Cognitive Behavioral Treatment 

http://www.dsgonline.com/mpg2.5/cognitive_behavioral_treatment_prevention.htm
Cognitive-Behavioral Therapy/Treatment* (CBT) is a problem-focused approach designed to help people identify and change the dysfunctional beliefs, thoughts, and patterns of behavior that contribute to their problems. Its underlying principle is that thoughts affect emotions, which then influence behaviors. CBT combines two very effective kinds of psychotherapy— cognitive therapy and behavioral therapy . 

Cognitive therapy concentrates on thoughts, assumptions, and beliefs. With cognitive therapy, people are encouraged to recognize and to change faulty or maladaptive thinking patterns. Cognitive therapy is a way to gain control over inappropriate repetitive thoughts that often feed or trigger various presenting problems (Beck, 1995). For instance, in a young person who is having trouble completing a math problem, a repetitive thought may be “I'm stupid, I am not a good student, I can't do math.” Replacing negative thoughts such as these with more realistic thoughts such as “This problem is difficult, I'll ask for help,” is a well-tested strategy that has been found to help with many young people facing academic problems. 

Behavioral therapy concentrates on specific actions and environments that either change or maintain behaviors (Skinner, 1974; Bandura, 1977). For instance when someone is trying to stop smoking they are often encouraged to change their daily habits. Instead of having their daily coffee upon waking—which may trigger the urge to have a cigarette—they are encouraged to take a morning walk. Replacing negative behaviors with positive behaviors is a well-known strategy to help change behaviors, particularly when the new behavior is reinforced. 

The combination of cognitive therapy and behavioral therapy has proven highly beneficial. For example, in the midst of a panic attack, it may feel impossible to gain control over thoughts and apply cognitive therapy techniques. In this case, a behavioral technique such as deep breathing may be easier to implement, which may help to calm and focus thinking. 

The distinctive features of Cognitive-Behavioral Therapy are as follows: 

· It is the most evidence-based form of psychotherapy. 

· It is active, problem focused, and goal directed. In contrast to many “talk therapies,” CBT emphasizes the present, concentrating on what the problem is and what steps are needed to alleviate it. 

· It is easy to measure. Since the effects of the therapy are concrete (i.e., changing behaviors) the outcomes tend to be quite measurable. 

· It provides quick results. If the person is motivated to change, relief can occur rapidly. 

The studies reviewed provide consistent empirical evidence that CBT is associated with significant and clinically meaningful positive changes, particularly when therapy is provided by experienced practitioners (Waldron and Kaminer, 2004). CBT has been successfully applied across settings (e.g., schools, support groups, prisons, treatment agencies, community-based organizations, churches) and across ages and roles (e.g., students, parents, teachers). It has been shown to be relevant to people with differing abilities and from a diverse range of backgrounds. 

The strategies of CBT have been successfully used to forestall the onset, ameliorate the severity, and divert the long-term consequences of problem behaviors among young people. Problem behaviors that have been particularly amenable to change using CBT have been 1) violence and criminality, 2) substance use and abuse, 3) teen pregnancy and risky sexual behaviors, and 4) school failure. Across the range of continuum-of-care, many model programs have successfully incorporated the strategies of CBT to effect positive change.

Delinquency, Criminality, and Violence Prevention 
The most widely used approaches to treatment in criminal justice today are variations of Cognitive-Behavioral Therapy (Little, 2005). Distorted cognition is one of the most notable characteristics of chronic offenders (Beck, 1999). Faulty thought processes include self-justificatory thinking, misinterpretation of social cues, deficient moral reasoning, and schemas of dominance and entitlement (Lipsey, Chapman, and Landenberger, 2001). Cognitive behavioral treatments for juvenile offenders are designed to correct dysfunctional thinking and behaviors associated with delinquency, crime, and violence. Moral Reconation Therapy is one cognitive-behavioral treatment approach that has been successfully implemented in a host of correctional systems such as residential juvenile facilities and boot camps and in numerous other venues such as schools and job training programs (Little, 2001). Meta-analyses of programs designed for criminal offenders have shown cognitive behavioral programs to be very effective in reducing recidivism rates (Little, 2005; Lipsey, Chapman, and Landenberger, 2001). An example of a successful program that draws on CBT is the Dialectical Behavior Therapy Program for Incarcerated Female Juvenile Offenders . 

Many of the model programs that target young people who are at risk for delinquency often involve the family in applying the strategies of CBT. Some model programs that have proven successful in this area include Functional Family Therapy, Multisystemic Therapy, and the Michigan State Diversion Project. Multiple context approaches such as these that encourage CBT implementation in the home and in the school have demonstrated their effectiveness at positively changing the life course of some of these young people (Brosnan and Carr, 2000). A good example of a multicontext program is FAST Track. Techniques used to promote change include modeling, reframing and reattribution, and behavioral training.

Substance Use and Abuse 
Particularly for young people, the initial draw to smoking cigarettes, drinking alcohol, or doing drugs is the perception that everyone experiments or uses (Prokhorov et al., 1993) . The primary prevention strategy used by many model programs is to alter these faulty beliefs and attitudes about the universality of alcohol, tobacco, and other drug use and to teach young people the behaviors needed to refuse if, or when, presented with the opportunity (Botvin, Botvin, and Ruchlin, 1998). Evidence suggests that resistance skills are essential protective factors for the reduction of substance use in adolescence (Dusenbury and Falco, 1995). For some successful program examples, see LifeSkills Training and the Midwestern Prevention Project. 

Other cognitive-behavioral–based programs that target substance use and related problems view use as a learned behavior that is initiated and maintained in the context of environmental factors (Waldron and Kaminer, 2004). Programs built on this premise concentrate on helping young people anticipate and avoid high-risk situations as a means to facilitate abstinence. Techniques used to facilitate change include identifying the circumstances surrounding use, learning strategies to manage urges and cravings, and remembering to engage in positive behaviors (Kaminer, 2004). 

For more advanced use and abuse issues, successful programs such as Adolescent Portable Therapy have incorporated the family to be involved in the treatment . There are quite a few model programs that concentrate on the family in general and on parenting in particular. These well-evaluated, science-based programs often incorporate CBT in their facilitative strategies (Ferrer–Wreder et al., 2003; Taylor and Biglan, 1998; see Program Types—Parent Training and Family Therapy for more details).

Teen Pregnancy and Risky Sexual Behavior
Programs designed to significantly reduce harm related to adolescent sexual behavior have also found that using CBT strategies contribute to the overall effectiveness. These programs are designed to forestall the initiation of sexual activity or address the health needs of adolescents who are currently sexually active. The focus of these latter programs is on reducing a range of behaviors that include unprotected intercourse, sexually transmitted diseases, and unintended pregnancy. PACE (Practical and Cultural Education) Center for Girls is one model program that includes sexual health in its curriculum. The program concentrates on helping at-risk adolescent girls make positive lifestyle choices. Many of these students had been the victims of physical, emotional, or sexual abuse, and a portion of them had prior pregnancies. The curriculum, which encourages girls to have healthy attitudes and make positive choices regarding their health, has shown to decrease subsequent pregnancies (Harrington, 2001). For another promising program that uses CBT-based strategies to strengthen girls' protective knowledge, attitudes, and behaviors regarding the origins and modes of transmitting HIV/AIDS, see Urban Women Against Substance Abuse.

SCHOOL FAILURE
There are numerous programs designed to promote academic competence in children and teens by using strategies based on the foundations of CBT (McLaughlin and Vacha, 1992; Wilson, Lipsey, and Derzon, 2003; Wood and O'Malley, 1996). Often one of the strongest pathways to school failure is self-defeating, attributional biases (Ferrer–Wreder et al., 2003). These biases are negative, self-blaming thoughts about poor performance that are based on a history of failure and skill deficits. These attributions can influence students to behave in ways that reinforce these negative thoughts and increase their chances of actual failure (Nurmi, 1993). 

Research provides support for the relations between these negative achievement strategies, a range of youth problem behaviors, and adult adjustment difficulties (Calabrese and Adams, 1990; Costa, Jessor, and Turbin, 1999; Durlak, 1997; Eronen and Nurmi, 1999; Schulenberg, Maggs, and Hurrelmann, 1997). Many academic achievement programs directly target these negative thoughts and reinforce positive behavior by using CBT strategies delivered by teachers, mentors, tutors, peers, and school staff. Some of the strategies to be found most effective are those that draw on the behavioral strategies posited by Skinner's Operant Conditioning Theory (e.g., positive reinforcement of positive behaviors and having well-defined rules and consequences) and Bandura's Social Learning Theory (e.g., providing opportunities for positive peer role-modeling). 

These have been applied at many different levels: at the individual level (e.g., one-on-one mentoring (e.g., Across Ages), the classroom level (e.g., classroom management [e.g., The Incredible Years]), the school level (e.g., schoolwide program [School Transitional Environment Program]), and within the community (e.g., Movimiento Ascendencia) . 

School-based behavior management strategies often fall into four categories: structured playground activities; behavioral consultation; behavioral monitoring and reinforcement of attendance, academic progress, and school behavior; and special educational placements for disruptive, disturbed, and learning-disabled students. 

*This is also referred to as Cognitive Behavior Therapy, which gives the behavioral components of CBT more emphasis. Another known term is Cognitive Behavioral Treatment. Because of the proven success of CBT, many practitioners and theorists have drawn on its theoretical foundations and have extended them in order to be useful in many different situations. Such extensions include Rational Emotive Behavioral Therapy (Ellis and Harper, 1975), Moral Reconation Therapy, and Dialectical Behavior Therapy ( Trupin, Stewart, Boesky, and Beach, 2002 ). For purposes of this review, programs will be included that are theoretically based on and use facilitative strategies drawn from cognitive therapy and behavioral therapy.
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	Intervention:  Multisystemic Therapy (MST) typically uses a home-based model of service delivery to reduce barriers that keep families from accessing services. Therapists have small caseloads of four to six families; work as a team; are available 24 hours a day, 7 ... 


	Cognitive Behavioral Intervention for Trauma in Schools (CBITS)

	 



	

	Intervention:
The Cognitive-Behavioral Intervention for Trauma in Schools (CBITS) program is a cognitive and behavioral therapy group intervention for reducing children’s symptoms of posttraumatic stress disorder (PTSD) and depression caused by exposure to violence that has been used successfully in innercity schools with multicultural populations. CBITS has three main goals: to reduce symptoms related to trauma, to build resilience, and to increase peer and parent support.

The theoretical underpinnings are based on cognitive behavioral theory regarding anxiety and trauma. In short, traumatic life events lead to impairment (including psychological reactions, behavioral problems, and functional impairment), and these lead in turn to long-term adjustment problems such as PTSD, depression, violent behavior, and substance abuse. These adverse outcomes, in turn, increase risk for exposure to more traumatic events and life stressors, compounding vulnerability in the future, creating a cycle.

CBITS was developed to reduce symptoms of distress and to build skills to improve children’s abilities to handle stress and trauma in the future. The program addresses the known risk factors for developing chronic disturbances following trauma summarized above, including poor coping skills, cognitive factors, and low levels of social support. Symptom reduction is accomplished by cognitive-behavioral theory practices—reducing maladaptive thinking that can drive depressive and anxious moods, reducing anxiety directly through relaxation training, reducing anxiety through behavior therapy (exposure to anxiety-provoking stimuli and habituation of anxiety), and processing the traumatic experience to reduce both anxiety and traumatic grief.

The CBITS program was designed for use in schools, for children aged 10–14 who have had substantial exposure to violence and who have symptoms of PTSD in the clinical range. The CBITS intervention incorporates Cognitive-Behavioral Therapy skills in a group format (5–8 students per group) to address symptoms of PTSD, anxiety, and depression related to exposure to violence. Symptom reduction is accomplished through cognitive techniques and trauma-focused work in imagination, writing, and narratives. In each session, a new set of skills to is taught to the child, using didactic presentation, age-appropriate examples, and games. The child then uses these skills to address his or her problems through homework assignments collaboratively developed between the child and the CBITS clinician. The program format is 10 child group sessions, 1–3 individual child sessions, two parent education sessions, and a teacher informational meeting.

A manual, available to the public, details step-by-step plans and provides scripts for implementing the program. Trainings are offered regularly at national professional meetings, at Los Angeles, Calif.–based trainings funded by the E. Mark Taper Foundation, and can also be arranged onsite. Consultation on implementation and evaluation, ongoing supervision of trainees, and monitoring adherence are also available.

Evaluation Methodology:
Two evaluations of the program have been published. (Independent replications and evaluations are currently under way but not yet available.) In both studies, social workers were trained for 2 days on how to implement CBITS and were closely supervised throughout the implementation period to ensure quality and fidelity to the program.

The first study evaluated the program for recent immigrant Latino children in Los Angeles schools in a quasi-experimental design. Eleven public schools in Los Angeles were invited to participate in the study, and nine agreed to participate. A total of 970 students met eligibility criteria to participate (i.e., were in grades 3–8, were foreign born, had immigrated to the United States within the past 3 years, and spoke Spanish). Ninety-one percent of the sample (879 students) completed a questionnaire regarding exposure to violence and symptoms of trauma. Thirty-one percent of the screened students (276 children) reported clinical PTSD or depression symptoms (or both) and were recruited for the study. Of these, 83 percent (229 students) were given parental permission to participate. A total of 198 Spanish-speaking immigrant students in grades 3–8 were included.

Initially, 67 students were randomly assigned to the treatment group, and 46 students were assigned to a waitlist comparison group. Waitlist students were given referrals to community mental health agencies, though most subjects did not follow up on these referrals. Later in the school year, an additional 85 eligible students were nonrandomly assigned to the intervention, accounting for the total of 152 children participating in the CBITS intervention and 46 in the waitlist control group. The randomized and nonrandomized children did not differ on baseline violence exposure, symptom levels, or socioeconomic characteristics except for a significant difference in parental education (which was higher in the nonrandomized group). All students completed a 3-month follow-up assessment for symptoms of childhood PTSD and depression.

The second evaluation was a randomized controlled study conducted during the 2001–02 academic year to assess the effectiveness of CBITS. Students were randomly assigned to a 10-session standardized cognitive-behavioral therapy early intervention group (n=61) or to a waitlist delayed intervention comparison group (n=65) conducted by trained school mental health clinicians. The sample consisted of sixth grade students at two large middle schools in East Los Angeles. Students were considered eligible if they had substantial exposure to violence, clinical levels of symptoms of PTSD, symptoms of PTSD related to exposure to violence that they were willing to discuss in a group (as determined by their school-based mental health clinician), and did not appear too disruptive to participate in a group therapy intervention session (in the opinion of their school-based mental health clinician). Clinician adherence to the manual was monitored, and the program was found to be delivered with fidelity. Data from students was collected at baseline, at 3 months, and at 6 months. Multiple measures were used to assess symptoms of PTSD, symptoms of depression, child psychological dysfunction, and classroom behavior. An intent to treat analysis supported the conclusions of the main study. 

Evaluation Outcome:
It appears that a standardized 10-session cognitive-behavioral group intervention can significantly decrease symptoms of PTSD and depression in students exposed to violence and can be effectively delivered on school campuses by trained school-based mental health clinicians. Results of the first study included the following:

· At the 3-month follow-up, depressive symptoms in the CBITS group significantly decreased (by 17 percent) but did not change in the waitlist group. 

· Similarly, PTSD symptoms in the CBITS group significantly decreased from pretest to 3-month follow-up (by 29 percent), but the reduction in the waitlist group of 13 percent was not statistically significant. 

· Of the 83 students with clinical depressive symptoms at baseline (i.e., serious levels of depression), mean depression scores for the CBITS group dropped significantly at posttest (by 22 percent) compared with a nonsignificant drop of 5 percent in the waitlist group. 

· Similarly, of the 180 children with clinically significant PTSD symptoms at baseline (i.e., serious levels of PTSD), follow-up scores declined significantly in the treatment group (by 35 percent), compared with a nonsignificant decline of 16 percent in the waitlist group.


Results of the second study included the following:

· At the 3-month follow-up, students who received the CBITS intervention had significantly lower self-reported symptoms of PTSD and depression than those students in the waitlist control group.

· Parents of children in the CBITS intervention group exhibited significantly less psychosocial dysfunction than those parents of children in the waitlist control group.

· Three months after completing the intervention, students who initially received the intervention maintained the level of improvement seen immediately after the program ended. At 6 months, after participating in CBITS, improvement in children on the waitlist was comparable with that of those children who completed the program first.


Teachers did not report a significant difference in classroom behavior between students who received the CBITS intervention and the waitlist control students.
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	Coping Power Program

	 



	

	Intervention:
The Coping Power Program is a multicomponent preventive intervention for aggressive children that uses the contextual sociocognitive model as its conceptual framework. The sociocognitive model concentrates on the contextual parenting processes and on children’s sequential cognitive processing. It posits that aggressive children have cognitive distortions at the appraisal stage of sociocognitive processing because of their difficulties in encoding incoming social information and in accurately interpreting social events and others’ intentions. These children also have cognitive deficiencies at the problem solution stage of sociocognitive processing; they tend to generate maladaptive solutions for perceived problems. The contextual sociocognitive model also emphasizes parenting processes in the development and escalation of problem behaviors. Child aggressive behavior arises most fundamentally out of early contextual experiences with parents who provide harsh or irritable discipline, poor problem-solving, vague commands, and poor monitoring of their children’s behavior.

On the basis of this contextual sociocognitive model, Coping Power Program was developed with parent and child components. Intervention covers 15 months (the 2nd half of 1 academic year and all of the next). The child component includes eight intervention sessions in the 1st intervention year and 25 in the 2nd intervention year. Each group session lasts 40–60 minutes. The sessions include four to six boys and are co-led by a program specialist with a master’s or doctoral degree in psychology or social work and by a school guidance counselor. The Coping Power child component was derived primarily from a previously evaluated 18-session Anger Coping Program. The Coping Power child component sessions emphasize the following: behavioral and personal goal-setting, awareness of feelings and associated physiological arousal, use of coping self-statements, distraction techniques and relaxation methods when provoked and made angry, organizational and study skills, perspective taking and attribution retraining, social problem–solving skills, and dealing with peer pressure and neighborhood-based problems by using refusal skills.

The parent component consists of 16 group sessions over the same 15-month intervention period. It is delivered in groups of four to six single parents or couples. Groups usually meet at the boys’ schools and are led by two staff persons. Assertive attempts are made to promote parent attendance and to include both mothers and fathers in parent groups. The content of the parent component was derived from social-learning-theory–based parent training programs. Parents learn skills for identifying prosocial and disruptive behavioral targets in their children, rewarding appropriate child behaviors, giving effective instructions, establishing age-appropriate rules and expectations for children, applying effective consequences to negative child behavior, and establishing ongoing family communication through weekly family meetings. In addition, parents learn to support the sociocognitive skills that children learn in the Coping Power child component and to use stress-management skills to remain calm and in control during stressful or irritating disciplinary interactions with their children.

Evaluation Methodology:
The evaluation used a classical experimental design. A total of 1,578 fourth and fifth grade boys were screened for aggression, using a multiple-gating approach. Of those screened, 183 boys across two cohorts were selected for the study and randomly assigned to the child intervention–only condition (n=60), the child-plus-parent intervention condition (n=60), or the control condition (n=63). The children in the control condition received services as usual within their schools. There were no significant baseline differences between conditions for any of the variables, indicating that (even accounting for attrition) the three conditions were comparable at baseline.

Screening and baseline assessments were conducted in winter 1997 with two annual cohorts of fourth and fifth grade boys. Intervention began in spring of that academic year and continued throughout the following academic year, when the subjects were then in either fifth or sixth grade.

One-year follow-up assessments were collected 2 summers after intervention (when boys had completed either sixth or seventh grade). Five outcome measures were assessed: covert delinquency, overt delinquency, parent-reported substance use, child-reported substance use, and school behavior. Two of the outcome variables were assessed only at Time 3 (parent-reported substance use and school behavior) and the three other outcome variables had Time 1 scores that were included in analyses (child-reported substance use, covert delinquency, and overt delinquency). Overt and covert delinquency was assessed by boys’ self-reports of their delinquent behavior, using the National Youth Survey. The participants reported their rate of use of alcohol and of marijuana during the past year. These items were converted to binary variables (use, nonuse) and summed to create a youth self-report of substance use. Parents’ reports of youth substance use were assessed, with four items indicating the frequency and amount of alcohol and marijuana use that youths displayed in the past year. Standardized scores for each item were summed to create a parent-reported substance use score. Teachers rated children’s school behavioral improvement at school during the follow-up year. This Time 3 measure was the mean of two items, indicating children’s improvement in behavioral problems and in their problem-solving and anger management, using a 0 to 6 rating scale (from has gotten worse to great improvement). 

Performance Measures:
Measure: Increase grade point avergae

Source:school records
Measure: Increase school attendance

Source:school records
Measure: Increase standardized test scores

Source:school records
Measure: Improve attitude toward school

Source:KY School Bonding Questionnaire
Measure: Decrease number of school suspensions/expulsions

Source:school records
Measure: Decrease number of disciplinary actions

Source:school records
Measure: Decrease number of truant days

Source:school records
Measure: Decrease number of delinquent behaviors

Source:National Youth Survey (Child and Parent Report)
Measure: Decrease level of aggressive behavior

Source:Child Behavior Checklist and Behavior Assessment System for Children
Evaluation Outcome:
The evaluation results indicate that the Coping Power Program had significant impact on three of five follow-up outcomes. Specifically, boys who had participated in the program along with their parents had lower rates of self-reported covert delinquent behavior (theft, fraud, property damage) at the time of the 1-year follow-up, though there were no intervention effects on overt delinquency (assault, robbery). Moreover, the positive intervention effect on covert delinquency was apparent only for the children who had been in the Coping Power condition that had both the parent and child components.

The overall intervention results for substance use were mixed. Though there were no intervention effects on boys’ self-reported substance use, there were intervention effects on parent-reported substance. Thus, it appears that the Coping Power intervention did produce follow-up effects at least on the type of youth substance use that would be most apparent to parents.

The program also had significant follow-up effects on teachers’ ratings of children’s improvements in school behavioral problems during the academic year after the program was completed. Boys who had been in the program demonstrated increasing behavioral improvements in school throughout the follow-up year, suggesting that intervention-produced changes in children’s abilities to cope effectively with difficult peer and adult conflicts had continued to grow in the year following intervention.

Finally, both the parent and child components appear to have important roles in influencing boys’ functioning at a 1-year follow-up. While the child component influenced improvements in boys’ behavior at school, the parent component appeared to be the most critical intervention influence on boys’ covert delinquency and substance use at follow-up. In addition, there was evidence that Coping Power had clearer effects on white boys’ parent-rated substance use and school behavior functioning than was the case for minority children, most of whom were African-American.
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	Multisystemic Therapy

	 



	

	Intervention:
Multisystemic Therapy (MST) typically uses a home-based model of service delivery to reduce barriers that keep families from accessing services. Therapists have small caseloads of four to six families; work as a team; are available 24 hours a day, 7 days a week; and provide services at times convenient to the family. The average treatment involves about 60 hours of contact during a 4-month period. MST therapists concentrate on empowering parents and improving their effectiveness by identifying strengths and developing natural support systems (e.g., extended family, neighbors, friends, church members) and removing barriers (e.g., parental substance abuse, high stress, poor relationships between partners). Specific treatment techniques used to facilitate these gains are integrated from those therapies that have the most empirical support, including behavioral, cognitive-behavioral, and the pragmatic family therapies. This family–therapist collaboration allows the family to take the lead in setting treatment goals as the therapist helps them to accomplish their goals.

Evaluation Methodology:
The first controlled study of Multisystemic Therapy with juvenile offenders (Henggeler et al., 1986) evaluated the effectiveness of MST compared with usual community treatment for innercity juvenile offenders and their families. The study’s success led to several randomized trials and quasi-experimental studies aimed at extending the effectiveness of MST to other populations of youths who presented serious clinical problems and their families.

The National Institute of Mental Health–funded Simpsonville, S.C., study (Henggeler et al., 1992; Henggeler et al., 1993) examined MST as an alternative to the incarceration of violent and chronic juvenile offenders. The primary goals of the project were to decrease criminal activity, out-of-home placements, and cost of services. The project included 84 violent and chronic juvenile offenders, of whom 54 percent had been arrested for violent crimes. Their mean number of arrests was 3.5, and they averaged 9½ weeks of prior placement in correctional facilities. The average age of the youths was 15.2 years, and 77 percent were male. The average Hollingshead social class score was 25. Twenty-six percent lived with neither biological parent. Fifty-six percent were African-American, with the remainder white. Youths were assigned randomly to receive MST, using the family preservation model of service delivery (MST; n=43) or usual services provided by the South Carolina Department of Juvenile Justice (n=41). The average duration of treatment was 13 weeks. Assessment batteries, consisting of standardized measurement instruments, were administered pretreatment and posttreatment.

In the most comprehensive and extensive completed evaluation of MST to date (Borduin et al., 1995), the effectiveness of MST was compared with individual therapy (IT). Participants (n=200) were 12- to 17-year-old juvenile offenders and their families, referred from the local Department of Juvenile Justice office and randomly assigned to receive either MST (n=92) or IT (n=84). Twenty-four families refused services. The juvenile offenders were involved in extensive criminal activity as evidenced by their average of 4.2 previous arrests and the fact that 63 percent had been incarcerated previously. The average age of the youths was 14.8 years, with 67 percent male. Seventy percent were white, 30 percent African-American. Sixty-five percent were from families characterized by low socioeconomic class, and 53 percent lived with two parental figures. Standardized assessment batteries were conducted at pretreatment and posttreatment. 

Evaluation Outcome:
The results of the Simpsonville study showed that MST was effective at reducing rates of criminal activity and institutionalization. At the 59-week postreferral follow-up, youths receiving MST had significantly fewer rearrests and weeks incarcerated than did youths receiving usual services. At posttreatment, youths receiving MST reported a significantly greater reduction in criminal activity than did youths receiving usual services. Families receiving MST reported more cohesion, whereas reported family cohesion decreased in the usual services condition. Further, families receiving MST reported decreased adolescent aggression with peers, while such aggression remained the same for youths receiving usual services. Significantly, the relative effectiveness of MST was not moderated by demographic characteristics (e.g., race, age, social class, gender, and arrest and incarceration history). Similarly, preexisting problems in family relations, peer relations, social competence, behavior problems, and parental symptomatology were not differentially predictive of outcomes. Moreover, a 2.4-year follow-up (Henggeler et al., 1993) showed that MST doubled the percentage of youths who did not recidivate, in comparison with usual services.

In the second study, families receiving MST reported and evidenced more positive changes in their dyadic family interactions than did IT families at posttreatment. For example, MST families reported increased cohesion and adaptability and showed increased supportiveness and decreased conflict–hostility during family discussions, in comparison with IT families. Most important, results from a 4-year follow-up of recidivism showed that youths who received MST were significantly less likely to be rearrested than youths who received individual therapy. MST completers (n=77) had lower recidivism rates (22.1 percent) than MST dropouts (46.6 percent; n=15), IT completers (71.4 percent; n=63), IT dropouts (71.4 percent; n=21), and treatment refusers (87.5 percent; n=24). Moreover, MST dropouts were at lower risk of rearrest than IT completers, IT dropouts, and refusers. In addition, MST youths were less likely to be arrested for violent crimes (e.g., rape, attempted rape, sexual assault, aggravated assault, assault/battery) following treatment than were IT youths. Neither adolescent age, race, social class, gender, nor pretreatment arrest history moderated the effectiveness of MST.
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