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The family is often a key factor in the prosocial development of youth. Several literature reviews (Henggeler, 1989; Loeber and Dishion, 1983; Loeber and Stouthamer–Loeber, 1986; and Snyder and Patterson, 1987) support the contention that family functioning provides an early and sustained impact on family bonding, conduct disorders, school bonding, choice of peers, and subsequent delinquency.

The family is of critical importance because it is the primary social unit during the formative years of early childhood. It is the primary and sometimes sole source of emotional support, learning opportunities, moral guidance, self esteem, and physical necessities. But when the family fails to fulfill these responsibilities, the children often suffer the consequences (Kumpfer and Alvarado, 1997). Family dysfunction (family history of violence, favorable attitudes toward problem behaviors, poor socialization, poor supervision, poor discipline, family disorganization, family isolation, or family disruptions) is an important influence on future delinquent and antisocial behavior. Family dysfunction provides children with models and opportunities to engage in problem behavior. For example, family drug use is consistently linked to adolescent drug use (Newcomb and Bentler, 1988); children living in homes in which the marital relationship has been disrupted by divorce or separation are likely to display problem behaviors (Wells and Rankin, 1991), particularly depending on how much satisfaction they derive from their relationship with the parents (Videon, 2002); and family management practices such as failure to set clear expectations for children’s behavior, poor monitoring and supervision, and severe and inconsistent discipline consistently predict later delinquency and substance abuse (Capaldi and Patterson, 1996; Hawkins, Arthur, and Catalano, 1995).

This research suggests that improving family functioning should reduce problem behaviors. Today, there are several major categories of interventions designed to strengthen family functioning and thus prevent future problem behaviors. These family strengthening interventions include family skills training, family education, family therapy, family services, and family preservation programs. This section generically refers to family intervention programs as family therapy.

THEORETICAL CONTEXT
The family can wield tremendous influence on an adolescent’s risk for delinquency because it is the primary socialization context for children (Simons et al., 1998; Patterson, Reid, and Dishion, 1992). The theoretical foundation for this relationship is generally grounded in theories of social control believing that delinquent acts are more likely to occur when an individual’s bond to society is weak or broken (Hirschi, 1969). Under this perspective, the family acts as a socializing agent by introducing and endearing children to conventional norms and values. It argues that a strong affectionate tie between child and parent is one of the fundamental means for establishing this societal bond and thus for insulating adolescents from delinquency and other problem behaviors (Brook, Whiteman, Finch, and Cohen, 1998). Unfortunately, poor family functioning or nontraditional family structures can decrease or inhibit the development of parental attachment and thus break the bond with society, leaving individuals without the internal controls that discourage criminal behavior. Gottfredson and Hirschi (1990) argue that as a result of inept parenting some adolescents tend to be impulsive, defiant, physical, and risk-taking (Stewart et al., 2002; Conger, Patterson, and Ge, 1995). Such youths are more strongly attracted to delinquent acts than are those who have been socialized to possess strong internal controls. However, ineffective parenting is seen as a result of two factors (Thornberry, 1987; Simons, Chao, and Conger, 2001). First, parents and children tend to be similar in their temperament, personality, and cognitive abilities (Plomin, Chipuer, Loehlin, 1990). Thus, there is a tendency for impulsive, aggressive children to have parents who also possess these characteristics, and these characteristics tend to interfere with effective parenting. Second, recent research indicates that parent–child interaction is a reciprocal process. In other words, not only does ineffective parenting increase the probability of child conduct disorders, but also hostile, obstinate child behavior often elicits negative parenting behavior—resulting in a reduction in effective parenting (Patterson, Reid, and Dishion, 1992). Thus the personal characteristics of the parents combine with the difficult behavior of the child to create a volatile mixture of antagonistic relationships. 

Consequently, it is imperative that delinquency prevention programs reinforce the parent– child bond as a means of preventing delinquent behavior. One way of reinforcing the parent–child relationship is to decrease risk factors and increase protective factors for delinquent behavior through parent training and family strengthening programs. These programs address important family protective factors such as parental supervision, attachment to parents, and consistency of discipline (Huizinga, Loeber, and Thornberry, 1995). They also address some of the most important family risk factors such as poor supervision, excessive family conflict, family isolation, sibling drug use, and poor socialization (Kumpfer and Alvarado, 1995).

EVIDENCE OF IMPACT
This section examines the scientific research regarding family strengthening programs. These programs concentrate on changing the maladaptive patterns of interaction and communication in families in which youths already exhibit behavioral problems. In addition, some family strengthening programs use multicomponent interventions, including behavioral parent training, child social skills training, and family therapy. These multicomponent programs are known as family skills training. Family strengthening programs typically are implemented with youths diagnosed with mild emotional and behavioral problems such as conduct disorder, depression, and school or social problems. The program is usually conducted by trained therapists in clinical settings with the parents and child. Kumpfer (1999) identifies several types of family strengthening techniques. They include the following: 

■ Structural family therapy (Minuchin, 1974; Szapocznik et al., 1983; Powell and Dosser, 1992) stresses families’ coping skills and strategies as well as learning new ways to respond.

■ Strategic family therapy (Haley, 1963; Szapocznik and Kurtines, 1989) is pragmatic and goal oriented. 

■ Structural–strategic family therapy (Stanton and Todd, 1982), as the name implies, combines a concentration on patterns of family interactions with goal-specific approaches. 

■ Behavioral family therapy programs (those with a therapist working with one family) or behavior family training (those with a therapist working with several families in a group) contain separate skill-building training for parents and children during part of the session (Rosenthal and Bandura, 1978). The family is then brought together for activities during the last part of the therapy session.

■ Functional family therapy (Alexander and Parsons, 1973; Alexander and Parsons, 1982) is a short-term approach designed to engage and motivate youths and families to change negative affect (Alexander et al., 2000).

■ Multisystemic family therapy addresses delinquent youth behavior within the context of the family, school, and community. Interventions are goal oriented and emphasize development of family strengths (Henggeler and Borduin, 1990).

According to Howell (1995), who looked at several meta-analyses and evaluations of various therapy models, early research indicates that family therapy is effective in reducing family conflict and children’s antisocial behavior. For example, Functional Family Therapy (FFT) is geared to help youths ages 11–18 who are at risk for, or are engaging in, delinquent behavior such as violence and substance abuse or who have been diagnosed with conduct disorder, appositional defiant disorder, or disruptive behavior disorder. The intervention consists of 8–12 hours of direct service for mild cases (26–30 hours for serious cases) and is delivered in several phases. Eleven matched or randomly assigned control/comparison group studies were conducted between 1973 and 1997, with follow-ups at 1, 2, 3, and 5 years. The model has been applied to populations in urban and rural settings and among many racial and ethnic groups. The results suggest that FFT has produced reductions in recidivism, out-of-home placements, or subsequent sibling referrals of at least 25 percent and as much as 55 percent (Alexander et al., 1998).

Another effective family-focused intervention is Multisystemic Therapy (MST) ,which targets chronic, violent, or substance-abusing juvenile offenders (ages 12–17) who are at risk for out-of-home placement (as are their families). MST services are delivered in the home, school, and community rather than in a clinic or residential treatment setting. Emphasis is placed on promoting behavior change in the youth’s own environment. Services are more intensive than traditional family therapies and include several hours of treatment per week rather than the traditional 50 minutes. The emphasis is on developing an indigenous support network for the family in which the family is empowered to handle difficulties with the offending youth, and the youth is empowered to cope with family, peer, school, and neighborhood problems. Four randomized clinical trials compared the effectiveness of MST with usual community treatment for juvenile offenders and their families. Offenders in the MST group showed reductions in re-arrest rates between 25 and 70 percent. There were reductions in out-of-home placements between 47 and 64 percent in the three studies where data were obtained. Drug-related arrests decreased in three sites where researchers gather data for this outcome. One site showed decreased aggression; in the other two sites there was no difference (Henggeler et al., 1998).

The Strengthening Families Program is a family-focused intervention consisting of seven consecutive weekly skill-building sessions. Parents and children work separately in training sessions and then participate together in a session to practice the skills they have learned. The program was evaluated in three longitudinal studies. The first evaluated the Iowa Strengthening Family Program between 1986 and 1998, with a sample of families of sixth graders. At 4 years following the pre-test, the experimental group showed positive effects on parenting behaviors targeted by the intervention through the 8th grade follow-up; improvement in peer resistance skills and reduction in affiliations with antisocial peers at 7th, 8th, and 10th grade follow-up; lower probabilities of alcohol, tobacco, and marijuana use; lower rates of alcohol initiation through the 10th grade follow-up; and lower past-month cigarette use in the 10th grade (Molgaard, Spoth, and Redmond, 2000).

Multidimensional Treatment Foster Care (MTFC) is a family therapy program that targets children and adolescents ages 11–18 who have histories of chronic and severe criminal behavior and are at risk for incarceration. Community foster families are recruited and trained to provide out-of-home placements for juvenile offenders or children at risk for detention. These families are paid a stipend, and placements are usually for 6 to 9 months. The families are contacted daily by a case manager and are supported through weekly meetings. Youths receive individual therapy, and biological (or adoptive) families receive weekly family therapy. There is frequent contact, including home visits, between the youths and their biological (or adoptive) families. Emphasis is placed on teaching youths interpersonal skills and on increasing participation in positive social activities, including sports and hobbies. In a randomized treatment/control evaluation, 79 boys ages 12–17 who were mandated into out-of-home care by the juvenile court were assigned to placement in MTFC or regular group care. After 1 year from exit, the MTFC group had fewer than half as many arrests as those in group care (2.6 offenses versus 5.4). Nearly three times as many participants in group care ran away or were expelled, compared with the MTFC group (Chamberlain and Mihalic, 1998).

In summary, the research regarding family strengthening initiatives is impressive. Overall, analyses of family-based programs find that family strengthening initiatives (compared with programs that concentrate solely on parents or children) have more immediate and direct impact on improving family relationships, support, and communication and on reducing family conflict (Kumpfer and Alvarado, 1997; Szapocznik and Kurtines, 1989; Szapocznik, 1997). 
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Validated Family Therapy Programs
	Brief Strategic Family Therapy

	 



	

	Intervention:
Brief Strategic Family Therapy (BSFT) is a family-based intervention designed to prevent and treat child and adolescent behavior problems. BSFT targets children and adolescents who are displaying—or are at risk for developing—behavior problems, including substance abuse. BSFT is based on the fundamental assumption that adaptive family interactions can play a pivotal role in protecting children from negative influences and that maladaptive family interactions can contribute to the evolution of behavior problems and consequently are a primary target for intervention. The goal of BSFT is to improve a youth’s behavior problems by improving family interactions that are presumed to be directly related to the child’s symptoms, thus reducing risk factors and strengthening protective factors for adolescent drug abuse and other conduct problems. The therapy is tailored to target the particular problem interactions and behaviors in each client family. Therapists seek to change maladaptive family interaction patterns by coaching family interactions as they occur in session to create the opportunity for new, more functional interactions to emerge. Major techniques used are joining (engaging and entering the family system), diagnosing (identifying maladaptive interactions and family strengths), and restructuring (transforming maladaptive interactions). BSFT is a short-term, problem-oriented intervention. A typical session lasts 60 to 90 minutes. The average length of treatment is 12 to 15 sessions over more than 3 months. For more severe cases, such as substance-abusing adolescents, the average number of sessions and length of treatment may be doubled. Treatment can take place in office, home, or community settings.

Evaluation Methodology:
Numerous studies have looked at the effectiveness of BSFT. The most comprehensive study used an experimental pretest–posttest design with 104 families of African-American (n=25) or Hispanic (n=79) descent. Families were eligible for the study if they had a of 12- to 14-year-old child about whom the family or school reported a complaint of externalizing problems in the form of misconduct, internalizing problems in the form of anxiety/depression, had significant academic problems, or had initiated drug or alcohol use. Adolescents who had attempted suicide were not excluded form the study. The sample was 75 percent male, with a mean age of 13.1. Participants were randomized to the experimental condition or the community comparison condition. The two groups were not significantly different. The experimental group received BSFT, while the comparison group received whatever therapy the particular community agency used. Researchers assessed the adolescents’ behavior problems as well as engagement and retention in treatment. 

Evaluation Outcome:
The evaluation found positive results similar to other evaluations. BSFT was able to engage and retain a significantly larger number of cases than other forms of treatment. Families in the treatment group were more likely to engage in treatment (81percent versus 61 percent) and once engaged were more likely to stay in treatment to completion (71 percent versus 42 percent). Families in BSFT were 2.3 times as likely to engage and complete treatment than families in the comparison group. Researchers also found that BSFT was more successful at retaining cases with high levels of conduct disorder. Despite the higher percentage of difficult-to- treat cases, BSFT achieved comparable, if not slightly better, treatment effects on behavior problems than the comparison condition.

Past research has also shown improvements in self-concept and family functioning, as well as reductions in substance abuse, conduct problems, emotional problems, and associations with antisocial peers.

References:
Szapocznik, José, W.M. Kurtines, F. Foote, A. Perez–Vidal, and Olga E. Hervis. 1986. “Conjoint Versus One-Person Family Therapy: Further Evidence for the Effectiveness of Conducting Family Therapy Through One Person.” Journal of Consulting and Clinical Psychology 54(3):395–97.

Szapocznik, José, A. Perez–Vidal, Olga E. Hervis, A.L. Brickman, and W.M. Kurtines. 1989. “Innovations in Family Therapy: Strategies for Overcoming Resistance to Treatment.” In R.A. Wells and V.J. Giannetti (eds.). Handbook of the Brief Psychotherapies. New York, N.Y.: Plenum Press, 93–114.

Szapocznik, José, A.T. Rio, and W.M. Kurtines. 1991. “University of Miami School of Medicine: Brief Strategic Family Therapy for Hispanic Problem Youth.” In L.E. Beutler and M. Crago (eds.). Psychotherapy Research: An International Review of Programmatic Studies. Washington, DC: American Psychological Association, 123–32.

Szapocznik, José, A. Rio, E. Murray, R. Cohen, M.A. Scopetta, A. Rivas–Vasquez, Olga E. Hervis, and V. Posada. 1989. “Structural Family Versus Psychodynamic Child Therapy for Problematic Hispanic Boys.” Journal of Consulting and Clinical Psychology 57(5):571-78.

Szapocznik, José, and R.A. Williams. 2000. “Brief Strategic Family Therapy: 25 Years of Interplay Among Theory, Research, and Practice in Adolescent Behavior Problems and Drug Abuse.” Clinical Child and Family Psychology Review 3(2):117–35.

Szapocznik, J., Hervis, O.E., & Schwartz, S. 2003. Brief strategic family therapy for adolescent drug abuse (NIH Publication No. 03-4751). NIDA Therapy Manuals for Drug Addiction. Rockville, MD: National Institute on Drug Abuse. 




	Functional Family Therapy

	 



	

	Intervention:
Functional Family Therapy (FFT) is a family-based prevention and intervention program for dysfunctional youths ages 11 to 18 that has been applied successfully in a variety of multi-ethnic, multicultural contexts to treat a range of high-risk youths and their families. It integrates several elements (established clinical theory, empirically supported principles, and extensive clinical experience) into a clear and comprehensive clinical model. The FFT model allows for successful intervention in complex and multidimensional problems through clinical practice that is flexibly structured and culturally sensitive.

The model includes specific phases: engagement/motivation, behavior change, and generalization. Engagement and motivation are achieved through decreasing the intense negativity often characteristic of high-risk families. The behavior change phase aims to reduce and eliminate the problem behaviors and accompanying family relational patterns through individualized behavior change interventions (skill training in family communication, parenting, problem-solving, and conflict management). The goal of the generalization phase is to increase the family’s capacity to adequately use multisystemic community resources and to engage in relapse prevention.

FFT ranges from an average of 8 to 12 one-hour sessions for mild cases and incorporates up to 30 sessions of direct service for families in more difficult situations. Sessions are generally spread over a 3-month period and can be conducted in clinical settings as an outpatient therapy and as a home-based model.

Evaluation Methodology:
Several evaluation studies using matched or randomly assigned control/comparison group designs were conducted between 1973 and 1997. The studies have included follow-up periods of 1, 2, 3, and 5 years. The model has been applied to populations in urban and rural settings and among many racial and ethnic groups.

For instance, in one of the first randomized trials of FFT, 86 families of delinquents were randomly assigned to one of four treatment conditions: 1) no treatment, 2) a client-centered family approach, 3) an eclectic–dynamic approach, or 4) FFT. The evaluation was developed to measure three levels of outcomes: process changes in family interaction, recidivism rates of the youths, and the rate of sibling contact with the court 2½ to 3½ years following the intervention.

In a comparison study, 27 delinquents (male and female) who had either recently been placed out of the home or for whom placement was imminent were court-referred to FFT. A comparison group of 27 lower risk delinquents received only probation. Outcomes were measured by the number and severity of offenses during 2½ years following group assignment. 

Evaluation Outcome:
In multiple evaluations of FFT, the findings show that when compared with standard juvenile probation services, residential treatment, and alternative therapeutic approaches, FFT is highly successful. The outcome findings of the research conducted during the past 30 years show that when compared with no treatment, other family therapy interventions, and traditional juvenile court services (e.g., probation), FFT can reduce adolescent re-arrests by up to 60 percent. Moreover, both randomized trials and comparison group studies show that FFT significantly reduces recidivism for a wide range of juvenile offense patterns. In addition, studies have found that FFT dramatically reduces the cost of treatment. A Washington State study, for example, shows savings of up to $14,000 per family. FFT also significantly reduces potential new offending for siblings of treated adolescents.
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	Intervention:
HOMEBUILDERS is an intensive, in-home family preservation and reunification program for families with children (birth to 18) returning from or at risk of placement into foster care, group or residential treatment, psychiatric hospitals, or juvenile justice facilities. The HOMEBUILDERS Model is designed to eliminate barriers to service, while using research-based interventions to improve parental skills, parental capabilities, family interactions, children’s behavior, and family safety. 

The core program strategies are

· Accessibility. Services are provided in the family’s home and community (e.g., school) at times convenient to families, including evenings, weekends, and holidays. HOMEBUILDERS therapists are available 24 hours a day, 7 days a week for crisis intervention.

· Flexibility. Intervention strategies and methods are tailored to meet the needs, values, and lifestyles of each family.

· Time limited and low caseload. Families can be referred for either a 4- to 6-week high-intensity intervention (therapist caseload of two) or for a 90-day moderate-intensity intervention (therapist caseload of five to six). Service duration is based on safety and treatment needs; 80–100 hours of total service are provided, with an average of 45 hours of face-to-face contact with the family.

· Strengths based. Therapists help clients identify and prioritize goals, strengths, and values and help them use and enhance strengths and resources to achieve their goals.

· Ecological/holistic assessment and individualized treatment planning. Assessments of family strengths, problems, and barriers to service/treatment, and outcome-based goals and treatment plans are completed collaboratively with each family.

· Research-based treatment practices. Therapists use evidence-based treatment practices, including motivational interviewing, behavioral parent training, cognitive behavior therapy and change strategies, and relapse prevention. Therapists teach family members a variety of skills, including child behavior management, effective discipline, positive behavioral support, communication skills, problem-solving skills, resisting peer pressure, mood management skills, safety planning, and establishing daily routines.

· Support and resource building. Therapists help families assess their formal and informal support systems and develop and enhance ongoing supports and resources for maintaining and facilitating changes.

· Critical thinking framework. Therapists, supervisors, and managers use a critical thinking framework for assessing, planning, implementing, and evaluating progress and outcomes.


The primary intervention components of the HOMEBUILDERS Model are engaging and motivating family members; conducting holistic, behavioral assessments of strengths and problems; developing outcome-based goals; using evidence-based cognitive/behavioral interventions; teaching skills to facilitate behavior change; and developing and enhancing ongoing supports and resources. HOMEBUILDERS programs have been successfully implemented in diverse and multiethnic/multicultural communities across the United States and other countries.

Evaluation Methodology:
HOMEBUILDERS has been evaluated both formally and informally since it was established in 1974. The most comprehensive evaluation was the Michigan Families First Effectiveness Study. Michigan Families First uses the HOMEBUILDERS Model with its clients. The evaluation consisted of an experimental design with randomization to Families First (n=120) or foster care (n=82). The treatment group was 55 percent male, with an average age of 7.7 (SD=5.4 years). The comparison group was 48 percent male, with an average age of 7.3 (SD=4.6 years). The parents of the children in both groups were mostly African-American (77.5 percent and 62 percent, respectively) or white (18.5 percent and 27.5 percent, respectively). Data was collected from the birth parent or primary caregiver at baseline, then again at 6 months’ and 12 months’ follow-up. 

Performance Measures:
Measure: Improve school performance

Source:North Carolina Family Assessment Scale
Measure: Decrease the number of problem behaviors

Source:North Carolina Family Assessment Scale
Measure: Decrease the number of out of home placements

Source:North Carolina Family Assessment Scale
Measure: Improve level of family functioning

Source:North Carolina Family Assessment Scale
Measure: Improve level of family bonding

Source:North Carolina Family Assessment Scale
Measure: Improve use of positive parenting skills

Source:North Carolina Family Assessment Scale
Measure: Improve level of parental supervision

Source:North Carolina Family Assessment Scale
Measure: Decrease level of family violence

Source:North Carolina Family Assessment Scale
Measure: Decrrease frequency of AOD use

Source:North Carolina Family Assessment Scale
Evaluation Outcome:
The Michigan Families First study showed that at 12 months 93 percent of treatment children were still living at home, while only 43 percent of those in the comparison group were living at home. Both groups reported little to no subsequent abuse and neglect after the start of the study. Also, there was little police involvement and there were few arrests in both groups. School behavior between the two groups was similar.

Other evaluations of the HOMEBUILDERS program generally report positive outcomes. For instance, a single-group study of 1,506 children reported that 83 percent avoided out-of-home placement 12 months after intake. Another study of 453 families showed that few children in the treatment group were in out-of-home placement by the end of treatment, and 12 months after the start of treatment this increased to about one third of the sample. In addition, placement rates were higher for the comparison group than for the treatment group (85 percent of the comparison group compared with 44 percent of the treatment group) 12 months after the program. Some program outcomes produced mixed results, possibly owing to the use of heterogeneous client samples.
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	Intervention:
Multidimensional Family Therapy (MDFT) is a family-based treatment and substance-abuse prevention program developed for adolescents with drug and behavior problems. The multidimensional perspective suggests that symptom reduction and enhancement of prosocial and appropriate developmental functions occur by facilitating adaptive developmental events and processes in several domains of functioning. The treatment seeks to significantly reduce or eliminate an adolescent’s substance abuse and other problem behavior and to improve overall family functioning through multiple components, assessments, and interventions in several core areas of life. The objectives for the adolescent include transformation of a drug-using lifestyle into a developmentally normative lifestyle and improved functioning in several developmental domains. The objectives for the parent include blocking parental abdication by facilitating parental commitment and investment, improving the overall relationship and day-to-day communication between parent and adolescent, and increasing knowledge about and changes in parenting practices (e.g., limit-setting, monitoring, appropriate autonomy granting).

There are two intermediate intervention goals for every family: helping the adolescent achieve an interdependent attachment bond to parents and family, and helping the adolescent forge durable connections with prosocial influences such as schools, peer groups, and recreational and religious institutions.

Evaluation Methodology:
Several studies have been conducted on Multidimensional Family Therapy in a variety of community-based clinical settings, targeting a range of populations. In the first trial, 182 clinically referred marijuana- and alcohol-abusing adolescents were randomized to one of three treatments: MDFT, adolescent group therapy (AGT), or multifamily educational intervention (MFEI). The amount of treatment in all three treatment conditions was controlled so that each treatment consisted of 14 to 16 weekly, office-based therapy sessions. A theory-based multimodal assessment strategy measured symptom changes and prosocial functioning at intake, termination, and 6 and 12 months following termination. Participants were drug-using adolescents who at the time of intake had, on average, a 2½-year history of drug use. Eighty percent were male. Fifty-one percent were white non-Hispanic, 18 percent African-American, 15 percent Hispanic, and 16 percent other ethnicities. Forty-eight percent came from single-parent households, 31 percent two-parent, and 21 percent stepparent. Median yearly family income was $25,000. Youths were primarily polydrug users, coupling near daily use of marijuana and alcohol with weekly use of cocaine, hallucinogens, or amphetamines. Sixty-one percent were on juvenile probation.

A second trial examined MDFT in comparison with Cognitive-Behavioral Therapy (CBT). Two-hundred twenty-four adolescents referred to a community clinic for substance abuse treatment were randomly assigned to one of the two treatments. The final sample was primarily male (81 percent), African-American (72 percent), and low income (38 percent reported total yearly family incomes of less than $10,000; 23 percent between $10,000 and $20,000)—with 41 percent of families on public assistance. Seventy-five percent were referred from the juvenile justice system, with 55 percent on juvenile probation at the time of intake. Self-reported adolescent drug use and adolescent-reported and parent-reported externalizing and internalizing symptomatology were assessed at intake and again at 6 and 12 months following treatment termination. The analyses employed Hierarchical Linear Models (commonly known as HLM) and progressed through two different stages.

A prevention intervention version of MDFT has been tested in a controlled prevention trial that evaluated immediate postintervention outcomes for a group of at-risk, innercity young adolescents and their families. The sample was recruited from a community youth program and randomly assigned to the treatment (n=61) or control group (n=63). The sample was 56 percent female, with a mean age of 12½ years, and was 97 percent African-American. Four variables—self-competence, family, school, and peer functioning—were assessed. 

Evaluation Outcome:
The first evaluation demonstrated that MDFT resulted in the greatest and most consistent improvements in adolescent substance abuse and associated behavior problems. The MDFT group had the greatest number of youth with a clinically significant change in drug use—45 percent versus 32 percent in AGT and 26 percent in MFEI. Only adolescents in the MDFT group reported significant improvements in family competence and grade point average. MDFT also was better at keeping adolescents in treatment; 30 percent failed to complete treatment compared with 34 percent in MFEI and 48 percent in AGT. 

When compared with CBT, MDFT was shown to have longer lasting treatment effects. Both therapies reduced symptomatology from pretreatment to posttreatment across the three domains that were tested: drug use, externalizing symptoms, and internalizing symptoms. However, only adolescents who received MDFT were able to maintain these changes after the termination of treatment. 

When MDFT is used for prevention the results also show positive changes. When compared with controls, adolescents and their families who received MDFT showed gains on four key indicators of adolescent well-being: increased self-concept, increased family cohesion, increased bonding to school, and decreased association with antisocial peers. The treatment group also showed evidence of reversing negative developmental trends.
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	Intervention:
Multidimensional Treatment Foster Care (MTFC) is a behavioral treatment alternative to residential placement for adolescents who have problems with chronic antisocial behavior, emotional disturbance, and delinquency. It is based on the Social Learning Theory model that describes the mechanisms by which individuals learn to behave in social contexts and the daily interactions that influence both prosocial and antisocial patterns of behavior. The intervention is multifaceted and occurs in multiple settings. The intervention activities include

· Behavioral parent training and support for MTFC foster parents 

· Family therapy for biological parents (or other aftercare resources) 

· Skills training for youth 

· Supportive therapy for youth 

· School-based behavioral interventions and academic support 

· Psychiatric consultation and medication management, when needed


There are three components of the intervention that work in unison to treat the youth: MTFC Parents, the Family, and the Treatment Team.

1. MTFC Parents. The program places a youth in a family setting with specially trained foster parents for 6 to 9 months. The foster parents are recruited, trained, and supported to become part of the treatment team. They provide close supervision and implement a structured, individualized program for each child. MTFC parents are supported by a case manager who coordinates all aspects of their youngster’s treatment program. In addition, MTFC parents are contacted daily (Monday through Friday) by telephone to provide the Parent Daily Report (PDR) information, which is used to relay information about the child’s behavior over the last 24 hours to the treatment team and to provide quality assurance on program implementation. MTFC parents are paid a monthly salary and a small stipend to cover extra expenses.

2. The Family. The birth family receives family therapy and parent training. Families learn to provide consistent discipline, to supervise and provide encouragement, and to use a modified version of the behavior management system used in the MTFC home. Therapy is provided to prepare parents for their child’s return home and to reduce conflict and increase positive relationships in the family. Family sessions and home visits during the child’s placement in MTFC provide opportunities for the parents to practice skills and receive feedback.

3. The Treatment Team. The MTFC treatment team is led by a program supervisor who also provides intensive support and consultation to the foster parents. The treatment team also includes a family therapist, an individual therapist, a child skills trainer, and a daily telephone contact person (PDR caller). The team meets weekly to review progress on each case, review the daily behavioral information collected by telephone, and adjust the child’s individualized treatment plan. 

There are three versions of MTFC, each serving specific age groups. Each version has been subjected to rigorous scientific evaluations. The versions are MTFC–P (for preschool children, ages 3 to 5), MFFC–L (for latency-aged children, 6–11), and MTFC–A (for adolescents, 12–17).

Evaluation Methodology:
Eight randomized trials and numerous other studies have provided evidence of the feasibility and effectiveness of MTFC. This section reviews the four most comprehensive studies.

Study 1, a full-scale clinical trial conducted during 1990–96, was the largest and most comprehensive. Seventy-nine 12- to 17-year-old male juvenile offenders with histories of chronic and serious delinquency were randomly assigned to treatment in MTFC or group care (GC) for an average of 7 months. The sample was 85 percent white, 6 percent African-American, 6 percent Hispanic, and 3 percent Native American. In GC the boys lived with 6–15 others who had similar delinquency histories. In MTFC, boys were placed individually in homes with families recruited from the community. The MTFC parents were trained in behavior management skills and were closely supervised. Data was collected on official arrests and confidential reports of criminal activity. The number of days each boy was incarcerated was tracked, as was information on school attendance, academic advancement, and mental health. Data was collected every 2 months for a year.

Study 2 compared the effectiveness of MTFC with typical community treatment for youths ages 9–18 leaving State mental hospitals. Cases were referred by the hospital community outreach team and randomly assigned to the treatment (n=10: 5 males, 5 females) or control group (n=10: 3 males, 7 females). The treatment group received MTFC, while control group members were placed in community settings such as a group home, a juvenile corrections training school, a secure residential treatment center, or remained in the State hospital. The control group received milieu, individual, or group therapy—or some combination of these three—depending on their placement. Measures included the PDR Checklist, which examined rates of problem behaviors; the Behavior Symptom Inventory, which examined the presence or absence of psychiatric symptoms; and the tracking of rehospitalizations.

To gauge the effectiveness of enhanced services and stipends for foster care parents, Study 3 followed 72 foster children from three Oregon counties for 2 years. The sample was 61 percent female, 86 percent white, 6 percent African-American, 4 percent Hispanic, and 4 percent other or mixed ethnicities. Their foster parents were randomly assigned to three groups: 1) assessment only, in which parents were neither paid for their participation nor given enhanced training and support; 2) payment only, in which parents were paid for their participation but did not receive enhanced training or support; and 3) enhanced training and support, in which parents did not receive payment but did receive enhanced training and support (ETS). Foster parents and children were assessed before placement, shortly after placement, 3 months afterward, and 2 years afterward.

Study 4 was a 2-year follow-up of girls with serious and chronic delinquency. Eighty-one chronic female offenders were randomly assigned to MTFC (n=37) or to community-based group care (n=44). Each participant was mandated by the juvenile court to receive out-of-home care owing to her chronic delinquency with an average of 11 lifetime criminal referrals. Participants were 13–17 years old with an average age of 15 at baseline. The sample was 74 percent white, 68 percent were from single-parent families, and 32 percent were from families with an annual income of less than $10,000. There were no differences on the rates or types of baseline offenses or other demographic characteristics. The intervention group received MTFC with a few adaptations for female offenders, such as an added emphasis on teaching them how to avoid aggression in social relationships (e.g., by talking to friends about distressing situations) and how to regulate their emotions (e.g., with coping and problem-solving strategies). 

Evaluation Outcome:
Overall, the evaluation results showed that MTFC was not only feasible but also, compared with alternative residential treatment models, more cost-effective and led to better outcomes for children and families. 

Specifically, Study 1 found that, compared with the control group (GC), MTFC youths spent 60 percent fewer days in incarceration during the 12-month follow-up, had significantly fewer subsequent arrests, and had significantly less hard-drug use. A significantly greater proportion of boys in MTFC completed their programs successfully (73 percent versus 36 percent). In addition, MTFC boys reported significantly fewer psychiatric symptoms, had better school adjustment, returned to their family homes after treatment more often, and rated their lives as happier, compared with boys in GC.

Study 2 results showed that juveniles in the MTFC group were placed out of the hospital at a significantly higher rate. In fact, during the 7-month follow-up period, 33 percent of the control participants remained in the hospital the entire time because no appropriate aftercare resource could be identified. More MTFC youth were placed in family settings, while control youth tended to be placed in institutional settings. There were no differences found in rehospitalization rates or in rates of child reports of psychiatric symptoms. Significant differences favoring MTFC participants were found in adult reports of child problem behaviors.

Study 3 found that fewer foster parents in MTFC ETS groups dropped out; that is, there was a significantly higher retention rate for foster parents in ETS. In terms of adolescent outcomes, youth whose foster parents participated in the ETS group had significantly fewer disruptions in their placements. In addition, 3 months after the study, children in the ETS group showed the largest drop in the rate of problem behaviors. However, the ETS group initially showed a significantly higher rate of problem behaviors at baseline.

Study 4 showed that more participation in MTFC resulted in better outcomes (in terms of days in locked settings, number of criminal referrals, and self-reported delinquency) than placement in GC at 12- and 24-month follow-ups. Findings showed effects at the 1-year follow-up were maintained at the 2-year assessment with a slightly larger effect size and that trajectories of reductions across the course of the study were significantly larger for MTFC. The number of days in locked facilities displayed the largest effect size in this study. MTFC girls spent more than 100 fewer days in locked settings at the 2-year assessment than GC girls (mean difference=104.82 days).
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