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Abstract 
This study reported on the results of the use of family therapy by marijuana-abusing adolescents.  
The investigators used a statewide each admission for state supported services.  Data on 38,281 
adolescent admissions were reported on their age at first use, age of admission, severity of use, 
ethnic and racial attributes, gender, place of residence, employment status, insurance coverage, 
and presence of comorbid conditions.  The results showed that adolescents most likely to use 
family therapy were unemployed, white, less than 13 years of age, living in urban areas, 
experienced in marijuana use and have been judged to have a comorbid condition.  Insurance 
coverage or gender did not influence the likelihood for adolescents to receive family therapy.  
The authors make recommendations on reducing the barriers to access to family therapy that 
were found by this study. 
 
Key Words: adolescents, marijuana abuse, family therapy, barriers to access, services research 
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Factors Relating to the Use of Family Therapy with Adolescent Marijuana Abusers 
 

Adolescent marijuana use and abuse is endemic (Wadley, 2014; Gruber, Sagar, Dahlgren, 
Racine, & Lukas, 2012).  Using marijuana has proven to have detrimental consequences such as 
disadvantages in attention, verbal learning and memory, and processing speed (Jacobus, Bava, 
Cohen-Zion, Mahmood, & Tapert, 2009).  Poor academic achievement and risky sexual behavior 
are added consequences to adolescent marijuana use and practitioners continue to seek solutions 
to address the issue (Bryan, Schmiege, & Magnan, 2012; Bryant, Schulenberg, O’Malley, 
Bachman, & Johnston, 2003; Gruber, Sagar, Dahlgren, Racine, & Lukas, 2012)  In addition, 
studies reveal consequences such as problem behavior and issues between siblings and family 
members as a result of early adolescent marijuana use (Brooke, Balka, &Whiteman, 1999).  The 
literature on adolescent marijuana use suggests that abuse occurs when the environment around 
an adolescent is permissive or supportive of such use (Substance Abuse and Mental Health 
Services Administration [SAMHSA], 2014).  In addition, a protective factor to adolescent 
marijuana use is high levels of parental involvement and knowledge of adolescents’ activities 
(Lac & Crano, 2009; Siegel, Tan, Navarro, Alvaro, & Crano, 2015).  Although individual and 
group treatment models have been used with adolescents, family-based treatment provides a 
good first step that is easily implemented service (Center for Substance Abuse Treatment, 1999).  
To determine how to encourage increased family-based treatment of adolescent substance 
abusers, the first step is to ascertain which adolescents are currently receiving family treatment.  
This paper describes the marijuana abusing adolescents who received family therapy at all state-
funded or regulated clinics in a southeastern state over a 3-year period. 

Literature Review 

Family therapy with alcohol and drug users represents a widely recommended and used 
treatment option (Rowe, 2012).  In part, family therapy may contribute to maintaining treatment 
gains, including maintenance of abstinence from drug use.  Abstinence from marijuana after 
treatment is important to offsetting the negative effects previous use may have imposed on 
adolescents (Pardini et al., 2015).  According to Santisteban and colleagues (2003), family 
therapy is recommended for behavior and substance problems in adolescents because family 
therapy is able to work with parental involvement and family conflict dynamics.  Despite the 
intuitively attractive rationale for prescribing family therapy for adolescent marijuana users, it is 
unclear how often it is being used.  One area of concern is whether family therapy meets the 
needs of ethnic minority families. A comparison of marriage and family therapy to other 
disciplines showed that 95% of family therapists were white with more than half being employed 
in private practice (American Association for Marriage and Family Therapy [AAMFT], n.d.; 
American Psychological Association [APA], n.d.; Northey, 2002). Writers have discussed the 
challenges that face therapists who attempt to provide assistance to ethnic minority families (La 
Roche & Maxie, 2003; Center for Substance Abuse Treatment, 2004).  The need to develop a 
culturally sensitive model is indisputable and promises significant sociopolitical benefits (c. f., 
Vandenberghe, 2008).   However, some investigators have shown that family therapy is an 
important and vital intervention both as a preventative and interventive modality with ethnic 
minority youth (Rowe, 2012; Kataoka, Novins, & Santiago, 2010).  Efforts have been made to 
ensure that the curriculum for marriage and family therapists include content on diversity and 
ethnicity (Commission on Accreditation for Marriage and Family Therapy Education 
[COAMFTE], 2014; Northey, 2002); in part, the accreditation requirements attempt to ensure 
that faculty and staff represents diverse cultural and racial backgrounds and that the course 
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content also encompass such perspectives.  Whether marital and family training and education 
have been able to meet these challenges is not clear.  The current study to ascertain who is using 
family therapy will provide insight into if family therapy is being used by ethnic minority 
adolescent marijuana users.   

In addition to ethnicity, there are other potential barriers to accessing family therapy 
services.  For example, the lack of employment and/or insurance may pose barriers to adolescent 
marijuana users who are seeking some family therapy.  Further, living in remote areas may make 
family therapy untenable when such services are primarily offered in urban areas (National Rural 
Health Association, 2008).  These variables all relate to ease of access and may help to 
understand why and how often family-based services are being used. 

Finally, an area of increasing concern is how to address comorbidity in adolescent drug 
users (Hersh, Curry, & Kaminer, 2014; Godley, Smith, Passetti & Subramaniam, 2014).  There is 
a growing consensus that patients with comorbid disorders require a coordinated series of 
treatments.  An intuitive question that arises is whether comorbidity will be addressed with 
family therapy as part of the treatment regimen.  The issue of comorbidity in conjunction with 
the other variables discussed previously formed the purpose of this study:  to ascertain the profile 
of marijuana abusing adolescents who were being seen in family therapy.  Toward that goal, we 
examined questions on where adolescent marijuana abusers lived, their level of economic 
support, insurance coverage, mental health status, gender, ethnicity, level of use, age of 
admission, and age of first use. 
 Methods 

Sample 

The population for this study was admissions of adolescents for drug abuse services that 
were funded in Florida during the early 2000’s.  The age range for this population was 10 to 18 
years; each adolescent was receiving substance abuse treatment for marijuana as their primary or 
secondary drug of choice.  This yielded a sample size of 38,281 marijuana abusing adolescents.   

Table 1 provides the demographic characteristics of the sample of marijuana abusing 
adolescents.  Almost 80% of the sample (n=30,254) were male.  Over one-half of the adolescent 
marijuana abusers (55.5%; n=20,144) were white, nearly one-third were African-American 
(31.9%; n=11,582), and over one-tenth (12.7%; n=4,598) were Hispanic.  Nearly two-thirds of 
the sample were between 13 and 16 years of age at admission (n=24,597) and a little over a third 
were between 17 and 18 years of age (n=12,827).  Only 2.2% (n=857) were younger than 13 
years old. Ironically, 52% of marijuana-abusing adolescents who were in family therapy were 
younger than 13 years of age, with 45.2% (n=16,104) between 13 and 16 years and 2.8% 
(n=999) older than 17 years.  The frequency of marijuana use ranged from no use for the past 
month (29.4%; n=10,907) to daily use (18.1%; n=6,734).  Adolescent marijuana abusers reported 
that they primarily lived in urban areas (84.4%; n=32,317).  Over half of those for whom 
insurance information was available reported that they had insurance coverage (57%; n=10,929); 
nearly 85% of adolescents (84.7%; n=31,737) were unemployed, and over 2/3rd of the 
adolescents (69.8%; n=23,242) did not present with comorbid conditions.  Preadolescents were 
included in this study because of their high use of marijuana. 

The data for this study were taken from the state database that provides information on 
each admission for state supported services.  The use of state information systems such as this 
one is a common method of performing drug abuse services research (McCarty, McGuire, 
Harwood, & Field, 1998; McCarty, Roman, Sorensen, & Weisner, 2009).  In this study, the 
admissions data were supplied with pseudo-social security numbers to protect the confidentiality 
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of clients yet allow for service incident assessment by person.  Care was taken to ensure that no 
individual could be identified from the data provided by the dataset.  Additional data for the 
study were taken from current U.S. Census Bureau for the 2000 estimated population.  These 
data allowed for grouping into urban and nonurban areas and were intended for county level 
aggregation and comparison. 
Measures 

Demographic variables include age at admission into treatment, gender, race, ethnicity, 
and employment status.  With the exception of age, all demographic variables are categorical.  
Age was recorded into an ordinal scale to facilitate analysis.   

Service related variables include type of insurance, age at first use and frequency of use 
at the time of admission, and services provided during treatment other than drug abuse services.  
These services include items such as criminal justice coordination, education, family therapy, 
HIV education and services, health care including immunizations, and services for tuberculosis. 
Other measures include the presence of comorbid psychiatric diagnosis, and the frequency with 
which the client has previously been in treatment.  
Analyses  

Logistic regression analyses were performed on adolescent admissions for treatment of 
marijuana abuse.  The dependent variable was whether adolescents receive or did not receive 
family therapy services.  The demographic predictor variables included where adolescent 
marijuana abusers employment status, family income, gender, place of residence, and 
race/ethnicity.  The clinical predictor variables included age at admission, age at first use of 
marijuana, frequency of marijuana use, presence of comorbid diagnoses, and prior admissions.  
An odds ratio table and confidence intervals were compiled for the likelihood on each of the 
above variables of adolescent admissions for marijuana use who were receiving family therapy.  
From this analysis, a model was derived that showed the likelihood of different characteristics 
for adolescent marijuana users.  Finally, a goodness-of-fit statistic was computed on the final 
model to ascertain that the addition of further variables would not improve its explanatory 
capabilities. 
 Results 

The odds ratios and confidence intervals are presented in Table 2.  The results suggest 
that adolescents who were employed were .51 times as likely to receive family therapy as those 
adolescents who were not employed.  The family income of the families of the adolescents did 
have a marked influence on whether adolescents received family therapy.  When the family 
income was $40,000 or more, adolescents were 1.56 times more likely to be receiving family 
therapy.  The place of residence also had a profound effect on whether substance-abusing 
adolescents received family therapy.  Adolescents living in non-urban settings were .32 times as 
likely as those living in urban settings.  Although gender did not affect whether adolescents 
received family therapy, ethnicity was a key predictor.  African-American substance-abusing 
adolescents were .58 times as likely and Hispanic substance-abusing adolescents were .66 times 
as likely as White substance-abusing adolescents to receive family therapy.   

Not surprisingly, adolescent admissions who were between 17 to 18 years of age or older 
were .80 times less likely than their 13 to 16 years of age counterparts to be receiving family 
therapy.   The 12 and under year old adolescents were .62 times as likely to be receiving family 
therapy.  Age of first use did not differentiate whether adolescents received family therapy 
although frequency of use did.  Substance-abusing adolescents who used marijuana weekly were 
1.26 times as likely as those who used marijuana less than weekly.  Although daily users were 
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1.24 times as likely as the infrequent users to receive family therapy, the confidence interval of 
daily users suggests that this relationship did not reach statistical significance. 

Finally, comorbidity also showed statistically differences between adolescents who were 
comorbid with a psychiatric disorder and those who were not.  Substance-abusing adolescents 
who were judged to need mental health services were 1.86 times more likely to receive family 
therapy than those not judged to need such services.  Substance-abusing adolescents who had 
prior admissions were 2.27 times more likely to receive family therapy than their peers without a 
history of substance abuse treatment.   

The goodness-of-fit for the final model was computed using the Hosmer and Lemeshaw 
Goodness-of-Fit Test.  This yielded a chi-square statistic of 19.104 (df = 8; p = 0.014).  This 
indicates that this model is adequate and that additional variables would not significantly 
improve the model. 

 Discussion 

The two subsets of variables produced a revealing profile of who is most likely to receive 
family therapy.  Increased levels of use increased the likelihood that adolescents would receive 
family therapy.  Comorbid diagnoses also increased the likelihood that adolescents received 
family therapy.  This was also reassuring because comorbid marijuana-abusing adolescents need 
multiple treatment services (Godley et al., 2014).  

The second subset of variables concerned the demographic profile of adolescent 
marijuana users who received family therapy.  The profile here was disquieting.  First, the odds 
were against ethnic minority adolescents' using family therapy.  Because of findings from work 
with ethnic minority youth, this finding is especially troubling. One possible explanation is that 
there are relatively few family therapists who speak Spanish.  Another explanation is that 
families of Hispanic and African-American marijuana abusers are reluctant to enter family 
therapy.  In either event, it appears that family therapy services have not become established as a 
treatment option for Hispanic and African-American families.  However, language by itself was 
not the only barrier for ethnic minority adolescents.  African-Americans who were not Hispanic 
also were much less likely to receive family therapy than their white counterparts.  It appears that 
language and culture remain significant barriers against receiving family therapy for ethnic 
minority adolescents who abuse marijuana. 

The study's findings suggest that family therapy is being used with heavily using or 
comorbid adolescent population but are not used with adolescents whose marijuana problems are 
not as pronounced.  This suggests that they are receiving alternate forms of counseling services.  
Although such services can certainly be used effectively with adolescent marijuana abusers 
(Becker, 2013), the reluctance to involve families suggests that family involvement is being held 
to a minimum when adolescents first are admitted with marijuana use.   

The study findings suggest that experienced adolescent marijuana users with a history of 
prior admissions for treatment are those who are most likely to receive family therapy.   This 
suggests that family therapy is not being seen as a preventative intervention but is being reserved 
for adolescents with a serious clinical profile.   Because marijuana use has been considered by 
many researchers to be a “gateway” drug (Rebellon & Gundy, 2006), family involvement at this 
early stage would seem advisable.  In fact, Santisteban, Suarez- Morales, Robbins, & Szapocznik 
(2006) found that brief structural/strategic family therapy was useful as a preventative 
intervention for high risk ethnic minority youth and promoted resiliency against substance use 
disorders.   

This study also suggests that where people live will determine whether they receive 
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family therapy.  The odds are against families receiving family therapy in rural areas.  
Adolescents living in rural areas are required to travel to urban areas to receive family-based 
services.  Adolescents without reliable transportation will be unlikely to make the effort.  
Further, employed adolescents are less likely to receive family therapy.  One speculation is that 
the choice may be between receiving much needed family therapy and losing wages.  This 
study's findings provide evidence that adolescents decided to forego family therapy in favor of 
continuing their employment.  

Family therapy has been touted as a much needed service for adolescent drug abusers.  
Although there is evidence to support such claims, it is unclear whether all clients either agree or 
act on such assertions.  From this study, it appears that family therapy will most likely be used by 
unemployed, white male and female adolescents living in urban areas who are heavy marijuana 
users with a history of prior admissions and who also have some comorbid condition.  The 
clinical profile that emerges suggests family therapy is not used as a preventative intervention 
but instead may be seen as an intermediate level of treatment or for secondary prevention of 
serious problems.  The findings suggest that significant barriers to access exist for the families of 
adolescent marijuana users who seek family therapy. 

Why the barriers exist remains the question.  Although the lack of family therapy in non-
urban locales can be explained by the lack of employment opportunities for therapists in such 
areas, its unlikely use among ethnic minorities gives readers a reason to pause.  The lack of 
fluency in Spanish is one explanation for adolescents' reluctance to use family therapy.  Another 
explanation is that family therapists are unprepared to provide services to nonwhite families.  
The latter explanation is puzzling since the national accreditation requirements for family 
therapy dictate attention to issues of diversity.  Nonetheless, the pattern shown here is that 
significant barriers exist for ethnic minority adolescents who seek family therapy, especially 
those who live in rural settings.  Perhaps, part of the answer lies in recruiting more culturally 
diverse trainees to become marital and family therapists and to encourage them to seek 
employment in agency settings that provide outreach to ethnic minority populations.  In addition, 
universities can serve as a critical resource in providing culturally-sensitive coursework in family 
therapy (COAMFTE, 2014).  Some universities are becoming noted in researching and providing 
the kind of training needed for individuals to become culturally-sensitive family therapists.  
However, even if the training and workshops were available, it does not answer the question on 
whether family therapists would avail themselves of such opportunities.   

The question is one of desire: do marital and family therapists desire to be culturally-
sensitive practitioners?  The study's methodology does not allow a definitive answer to that 
question.  Another possible explanation is that therapists may themselves be impaired by their 
marijuana use and therefore be reluctant to vigorously conduct family therapy with marijuana-
abusing adolescents.  For such therapists, the problems caused by such use may pale by 
comparison to the problems caused by “more serious drugs.”  And of course, such attitudes by 
therapists may mirror permissive societal attitudes toward marijuana use.  Whether such attitudes 
are justified cannot be answered in this study; future studies may want to address the issue of 
consequences of serious marijuana use.   The burden lies on marital and family therapists to 
demonstrate that they desire to be culturally-sensitive.  Until then, readers will speculate whether 
family therapists are either uncaring or discriminatory toward substance-abusing ethnic minority 
adolescents.  Such harsh denunciations are not likely to helpful to family therapists who are 
striving to demonstrate their pluralistic attitudes or to marijuana-abusing adolescents who are in 
need of family therapy services.  For right now, the challenge for family therapists is to 
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strengthen their claim that they are able to serve ethnic minority families, especially those who 
live in rural areas. 

This study suffered from a number of shortcomings.  One major problem was the 
inability to conduct follow-up interviews with the adolescents in this study.  The study's strength 
in sample size and quality were offset in part by the measurement characteristics.  One 
shortcoming is that family therapy might not be used because there may be a dearth of licensed 
individuals who are willing to practice it, especially with substance-abusing adolescents.  Since 
most family therapists are in private practice (Northey, 2002), it is unlikely that substance-
abusing adolescents will always be desirable fit for such practitioners.   

Future research should examine other possible barriers to family therapy for adolescents 
such as differential financing.  Perhaps family therapy is not used more often to treat substance 
abusing adolescents because the parental involvement is not accepted as essential to intervention 
with this population.  Despite the minimal use of family therapy with this population, studies 
have suggested parental involvement, which is implemented with family therapy components, is 
beneficial to addressing the presenting problems of substance use (Lac & Crano, 2009).  
Particularly with Hispanic and African American cultures, the role of family is pivotal in 
working on individual development and intervening with presenting problems (Szapocznik, 
1994; Szapocznik & Williams, 2000).  It may well be possible that family therapy is being 
offered and accepted by ethnic minority adolescents but being coded as individual or group 
mental health counseling.  If this speculation is true, then therapists are providing family therapy 
but coding otherwise to ensure funding by third-party financing like Medicare and Medicaid.  
Although this study captured the population of adolescent marijuana abusers who sought 
treatment, other investigators should conduct more intensive research efforts with the ethnic 
minority adolescents or with the rural population described in this study.  It may be that other 
barriers exist that are mediating ethnicity and urban status variables.  Knowledge of such 
mediating variables may be critical in reducing the barriers to access that were found in this 
study.  For example, it may well be that further education about the benefits of family therapy 
would convince some of these marijuana abusing adolescents to seek family therapy.  Although 
individual family therapists could do additional outreach, it may fall upon state family therapy 
organizations to engage in public relations efforts that will remediate the barriers to access found 
in this study.  Once such barriers are reduced, the odds will rise that family therapy will be used 
to increase resiliency against the onset of substance use disorders among adolescents.  And that 
will be the best outcome of all. 
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Table 1. 
Characteristics of Marijuana Abusing Adolescents Receiving Family Therapy 
 

 
 
 
 
 

Characteristic Number Percent  

 

Adolescent Employment 
   

Not employed 31,737 84.7  
Employed 5,732 15.3  

Family Income    
Under $20,000 7,240 57.6  
$20,000 to $39,000 3,454 27.5  
$40,000 and above 1,865 14.8  

Gender     
Male 30,254 79.4  
Female 7,848 20.6  

Place of Residence    
Urban 32,317 84.4  
Non-Urban 5,964 15.6  

Race/Ethnicity    
White 20,144 55.5  
African-American 11,582 31.9  
Hispanic 4,598 12.7  

Age at Admission    
12 and under 857 2.2  
13 to 16 4,597 64.3  
17 and 18 12,827 33.5  

Age at First Use    
12 and under 18,521 52.0  
13 to 16 16,104 45.2  
17 and 18 999 2.8  

Frequency of Use    
Less Than Weekly 20,805 56.1  
Weekly 9,577 25.8  
Daily 6,734 18.1  

In Need of Mental Health Services    
Yes 10,075 30.3  
No 23,242 69.8  

Prior Admissions    
No Prior Admissions 29,263 79.6  
Prior Admissions 7,519 20.4  
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Table 2. 
Odds Ratios of Predictors for Receiving Family Therapy for Adolescent Marijuana Users 
 

Characteristic OR 95% CI  

 

Adolescent Employment 
   

Not employed 1.0   
Employed 0.51** 0.37 - 0.70  

Family Income    
Under $20,000 1.0   
$20,000 to $39,000 1.11 0.91 - 1.35  
$40,000 and above 1.56** 1.25 - 1.95  

Gender     
Male 1.0   
Female 1.16 0.96 - 1.41  

Place of Residence    
Urban 1.0   
Non-Urban 0.32** 0.24 - 0.43  

Race/Ethnicity    
White 1.0   
African-American 0.58** 0.42 - 0.78  
Hispanic 0.66** 0.53 - 0.81  

Age at Admission    
12 and under 0.62 0.31 - 1.22  
13 to 16 1.0   
17 and 18 0.80* 0.65 - 0.98  

Age at First Use    
12 and under 1.0   
13 to 16 0.89 0.74 - 1.06  
17 and 18 0.39 0.14 - 1.06  

Frequency of Use    
Less Than Weekly 1.0   
Weekly 1.26* 1.04 - 1.52  
Daily 1.24 0.99 - 1.55  

In Need of Mental Health Services    
Yes 1.0   
No 1.86** 1.55 - 2.24  

Prior Admissions    
No Prior Admissions 1.0   
Prior Admissions 2.27** 1.90- 2.71  

  * p<.05 
** p<.01 

   


