which
included family (EBFT) and individual (CRA and MET) modalities.
This might partially explain the mix of findings currently found in the
literature. That is, comparing predictors across studies that examine
treatment outcomes for different therapy modalities might have little
practical utility. In order to understand predictors of treatment
engagement and retention, researchers might need to examine each
therapy separately as the observed differences in predictors might be
r 2010 The Author(s)
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due in part to the match between the treatment approach or
philosophy and the participant’s needs, strengths or desires.
Predictors of EBFT attendance
Hogue and Liddle (2009) suggest that when family therapy is
compared to other manualized and well-designed alternative treatments, few differences in overall treatment retention are found.
Similarly, this study did not find differences in the overall total
proportion of possible sessions attended among the three manualized
treatments. However, it appears that family therapy, overall, may be
more effective at initially engaging adolescents compared to individual therapies, as significantly more adolescents assigned to EBFT
attended at least one family therapy session compared to CRA and
MET. Perhaps, once assigned to family therapy, parents and adolescents encourage one another to attend. Family therapy might be
perceived as more closely meeting the needs of these families as it
allows a forum to discuss and resolve family struggles that led to the
adolescent residing at the runaway shelter.
Family therapy also yielded the shortest engagement time between
intake and the first treatment session. Furthermore, striking while the
iron is hot or having a first session with families soon after the intake
was associated with attending more therapy sessions among those
assigned to family therapy. This finding replicates that of a sample of
shelter-recruited runaway adolescents in another part of the USA
(Slesnick, 2001). There was no such effect for either individual
therapy conditions. Possibly, quick engagement allows family therapists to assist the family in resolving the runaway crisis, which might
enhance the confidence in and connection of the family to the therapy
process.
Family therapy was especially successful at engaging those adolescents who reported feeling less connected to their parents at the
baseline interview. Not feeling close to parents is a common complaint
among shelter-residing runaways, as is the desire to repair the
parent–child relationship (Teare et al., 1991). One goal of EBFT is
to help family members emotionally reconnect with one another and
this focus might have served to motivate families to attend more
sessions. On the other hand, adolescents feeling controlled by their
parents or reporting less autonomy attended fewer family therapy
sessions. Possibly, parents who are more controlling might be less
willing to attend therapy sessions for fear of losing control, even
r 2010 The Author(s)
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though therapeutic efforts are made to empower parents when
negotiating the parent–adolescent relationship.
Girls attended more EBFT therapy sessions than boys, although no
gender differences were found in the other treatment conditions.
Several research studies report that girls are more open to discussing
emotional and relationship issues than boys (Burleson, 2003; Hsieh
and Hollister, 2004; Impett and Peplau, 2006). Since EBFT includes a
large focus on relationship and emotional topics this might explain the
association of higher attendance among girls than boys. According to
Shillington and Clapp (2003) most substance abuse treatment research has not identified differences in treatment retention among
adolescent boys and girls. Those who do report differences generally
report that girls are likely to attend more sessions (Hsieh and
Hollister, 2004) and to also have more positive treatment outcomes
than boys (Williams and Chang, 2000). For family therapy specifically,
few studies report engagement rates or outcomes by gender. This is
probably due to the limitations in power associated with small sample
sizes (Ozechowski and Liddle, 2000). Among those that have, no gender
differences in treatment retention were found when family therapy was
compared to non-family based interventions (Azrin et al., 2001; Liddle et
al., 2001; Robbins et al., 2006; Waldron et al., 2001). The dissimilarity
between this and the current findings might be due to interactional
dynamics that are particular to runaway families or, possibly, the other
family therapy interventions are not as intensely focused on emotional
connection as the current family therapy intervention.
Research is needed to explore more fully the role of gender in
treatment retention. Currently, the question of whether substance abuse
treatment interventions should be tailored to differences among boys
and girls is still unanswered as few studies investigate the moderating
role of gender. The current study suggests, and future research might
confirm, that boys receiving family therapies that focus primarily on
emotional and relational issues might need targeted engagement
strategies to help them manage the associated anxiety and stress.
Predictors of CRA attendance
African-American adolescents attended more CRA sessions than did
adolescents of other ethnic or racial groups. Studies that compare
treatment attendance by race and ethnicity suggest that AfricanAmerican adolescents attend fewer therapy sessions overall than other
groups (McCaul et al., 2001). This finding is therefore particularly
r 2010 The Author(s)
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encouraging, as it suggests that African-American adolescents felt
connected to the therapy process. Possibly, the intervention may
have been especially effective at addressing their treatment needs –
although future research will need to confirm this finding. There
were no differential effects of attendance by race or ethnicity in the
other treatment conditions and the interventions, overall, were wellattended regardless of the participants’ ethnic or racial background.
In addition, adolescents reporting higher parental monitoring
attended more CRA sessions. Intuitively, parents who are more active
monitors of their child’s activities might also facilitate or encourage
their child’s treatment attendance. Using a family-based prevention
intervention, Gorman-Smith et al. (2002) reported the opposite
finding – lower levels of parental monitoring predicted higher
engagement. Again, this suggests that treatment modalities, in this
case individual versus family-based modalities, differ in terms of who
is most likely to be retained in the assigned treatment; attendance
appears to depend partially upon the perceived needs and strengths
of the adolescent and family and how those needs and strengths are
addressed or utilised by the intervention.
Predictors of MET attendance
Finally, MET attendance was associated with individual variables (age,
number of runaway episodes and task-oriented coping) but not to
family variables. Younger adolescents, as well as those with higher
task-oriented coping and a higher number of runaway episodes,
attended more MET sessions. These adolescents might appreciate
the empowering and client-centred approach of MET. In other words,
the intervention may have been particularly well received by those
adolescents who might be inclined to take matters into their own
hands. Similarly, Tober (1991) suggested that the emphases that MET
places on personal responsibility and self-efficacy have a particularly
strong impact on younger adolescents due to their perceptions that
their points of view are usually not taken into account. This might be
especially the case among frequent runaways.
Limitations
Several methodological limitations should be considered when interpreting these findings. Firstly, the sample size was small, reducing the
power to detect differences in therapy attendance among treatment
r 2010 The Author(s)
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conditions. In addition, the participants included substance abusing
runaways in a mid-western city whose primary caretakers agreed to
participate in the treatment research study. Therefore, results might
not generalize to other cities or to non-substance abusing shelterresiding runaways, or to those whose parents are less amenable to
being involved in a treatment research study. Finally, other potential
predictors of treatment attendance and engagement were not assessed in the current study and should be considered in future
research. For example, common factors or ‘those that are not specific
to particular treatment but common to most types of therapy’ (Lohr et
al., 2005, p.822) were not tested in this study. Common factors include
treatment expectancies, suggestion, persuasion, therapeutic alliance
or attention (Jensen et al., 2005; Lohr et al., 2005). Studies suggest that
these factors account for a significant amount of variance associated
with change and in some cases, even more than factors specific to the
intervention under study (Lambert and Barley, 2002; Sprenkle and
Blow, 2004).

Conclusions
Despite these limitations the three models accounted for a significant
amount of variance (ranging from 41–58%), suggesting that some of
the most important factors associated with therapy attendance were
successfully identified. In general, this study’s findings suggest that
individual and family factors predict therapy attendance but these
factors differ depending upon the treatment modality. The findings
may be useful for identifying those who are likely to show poor
retention in the treatment under study, information which can direct
service providers to more effectively target their engagement efforts.
As an example, special strategies to engage families with parents that
limit their adolescent’s autonomy might improve attendance rates for
family therapy. Also, because low parental monitoring was associated
with lower session attendance in CRA, individual therapists might
need to understand the relationship between parental monitoring
and adolescent attendance and seek to overcome those barriers
(which might include reminder calls or addressing logistical barriers).
The lack of similarity in predictors of attendance provides some
support for investigating matching treatments to baseline client
characteristics. The randomized design protects against selection
bias so that the natural selection process of clients to stay in or
discontinue a particular treatment can be observed. This offers a
r 2010 The Author(s)
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better understanding of which treatment modality is associated with
greater acceptance or attendance for particular clients (for example, a
better match). Researchers are noting that a one size fits all approach
to treatment might not optimize outcomes among individuals (Colby
et al., 2004). However, matching treatments to patient characteristics
has, at least historically, shown disappointing outcomes (Project
MATCH Research Group, 1997). If the most appropriate treatment
is offered, adolescents may be more likely to attend sessions that might
ultimately lead to better treatment outcomes (for example, Stark,
1992).
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