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EDITOR'S INTRODUCTION 

Introduction 

The demand for effective violence and crime prevention programs has never been greater. As our 
communities struggle to deal with the violence epidemic of the 1990s in which we have seen the 
juvenile homicide rate double and arrests for serious violent crimes increase 50 percent between 
1984 and 1994,~ the search for some effective ways to prevent this carnage and self-destructiveness 
has become a top national priority. To date, most of the resources committed to the prevention and 
control of youth violence, at both the national and local levels, has been invested in untested pro- 
grams based on questionable assumptions and delivered with little consistency or quality control. 
Further, the vast majority of these programs are not being evaluated. This means we will never know 
which (if any) of them have had some significant deterrent effect; we will learn nothing from our 
investment in these programs to improve our understanding of the causes of violence or to guide our 
future efforts to deter violence; and there will be no real accountability for the expenditures of 
scarce community resources. Worse yet, some of the most popular programs have actually been 
demonstrated in careful scientific studies to be ineffective, and yet we continue to invest huge sums 
of money in them for largely political reasons. 

What accounts for this limited investment in the evaluation of our prevention programs? First, there 
is little political or even program support for evaluation. Federal and state violence prevention 
initiatives rarely allocate additional evaluation dollars for the programs they fund. Given that the 
investment in such programs is relatively low, it is argued that every dollar available should go to the 
delivery of program services, i.e., to helping youth avoid involvement in violent or criminal behav- 
ior. Further, the cost of conducting a careful outcome evaluation is prohibitive for most individual 
programs, exceeding their entire annual budget in many cases. Finally, many program developers 
believe they know intuitively that their programs work, and thus they do not think a rigorous evalu- 
ation is required to demonstrate this. 

Unfortunately, this view and policy is very shortsighted. When rigorous evaluations have been con- 
ducted, they often reveal that such programs are ineffective and can even make matters worse. 2 
Indeed, many programs fail to even address the underlying causes of violence, involve simplistic 
"silver bullet" assumptions (e.g., I once had a counselor tell me there wasn't a single delinquent 
youth he couldn't "turn around" with an hour of individual counseling), and allocate investments of  
time and resources that are far too small to counter the years of exposure to negative influences of  
the family, neighborhood, peer group, and the media. Violent behavior is a complex behavior pat- 
tern which involves both individual dispositions and social contexts in which violence is normative 
and rewarded. Most violence prevention programs focus only on the individual dispositions and fail 
to address the reinforcemenis for violence in the social contexts where youth live, with the result that 
positive changes in the individual's behavior achieved in the treatment setting are quickly lost when 
the youth returns home to his or her family, neighborhood, and old friends. 

Progress in our ability to effectively prevent and control violence requires evaluation. A responsible 
accounting to the taxpayers, private foundations, or businesses funding these programs requires that 
we justify these expenditures with tangible results. No respectable business or corporation would 
invest millions of dollars in an enterprise without checking to see if it is profitable. No reputable 
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physician would subject a patient to a medical treatment for which there was no evidence of its 
effectiveness (i.e., no clinical trials to establish its potential positive and negative effects). Our 
failure to provide this type of evidence has seriously undermined the public confidence in crime 
prevention efforts generally, and is at least partly responsible for the current public support for 
building more prisons and incapacitating youth--the public knows they are receiving some protec- 
tion for this expenditure, even if it is temporary. 

The prospects for effective prevention programs and a national prevention initiative have improved greatly 
during the past decade. We now have a substantial body of research on the causes and correlates of crime 
and violence. There is general consensus within the research community about the specific individual 
dispositions, contextual (family, school, neighborhood, and peer group) conditions, and interaction dy- 
namics which lead into and out of involvement in violent behavior. These characteristics, which have 
been linked to the onset, continuity, and termination of violence, are commonly referred to as "risk" and 
"protective" factors for violence. Risk factors are those personal attributes and contextual conditions 
which increase the likelihood of violence. Protective factors are those which reduce the likelihood of 
violence, either directly or by virtue of buffering the individual from the negative effects of risk factors. 3 
Programs which can alter these conditions, reducing or eliminating risk factors and facilitating protective 
factors, offer the most promise as violence prevention programs. 

While our evaluation of these programs is still 'quite limited, we have succeeded in demonstrating 
that some of these programs are effective in deterring crime and violence. This breakthrough in 
prevention programming has yet to be reflected in national or state funding decisions, and is admit- 
tedly but a beginning point for developing the comprehensive set of prevention programs necessary 
for developing a national prevention initiative. But we are no longer in the position of having to say 
that "nothing works." 

Ten proven programs are described in this series of Blueprints for  Violence Prevention. These 
Blueprints (which will be described later in this Editor's Introduction) are designed to be practical 
documents which will allow interested persons, agencies, and communities to make an informed 
judgmentabout  a proven program's appropriateness for their local situation, needs, and available 
resources. If adopted and implemented well, a community can be reasonably assured that these 
programs will reduce the risks of violence and crime for their children. 

Background 

The violence epidemic of the 1990s produced a dramatic shift in the public's perception of the 
seriousness of  violence. In 1982, only three percent of adults identified crime and violence as the 
most important problem facing this country; by August of 1994, more than half thought crime and 
violence was the nation's most important problem. Throughout the '90s violence has been indicated 
as a more serious problem than the high cost of living, unemployment, poverty and homelessness, 
and health care. Again, in 1994, violence (together with a lack of discipline) was identified as the 
"biggest problem" facing the nation's public schools? Among America's high school seniors, vio- 
lence is the problem these young people worry about most frequently--more than drug abuse, eco- 
nomic problems, poverty, race relations, or nuclear war. s 

The critical question is, "How will we as a society deal with this violence problem?" Government 
policies at all levels reflect a punitive, legalistic approach, an approach which does have broad 
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public support. At both the national and state levels, there have been four major policy and program 
initiatives introduced as violence prevention or control strategies in the 1990s: (1) the use of judicial 
waivers, transferring violent juvenile offenders as young as age ten into the adult justice system for 
trial, sentencing, and adult prison terms; (2) legislating new gun control policies (e.g., the Brady 
Handgun Violence Prevention Act, 1993); (3) the creation o f  "boot camps" or shock incarceration 
programs for young offenders, in order to instill discipline and respect for authority; and (4) com- 
munity policing initiatives to create police-community partnerships aimed at more efficient commu- 
nity problem solving in dealing with crime, violence, and drug abuse. 

Two of these initiatives are purely reactive: they involve ways of responding to violent acts after 
they occur; two are more preventive in nature, attempting to prevent the initial occurrence of violent 
behavior. The primary justification for judicial waivers and boot camps is a "just desserts" philoso- 
phy, wherein youthful offenders need to be punished more severely for serious violent offenses. But 
there is no research evidence to suggest either strategy has any increased deterrent effect over pro- 
cessing these juveniles in the juvenile justice system or in traditional correctional settings. In fact, 
although the evidence is limited, it suggests the use of waivers and adult prisons results in longer 
processing time and longer pretrial detention, racial bias in the decision about which youth to trans- 
fer into the adult system, a lower probability of treatment or remediation while in custody, and an 
increased risk of repeated offending when released. 6 The research evidence on the effectiveness of 
community policing and gun control legislation is very limited and inconclusive. We have yet to 
determine if these strategies are effective in preventing violent behavior. 

There are some genuine prevention efforts sponsored by federal and state governments, by private 
foundations, and by private businesses. At the federal level, the major initiative involves the Safe 
and Drug-Free Schools and Communities Act (1994). This act provided $630 million in federal 
grants during 1995 to the states to implement violence (and drug) prevention programs in and around 
schools. State Departments of Education and local school districts are currently developing guide- 
lines and searching for violence prevention programs demonstrated to be effective. But there is no 
readily available compendium of effective programs described in sufficient detail to allow for an 
informed judgment about their relevance and cost for a specific local application. Under pressure to 
do something, schools have implemented whatever programs were readily available. As a result, 
most of the violence prevention programs currently being employed in the schools, e.g., conflict 
resolution, peer mediation, individual counseling, metal detectors, and locker searches and sweeps 
have either not been evaluated or the evaluations have failed to establish any significant, sustained 
deterrent effects. 7 

Nationally, we are investing far more resources in building and maintaining prisons than in primary 
prevention programs. 8 We have put more emphasis on reacting to violent offenders after the fact and 
investing in prisons to remove these young people from our communities, than on preventing our 
children from becoming violent offenders in the first place and retaining them in our communities as 
responsible, productive citizens. Of course, if we have no effective prevention strategies or pro- 
grams, there is no choice. 

This is the central issue facing the nation in 1998: Can we prevent the onset of  serious violent 
behavior? If we cannot, then we have no choice but to build, fill, and maintain more prisons. Yet if 
we know how to prevent the onset of violence, can we mount an efficient and effective prevention 
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initiative? There is, in fact, considerable public support for violence prevention programming for 
our children and adolescents. 9 How can we develop, promote, and sustain a violence prevention 
initiative in this country? 

Violence Prevention Programs- -What  Works? 

Fortunately, we are past the "nothing has been demonstrated to work" era of program evaluation, t° 
During the past five years more than a dozen scholarly reviews of delinquency, drug, and violence 
prevention programs have been published, all of which claim to identify programs that have been 
successful in deterring crime and violence." 

However, a careful review of these reports suggests some caution and a danger of overstating this 
claim. First, very few of these recommended programs involve reductions in violent behavior as the 
outcome criteria. For the most part, reductions in delinquent behavior or drug use in general or 
arrests/revocations for any offense have been used as the outcome criteria. This is probably not a 
serious threat to the claim that we have identified effective violence prevention programs, as re- 
search has established that delinquent acts, violence, and substance use are interrelated, and in- 
volvement in any one is associated with involvement in the others. Further, they have a common set 
of causes, and serious forms of violence typically occur later in the developmental progression, 
suggesting that a program that is effective in reducing earlier forms of delinquency or drug use 
should be effective in deterring serious violent offending. ~2 Still, some caution is required, given that 
very few studies have actually demonstrated a deterrent or marginal deterrent effect for serious 
violent behavior. 

Second, the methodological standards vary greatly across these reviews. A few actually score each 
program evaluation reviewed on its methodological rigor, 13 but for most the standards are variable 
and seldom made explicit. If the judgment on effectiveness were restricted to individual program 
evaluations employing true experimental designs and demonstrating statistically significant deter- 
rent (or marginal deterrent) effects, the number of recommended programs would be cut by two- 
thirds or more. An experimental (or good quasi-experimental) design and statistically significant 
results should be minimum criteria for recommending program effectiveness. Further, very few of 
the programs recommended have been replicated at multiple sites or demonstrated that their deter- 
rent effect has been sustained for some period of time after leaving the program, two additional 
criteria that are important. In a word, the standard for the claims of program effectiveness in these 
reviews is very low. Building a national violence prevention initiative on this collective set of rec- 
ommended programs would be risky. 

Blueprints for Violence Prevention 

In 1996, the Center for the Study and Prevention of Violence at the University of Colorado at 
Boulder, working with William Woodward, Director of the Colorado Division of Criminal Justice 
(CDCJ), Who played the primary role in securing funding from the Colorado Division of Criminal 
Justice, the Centers for Disease Control and Prevention, and the Pennsylvania Commission on Crime 
and Delinquency, initiated a project to identify ten violence prevention programs that met a very 
high scientific standard of program effectiveness--programs that could provide an initial nucleus 
for  a national violence prevention initiative. Our objective was to identify truly outstanding pro- 
grams, and to describe these interventions in a series of"Blueprints." Each Blueprint describes the 
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theoretical rationale for the intervention, the core components of the program as implemented, the 
evaluation designs and findings, and the practical experiences the program staff encountered while 
implementing the program at multiple sites. The Blueprints are designed to be very practical de- 
scriptions of effective programs which allow states, communities, and individual agencies to: (1) 
determine the appropriateness of each intervention for their state, community, or agency; (2) pro- 
vide a realistic cost estimate for each intervention; (3) provide an assessment of the organizational 
capacity required to ensure its successful start-up and operation over time; and (4) give some indica- 
tion of the potential barriers and obstacles that might be encountered when attempting to implement 
each type of intervention. In 1997, additional funding was obtained from the Division of Criminal 
Justice, allowing for the development of the ten Blueprint programs. 

Blueprint Program Selection Criteria 

In consultation with a distinguished Advisory B o a r d ,  14 w e  established the following set of evalua- 
tion standards for the selection of Blueprint programs: (I)  an experimental design, (2) evidence of a 
statistically significant deterrent (or marginal deterrent) effect, (3) replication at multiple sites with 
demonstrated effects, and (4) evidence that the deterrent effect was sustained for at least one year 
post-treatment. This set of selection criteria establishes a very high standard, one that proved diffi- 
cult to meet. But it reflects the level of confidence necessary if we are going to recommend that 
communities replicate these programs with reasonable assurances that they will prevent violence. 
Given the high standards set for program selection, the burden for communities mounting an expen- 
sive outcome evaluation to demonstrate their effectiveness is removed; this claim can be made as 
long as the program is implemented well. Documenting that a program is implemented well is rela- 
tively inexpensive, but critical to the claim that a program is effective. 

Each of the four evaluation standards is described in more detail as follows: 

1. Strong Research Design 

Experimental designs with random assignment provide the greatest level of confidence in evalua- 
tion findings, and this is the type of design required to fully meet this Blueprint standard. Two other 
design elements are also considered essential for the judgment that the evaluation employed a strong 
research design: low rates of participant attrition and adequate measurement. Attrition may be in- 
dicative of problems in program implementation; it can compromise the integrity of the randomiza- 
tion process and the claim of experimental-control group equivalence. Measurement issues include 
the reliability and validity of study measures, including the outcome measure, and the quality, con- 
sistency, and timing of their administration to program participants. 

2. Evidence of Significant Deterrence Effects 

This is an obvious minimal criterion for claiming program effectiveness. As noted, relatively few 
programs have demonstrated effectiveness in reducing the onset, prevalence, or individual offend- 
ing rates of violent behavior. We have accepted evidence of deterrent effects for delinquency (in- 
cluding childhood aggression and conduct disorder), drug use, and/or violence as evidence of program 
effectiveness. We also accepted program evaluations using arrests as the outcome measure. Evi- 
dence for a deterrent effect on violent behavior is certainly preferable, and programs demonstrating 
this effect were given preference in selection, all other criteria being equal. 
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Both primary and secondary prevention effects, i.e., reductions in the onset of violence, delinquency, 
or drug use compared to control groups and pre-post reductions in these offending rates, could meet 
this criterion. Demonstrated changes in the targeted risk and protective factors, in the absence of any 
evidence of changes in delinquency, drug use, or violence, was not considered adequate to meet this 
criterion. 

3. Multiple Site Replication 

Replication is an important element in establishing program effectiveness. It establishes the robust- 
ness of the program and its prevention effects; its exportability to new sites. This criterion is particu- 
larly relevant for selecting Blueprint programs for a national prevention initiative where it is no 
longer possible for a single program designer to maintain personal control over the implementation 
of his or her program. Adequate procedures for monitoring the quality of implementation must be in 
place, and this can be established only through actual experience with replications. 

4. Sustained Effects 

Many programs have demonstrated initial success in deterring delinquency, drug use, and violence 
during the course of treatment or over the period during which the intervention was being delivered 
and reinforcements controlled. This selection criterion requires that these short-term effects be sus- 
tained beyond treatment or participation in the designed intervention. For example, if a preschool 
program designed to offset the negative effects of poverty on school performance (which in turn 
effects school bonding, present and future opportunities, and later peer group choice/selection, which 
in turn predicts delinquency) demonstrates its effectiveness when children start school, but these 
effects are quickly lost during the first two to three years of school, there is little reason to expect this 
program will prevent the onset of violence during the junior or senior high school years when the 
risk of onset is at its peak. Unfortunately, there is clear evidence that the deterrent effects of most 
prevention programs deteriorate quickly once youth leave the program and return to their original 
neighborhoods, families, and peer groups or gangs. 

Other Criteria 

In the selection of model programs, we considered several additional factors. We looked for evi- 
dence that change in the targeted risk or protective factor(s) mediated the change in violent behav- 
ior. This evidence clearly strengthens the claim that participation in the program was responsible for 
the change in violent behavior, and it contributes to our theoretical understanding of the causal 
processes involved. We were surprised to discover that many programs reporting significant deter- 
rent effects (main effects) had not collected the necessary data to do this analysis or, if they had the 
necessary data, had not reported on this analysis. 

We also looked for cost data for each program as this is a critical element in any decision to replicate 
one of these Blueprint programs, and we wanted to include this information in each Blueprint. 
Evaluation reports, particularly those found in the professional journals, rarely report program costs. 
Even when asked to provide this information, many programs are unable (or unwilling) to provide 
the data. In many cases program costs are difficult to separate from research and evaluation costs. 
Further, when these data are available, they typically involve conditions or circumstances unique to 
a particular site and are difficult to generalize. There are no standardized cost criteria, and it is very 
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difficult to compare costs across programs. It is even more difficult to obtain reliable cost-benefit 
estimates. A few programs did report both program costs and cost-benefit estimates. There have 
been two recent cost-benefit studies involving Blueprint programs which suggest that these pro- 
grams are cost-effective, but this information is simply not available for most programs. '5 

Finally, we considered each program's willingness to work with the Center in developing a Blue- 
print for national dissemination and the program's organizational capacity to provide technical as- 
sistance and monitoring of program implementation on the scale that would be required if the program 
was selected as a Blueprint program and became part of a national violence prevention initiative. 

Programs must be willing to work with the Center in the development of the Blueprint. This involves 
a rigorous review of program evaluations with questions about details not covered in the available 
publications; the preparation of a draft Blueprint document following a standardized outline; attend- 
ing a conference with program staff, staff from replication sites, and Center staff to review the draft 
document; and making revisions to the document as requested by Center staff. Each Blueprint is 
further reviewed at a second conference in which potential users--community development groups, 
prevention program staffs, agency heads, legislators, and private foundations--"field test" the docu- 
ment. They read each Blueprint document carefully and report on any difficulties in understanding 
what the program requires, and on what additional information they would like to have if they were 
making a decision to replicate the program. Based on this second conference, final revisions are 
made to the Blueprint document and it is sent back to the Program designer for final approval. 

In addition, the Center will be offering technical assistance to sites interested in replicating a Blue- 
print program and will be monitoring the quality of program implementation at these sites (see the 
"Technical Assistance and Monitoring of Blueprint Replications" section below). This requires that 
each selected program work with the Center in screening potential replication sites, certifying per- 
sons qualified to deliver technical assistance for their program, delivering high quality technical 
assistance, and cooperating with the Center's monitoring and evaluation of the technical assistance 
delivered and the quality of implementation achieved at each replication site. Some programs are 
already organized and equipped to do this, with formal written guidelines for implementation, train- 
ing manuals, instruments for monitoring implementation quality, and a staff trained to provide tech- 
nical assistance; others have few or none of these resources or capabilities. Participation in the 
Blueprint project clearly involves a substantial demand on the programs. All ten programs selected 
have agreed to participate as a Blueprint program. 

Blueprint Programs: An Overview 

We began our search for Blueprint programs by examining the set of programs recommended in 
scholarly reviews. We have since expanded our search to a much broader set of programs and con- 
tinue to look for programs that meet the selection standards set forth previously. To date, we have 
reviewed more than 450 delinquency, drug, and violence prevention, programs. As noted, ten pro- 
grams have been selected thus far, based upon a review and recommendation of the Advisory Board. 
These programs are identified in Table A. 

The standard we have set for program selection is very high. Not all of the ten programs selected 
meet all of the four individual standards, but as a group they come the closest to meeting these 
standards that we could find. As indicated in Table A, with one exception they have all demonstrated 
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Table A. Blueprint Programs 

PROJECT 

Nurse Home Visitation 
(Dr. David Olds) 

Bullying Prevention 
Program (Dr. Dan 
Olweus) 

Promoting Alternative 
Thinking Strategies 
(Dr. M. Greenberg and 
Dr. C. Kusche) 

Big Brothers Big Sisters 
of America 
(Ms. Dagmar McGill) 

Quantum Opportunities 
(Mr. Ben Lattimore) 

Multisystemic Therapy 
(Dr. Scott Henggeler) 

TARG ET 
POPULATION 

Pregnant women 
at risk of preterm 
delivery and low 
birthweight 

Pri~mryand 
secondary school 
children 
(universal 
intervention) 

Primary school 
children 
(universal 
intervention) 

Youth 6 to 18 
)'ears of age from 
single-parent 
homes 

At-risL 
disadvantaged, 
~ghschool  youth 

Serious, violent, 
or substance 
abusing juvenile 
offenders and 
their families 

Functional Family Youth at risk for 
Therapy institutionalization 
(Dr. Jim Alexander) 

Midwestern Prevention 
Project 
(Dr. Mary Ann Pentz) 

Life Skills Training 
(Dr. Gilbert Botvin) 

Multidimensional 
Treatment Foster Care 
(Dr. Paricia Chamberlain) 

Middle/junior 
school 
(6th/7thgrade) 

Middle/junior 
school 
(6th/7th grade) " 

Serious and 
chronic 
delinquents 

EVID. OF 
EFFECT* 

X 

MULTI- 
SITE 

England, 
Canada; 

South 
Carolina 

Multisite 
single 
design, 8 
sites 

Multisite 
single 
design, 5 
sites; 
replic, by 
D.O.L 

X 

COST/ 
BENEFIT 

X 

SUSTAINED 
EFFECT 

through age 
15 

2 years post- 
treatment 

2years post- 
treatment 

through age 
20 

4 years post- 
treatment 

30 months 
posttreatment 

Through high 
school 

Throu~ high 
school 

1 year post- 
treatment, 

GENERA- 
LIZABLE 

Generality 
to U.S. 
unk.; initial 
S.C. results 
positive 

X 

X 

TYPE OF 
PROGRAM 

Prenatal and 
postpartum nurse 
home visitation 

School-based 
program to 
reduce 
victim/bully 
oroblems 

School-based 
program to 
prornate 
emotional 
competence 

Mentoring 
program 

Educational 
incentives 

Fatrfily 
ecological 
systems 
approach 

Behavi6ral 
systems family 
therapy 

Drug use 
prevention 
(social 
resistance 
skills); with 
parent, media, 
and community 
components 

Drug use 
prevention 
(social skills and 
general life 
skills training) 

Foster care with 
treatment 
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significant deterrent effects with experimental designs using random assignment to experimental 
and control groups (the Bullying Prevention Program involved a quasi-experimental design). All 
involve multiple sites and thus have information on replications and implementation quality, but not 
all replication sites have been evaluated as independent sites (e.g., the Big Brothers Big Sisters 
mentoring program was implemented at eight sites, but the evaluation was a single evaluation in- 
volving all eight sites in a single aggregated analysis). Again, with one exception (Big Brothers Big 
Sisters), all the selected programs have demonstrated sustained effects for at least one year post- 
treatment. 

The first two Blueprints were published and disseminated in the fall of  1997: the Big Brothers Big 
Sisters Program and the Midwestern Prevention Project. The other eight Blueprints will be pub- 
lished during 1998--four in the spring, two in the summer, and the final two in the fall. 

Technical  Assistance and Monitoring of Blueprint Replicat ions :~ 

The Blueprint project includes plans for a technical assistance and monitoring component to assist 
interested communities, agencies, and organizations in their efforts to implement one or more of the 
Blueprint programs. Communities should not attempt to replicate a Blueprint program without 
technical assistance from the program designers. If funded, technical assistance for replication and 
program monitoring will be available through the Center for the Study and Prevention of Violence at 
a very modest cost. Technical assistance can also be obtained directly from the Blueprint programs 
with costs for consulting fees, travel, and manuals negotiated directly with each program. 

There are three common problems encountered by communities when attempting to develop and 
implement violence prevention interventions. First, there is a need to identify the specific risk and 
protective factors to be addressed by the intervention and the most appropriate points of interven- 
tion to address these conditions. In some instances, communities have already completed a risk 
assessment and know their communities' major risk factors and in which context to best initiate an 
intervention. In other cases this has not been done and the community may require some assistance 
in completing this task. We anticipate working with communities and agencies to help them evaluate 
their needs and resources in order to select an appropriate Blueprint program to implement. This 
may involve some initial on-site work assisting the community in completing some type of risk 
assessment as a preparatory step to selecting a specific Blueprint program for implementation. 

Second, assuming the community has identified the risk and protective factors they want to address, 
a critical problem is in locating prevention interventions which are appropriate to address these risk 
factors and making an informed decision about which one(s) to implement. Communities often 
become lost in the maze of programs claiming they are effective in changing identified risk factors 
and deterring violence. More often, they are faced with particular interest groups pushing their own 
programs or an individual on their advisory board recommending a pet project, with no factual 
information or evidence available to provide some rational comparison of available options. Com- 
munities often need assistance in making an informed selection of programs to implement. 

Third, there are increasingly strong pressures from funders, whether the U.S. Congress, state legis- 
latures, federal or state agencies, or private foundations and businesses, for accountability. The 
current trend is toward requiring all programs to be monitored and evaluated. This places a tremen- 
dous burden on most programs which do not have the financial resources or expertise to conduct a 
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meaningful evaluation. A rigorous outcome evaluation typically would cost more than the annual 
operating budget of most prevention programs; the cumulative evaluations of our Blueprint pro- 
grams, for example, average more than a million dollars each. The selection of a Blueprint program 
eliminates the need for an outcome evaluation, at least for an initial four or five years. ~7 Because 
these programs have already been rigorously evaluated, the critical issue for a Blueprint program is 
the quality of the implementation; if the program is implemented well, we can assume it is effective. 
To ensure a quality implementation, technical assistance and monitoring of the implementation (a 
process evaluation) are essential. 

Limi ta t ions  

Blueprintprograms are presented as complete programs as it is theprogram that has been evaluated 
and demonstrated to work. Ideally, we would like to be able to present specific intervention compo- 
nents, e.g., academic tutoring, mentoring of at-risk youth, conflict resolution training, work experi- 
ence, parent effectiveness training, etc., as proven intervention strategies based upon evaluations of 
many different programs using these components. We do not yet have the research evidence to 
support a claim that specific components are effective for specific populations under some specific 
set of conditions. Most of the Blueprint programs (and prevention programs generally) involve 
multiple components, and their evaluations do not establish the independent effects of each separate 
component, but only the combination of components as a single "package." It is the "package" 
which has been demonstrated to work for specific populations under given conditions. The claim 
that one is using an intervention that has been demonstrated to work applies only if the entire Blue- 
print program, as designed, implemented, and evaluated, is being replicated; this claim is not war- 
ranted if only some specific subcomponent is being implemented or if a similar intervention strategy 
is being used, but with different staff training, or different populations of at-risk youth, or some 
different combination of components. It is for this reason that we recommend that communities 
desiring to replicate one of the Blueprint programs contact this program or the Center for the Study 
and Prevention of Violence for technical assistance. 

Our knowledge about these programs and the specific conditions under which they are effective will 
certainly change over time. Already there are extensions and modifications to these programs which 
are being implemented and carefully evaluated. Over the next three to five years it may be necessary 
to revise our Blueprint of a selected program. Those modifications currently underway typically 
involve new at-risk populations, changes in the delivery systems, changes in staff selection criteria 
and training, and in the quantity or intensity of the intervention delivered. Many of these changes are 
designed to reduce costs and increase the inclusiveness and generality of the program. It is possible 
that additional evaluations may undermine the claim that a particular Blueprint program is effective, 
however it is f a rmore  likely they will improve our understanding of the range of conditions and 
circumstances under which these programs are effective. In any event, we will continue to monitor 
the evaluations of these programs and make necessary revisions to their Blueprints. Most of these 
evaluations are funded at the federal level and they will provide ongoing evidence of the effective- 
ness of Blueprint programs, supporting (or not) the continued use of these programs without the 
need for local outcome evaluations. 

The cost-benefit data presented in the Blueprints are those estimated by the respective programs. 
We have not undertaken an independent validation of these estimates and are not certifying their 
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accuracy. Because they involve different comparison groups, different cost assumptions, and con- 
siderable local variation in costs for specific services, it is difficult to compare this aspect of  one 
Blueprint program with another. Potential users should evaluate these claims carefully. We believe 
these cost-benefit estimates are useful, but they are not the most important consideration in selecting 
a violence prevention program or intervention. 

It is important to note that the size of  the deterrent effects of  these Blueprint programs is modest. 
There are no "silver bullets," no programs that prevent the onset o f  violence for all youth participat- 
ing in the intervention. Good prevention programs reduce the rates of  violence by 30-40 percent, m 
We have included a section in each Blueprint presenting the evaluation results so that potential users 
can have some idea of  how strong the program effect is likely to be and can prepare their communi:  
ties for a realistic set of  expectations. It is important that we not oversell violence prevention pro- 
grams; it is also the case that programs with a 30 percent reduction in violence can have a fairly 
dramatic effect if sustained over a long period of  time. 

Finally, we are not recommending that communities invest all of  their available resources in Blue- 
print programs. We need to develop and evaluate new programs to expand our knowledge of  what 
works and to build an extensive repertoire of  programs that work if we are ever to mount a compre- 
hensive prevention initiative in this country. At the same time, given the costs of  evaluating pro- 
grams, it makes sense for communities to build their portfolio of  programs around interventions that 
have been demonstrated to work, and to limit their investment in new programs to those they can 
evaluate carefully. Our Blueprint series is designed to help communities adopt this strategy. 

Summary 

As we approach the 21 st Century, the nation is at a critical crossroad: Will we continue to react to 
youth violence after the fact, becoming increasingly punitive and locking more and more o f  our 
children in adult prisons? Or will we bring a more healthy balance to our justice system by designing 
and implementing an effective violence prevention initiative as a part o f  our overall approach to the 
violence problem? We do have a choice. 

To mount an effective national violence prevention initiative in this country, we need to find and/or 
create effective violence prevention programs and implement them with integrity so that significant 
reductions in violent offending can be realized. We have identified a core set of  programs that meet 
very high scientific standards for being effective prevention programs. These programs could con- 
stitute a core set of  programs in a national violence prevention initiative. What remains is to ensure 
that communities know about these programs and, should they desire to replicate them, have assis- 
tance in implementing them as designed. That is our objective in presenting this series of Blueprints 
for Violence Prevention. They constitute a complete package of  both programs and technical assis- 
tance made available to states, communities, schools, and local agencies attempting to address the 
problems of  violence, crime, and substance abuse in their communities. 

Deibert S. Elliot 
Series Editor 
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large scale evaluations. For example, the U.S. Department of Labor and the Ford Foundation are 
currently funding seven Quantum Opportunity Programs with outcome evaluations; and the Office of 
Juvenile Justice and Delinquency Prevention is funding several Big Brothers Big Sisters Programs 
with evaluations. Local agencies replicating these Blueprint programs may never have to conduct 
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MODEL PROGRAM DESCRIPTIONS 

Prenatal and Infancy Home Visitation by Nurses 

Nurse home visitation is a program that sends nurses to the homes of pregnant women who are 
predisposed to infant health and developmental problems (i.e~, at risk of preterm delivery and low- 
birth weight children). The goal of the program is to improve parent and child outcomes. Home 
visiting promotes the physical, cognitive, and social-emotional development of the children, and 
provides general support as well as instructive parenting .skills to the parents. Treatment begins 
during pregnancy, with an average.of eight visits for about 1 hour and 15 minutes, and continues to 
24 months postpartum with visits diminishing in frequency to approximately every six weeks. Screen- 
ings and transportation to local clinics and offices are also offered as a part of treatment. Nurse 
home visiting has had some positive outcomes on obstetrical health, psychosocial functioning, and 
other health-related behaviors (especially reductions in smoking). Child abuse and neglect was lower 
and the developmental quotients of children at 12 and 24 months were higher in the treatment group 
than in the control group for poor, unmarried teens. Follow-up at 15-years postpartum showed~sig- 
nificant enduring effects on child abuse and neglect, completed family size, welfare dependence, 
behavior problems due to substance abuse, and t:riminal behavior on the.part Of low income, unmar- 
ried mothers. Positive program effects through the child's second birthday have been replicated in a 
major urban area'. 

Bullying Prevention Program 

The anti-bullying program has as its major goal the reduction of victim/bully problems among pri- 
mary and secondary school children. It aims to increase awareness of the problem and knowledge 
about it, to achieve active involvement on the part of teachers and parents, to develop clear rules 
against bullying behavior, and to provide support and protection for the victims of bullying. Inter- 
vention occurs at the school level, class level, and individual level. In Bergen, Norway, the fre- 
quency of bully/victim problems decreased by 50 percent or more in the two years following the 
campaign. These results applied to both boys and girls and to students across all grades studied. In 
addition, school climate improved, and antisocial behavior in general such as theft, vandalism, and 
truancy showed a drop during these years. 

Promoting Alternative Thinking Strategies 

Promoting Alternative Thinking Strategies (PATHS) is a s'chool-based intervention designed to pro- 
mote emotional competence, includ!ng the expression, understanding, and regulation of emotions. 
The PATHS program is a universal intervention, implemented by teachers (after a three-day training 
workshop) with entire classrooms of children from kindergarten through fifth grades. The curricu- 
lum includes a feelings unit (with a self-control and initial problem-solving skills program within 
that unit) and an.interpersonal cognitive problem solving unit. The generalization of those learned 
skills to children's everyday lives is a component of each major unit. An additional unit on self- 
conu'ol and readiness is provided for special needs classrooms. Studies have compared classrooms 
receiving the intervention to matched controls using populations of normally-adjusted students, 
behaviorally at-risk students, and deaf students. Program effects included teacher-, child sociomet- 
ric-, and child self-report ratings of behavior change on such constructs as hyperactivity, peer ag- 
gression, and conduct problems. 
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Big Brothers Big Sisters of America 

Big Brothers Big Sisters of America (BBBSA) is the oldest and best known mentoring program in 
the United States. Local programs are autonomously funded affiliates of BBBSA, with the national 
officein Philadelphia. The more than 500 affiliates maintain over 100,000 one-to-one relationships 
between a volunteer adult and a youth. Matches are carefully made using established procedures and 
criteria. The program serves children 6 to 18 years of age, with the largest portion being those 10 to 
14 years of age. A significant number of the children are from disadvantaged single-parent house- 
holds. A mentor meets with his/her youth partner at least three times a month for three to five hours. 
The visits encourage the development of a caring relationship between the matched pair. An 18 
month study of eight BBBS affiliates found that the youth in the mentoring program, compared to a 
control group who were on a waiting list for a match, were less likely to start using drugs and 
alcohol, less likely to hit someone, had improved school attendance, attitudes and performance, and 
had improved peer and family relationships. 

Quantum Opportunities 

The Quantum Opportunities Program (QOP) provides education, development, and service activi- 
ties, coupled with a sustained relationship with a peer group and a caring adult, over the four years 
of high school for small groups of disadvantaged teens. The goal of the program is to help high risk 
youth from poor families and neighborhoods to graduate from high school and attend college.The 
program includes (1) 250 hours per year of self-paced and competency-based basic skills, taught 
outside of regular school hours; (2) 250 hours per year of development opportunities, including 
cultural enrichment and personal development; and (3) 250 hours per year of service opportunities 
to their communities to help develop the prerequisite work skills. Financial incentives are offered to 
increase participation, completion, and long range planning. Results from the pilot test of this pro- 
gram indicated that QOP participants, compared to the control group, were less likely to be arrested 
during the juvenile years, were more likely to have graduated from high school, to be enrolled in 
higher education or training, planning to complete four years of college, and less likely to become a 
teen parent. 

Multisystemic Therapy 

Multisystemic Therapy (MST) views individuals as being nested within a complex of'intercon- 
nected systems that encompass individual, family, and extrafamilial (peer, school, neighborhood) 
factors. Behavior problems can be maintained by problematic transactions within or between any 
one or a combination of these systems. MST targets the specific factors in each youth's and family's 
ecology (family, peer, school, neighborhood, support network) that are contributing to antisocial 
behavior. MST interventions are pragmatic, goal oriented, and emphasize the development of fam- 
ily strengths. The overriding purpose of MST is to help parents tO deal effectively with their youth's 
behavior problems, including disengagement from deviant peers and poor school performance. To 
accomplish the goal of family empowerment, MST also addresses identified barriers to effective 
parenting (e.g., parental drug abuse, parental mental health problems) and helps family members to 
build an indigenous social support network (e.g., with friends, extended family, neighborhoods, 
church members). To increase family collaboration and treatment generalization, MST is typically 
provided in the home, school, and other community locations by master's level counselors with low 
caseloads and 24 hours/day, seven days/week availability. The average duration of treatment is 
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about four months, which includes approximately 50 hours of face-to-face therapist-family contact. 
MST has been demonstrated as an effective treatment for decreasing the antisocial behavior of 
violent and chronic juvenile offenders at a cost savings--that is, reducing long-term rates of rearrest 
and out-of-home placement. Moreover, families receiving MST have shown extensive improve- 
ments in family functioning. 

Functional Family Therapy 

Functional Family Therapy (FFT) is a short term, easily trainable, well documented program which 
has been applied successfully to a wide range of problem youth and their families in various con- 
texts (e.g., rural, urban, multicultural, international) and treatment systems (e.g., clinics, home-based 
programs, juvenile courts, independent providers, federally funded clinical trials). Success has been 

demonstrated and replicated for over 25 years with a wide range of interventionists, including para- 
professionals and trainees representing the various professional degrees (e.g., B.S.W., M.S.W., Ph.D., 
M.D., R.N., M:ET.). The program involves specific phases and techniques designed to engage and 
motivate youth and families, and especially deal with the intense negative affect (hopelessness, 
anger) that prevents change. Additional phases and techniques then change youth and family com- 
munication, interaction, and problem solving, then help families better deal with and utilize outside 
system resources. Controlled comparison studies with follow-up periods of one, three, and even five 
years have demonstrated significant and long-term reductions in youth re-offending and sibling 
entry into high:risk behaviors. Comparative cost figures demonstrate very large reductions in daily 
program costs compared to other treatment programs. 

Midwestern Prevention Project 

The Midwestern Prevention Project is a comprehensive population-based drug abuse (cigarettes, 
alcohol, and marijuana) prevention program that has operated in two major Midwestern SMSAs, 
Kansas City and Indianapolis, where it has been known locally as Project STAR (Students Taught 
Awareness and Resistance) and I-STAR, respectively. The goal of the program is to decrease the 
rates of onset and prevalence of drug use in young adolescents (ages ! 0-15), and to decrease drug 
use among parents and other residents of the two communities. The program consists of five inter- 
vention strategies designed to combat the community influences on drug use: mass media, school, 
parent, community organization, and health policy change. The components focus on promoting 
drug use resistance and counteraction skills by adolescents (direct skills training), prevention prac- 
tices and support of adolescent prevention practices by parents and other adults (indirect skills 
training), and dissemination and support of non-drug use social norms and expectations in the com- 
munity (environmental support). This program has been effective at reducing alcohol, cigarette, and 
marijuana use among young adolescents, with some effects maintained up to age 23. 

Life Skills Training 

Life Skills Training is a drug use primary prevention program (cigarettes, alcohol, and marijuana), 
which provides general life skills training and social resistance skills training to junior high/middle 
(6th or 7th grade) school students. The curriculum includes 15 sessions taught in school by regular 
classroom teachers with booster sessions provided in year two (10 class sessions) and year three 
(five class sessions). The three basic components of the program include: (1) Personal Self-Man- 
agement Skills (e.g., decision-making and problem-solving, self-control skills for coping with anxi- 

xxix 



Functional Family Therapy 

ety, and self-improvement skills); (2) Social Skills (e.g. communication and general social skills); 
and (3) Drug-Related Information and Skills designed to impact on knowledge and attitudes con- 
cerning drug use, normative expectations, and skills for resisting drug use influences from the media 
and peers. Life Skills Training has been effective at reducing alcohol, cigarette, and marijuana use 
among young adolescents. The effects for tobacco and heavy alcohol use have been sustained through 
the end of high school. 

Multidimensional Treatment Foster Care 

Social learning-based Multidimensional Treatment Foster Care (MTFC) is a cost effective alterna- 
tive to residential treatment for adolescents who have problems with chronic delinquency and anti- 
social behavior. Community families are recruited, trained, and closely supervised to provide MTFC 
placements, treatment, and supervision to participating adolescents. MTFC parent training empha- 
sizes behavior management methods to provide youth with a structured and therapeutic living envi- 
ronment. After completing a preservice training, MTFC parents attend a weekly group meeting run 
by a program case manager where ongoing supervision is provided. Supervision and support is also 
given to MTFC parents during daily telephone calls to check on youths' progress. Family therapy is 
provided for the youths' biological (or adoptive) families. The parents are taught to use the struc- 
tured system that is being used in the MTFC home. The effectiveness of the MTFC model has been 
evaluated, and MTFC youth had significantly fewer arrests during a 12-month follow-up than a 
control group of youth who participated in residential group care programs. The MTFC model has 
also been shown to be effective for children and adolescents leaving state mental hospital settings. 
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FUNCTIONAL FAMILY T H E R A P Y  

Program Overview 

Functional Family Therapy (FFT) is an outcome-driven prevention/intervention program for youth 
who have demonstrated, the entire range of maladaptive, acting out behaviors and related syndromes. 
Program Targets: 
Youth, aged 11-18, at risk for and/or presenting with delinquency, violence, substance use, Conduct 
Disorder, Oppositional Defiant Disorder, or Disruptive Behavior Disorder. 

Program Content: 
FFT requires as few as 8-12 hours of direct service time for commonly referred youth and their families, 
and generally no more than 26 hours of direct service time for the most severe problem situations. 

Delivery modes: Flexible delivery of services by one and two person teams to clients in-home, 
clinic, juvenile' court, and at time of re-entry from institutional placement 

Implementation: Wide range of interventionists, including para-professionals under supervision, 
trained probation officers, mental health technicians, degreed mental health pro- 
fessionals (e.g., M.S.W., Ph.D., M.D., R.N., M.ET.) 

FFF effectiveness derives from emphasizing factors which enhance protective-factors and reduce risk, 
including the risk of treatment termination. In order to accomplish these changes in the most effective 
manner, FFF is a phasic program with steps which build upon each other. These phases consist of: 

~* Engagement, designed to emphasize within youth and family factors that protect youth and 
families from early program dropout; 

~- Motivation, designed to change maladaptive emotional reactions and beliefs, and increase 
alliance, trust, hope, and motivation for lasting change; 

~9, Assessment, designed to clarify individual, family system, and larger system relationships, 
especially the interpersonal functions of behavior and how they relate to change techniques; 

,-~ Behavior Change, which consists of communication training, specific tasks and technical 
aids, basic parenting skills, contracting and response-cost techniques; 

'-~ Generalization, during which family case management is guided by individualized family 
functional needs, their interface with environmental constraints and resources, and the alli- 
ance with the FFF therapist/Family Case Manager. 

Evidence of Effectiveness: 
Clinical trials have demonstrated that FFT is capable of: 

~- Effectively treating adolescents with Conduct Disorder, Oppositional Defiant Disorder, Dis- 
ruptive Behavior Disorder, alcohol and other drug abuse disorders, and who are delinquent 
and/or violent; 

,~, Interrupting the matriculation of these adolescents into more restrictive, higher cost services; 
Reducing the access and penetration of other social services by these adolescents; 
Generating positive outcomes with the entire spectrum of intervention personnel; 

~* Preventing further incidence of the presenting problem; 
~* Preventing younger children in the family from penetrating the system of care; 

Preventing adolescents from penetrating the adult criminal system; and 
Effectively transferring treatment effects across treatment systems. 

Program Costs: 
The 90-day costs in two ongoing programs range between $1,350 to $3,750 for an average of 12 
home visits per family (see Funding and Program Costs). 
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~ ~  for Violence Prevention 

EXECUTIVE  S U M M A R Y  

Background and Rationale 

Many therapies are named to reflect a theoretical perspective (e.g., behavioral, object relations) or a 
primary focus (e.g., multiple systems, cognitive). Functional Family Therapy (FFT) is named to 
reflect the core unit which represents the primary focus (family), and an overriding allegiance to 
positive outcome (functional). 

The dictionary defines the term functional as "capable of performing, stressing functions over extra- 
neous embellishment, designed for a particular activity." Since the inception of the University of 
Utah Psychology Department Family Clinic in 1969, wherein FFI" was developed, we have preferred 
function over frills, determination over drama, and responsibility over "hype." This philosophy runs 
counter to much of the history of treatment development for delinquency, adolescent substance abuse, 
violence, and related problems. Then (and unfortunately often now), many experts argued for elabo- 
rate, but often untested, theories and politically popular solutions to the problems of youth, and the 
problems have become worse! Social scientists and religious leaders have argued over the causes of 
problem behaviors, naming such factors as poverty, divorce, racial prejudice, and spirituality. 

In contrast, the developers and replicators of Functional Family Therapy, have recognized that solu- 
tions require integration, not rhetoric, and the functional goals of: 

I. Effectively changing the maladaptive behaviors of youth and families, especially those who at 
the outset may not be motivated or may not believe they can change; 

2. Reducing the personal, societal, and economic devastation that results from the continuation or 
exacerbation of the various disruptive behavior disorders of youth; 

3. Doing so with less cost, in terms of time and money, than so many of the more expensive (but 
not necessarily effective) treatments currently available. 

Thus, in 1969 we began the process of integrating the most promising theoretical perspectives, the 
empirical data available, and hours and hours of  direct clinical experience with the troubled youth 
we wanted to help. Unlike many other therapies, FFF was not developed on college students, or 
neurotic individuals who could afford many hours of individual therapy, or inpatient adults with 
psychopharmocological involvement, with an attempt to then transfer it to difficult to treat adoles- 
cents. It has been developed for youth and families who are often unmotivated, hopeless, and with 
limited resources. FFI" is not designed to make more money by lengthening treatment; instead FFT 
is designed to increase e.~ciency, decrease costs, and enhance our ability to provide service to 
more youth. We accomplish this by: 

,~  targeting risk and protective factors that we can, in fact, change, and then progrummatically 
changing them; 

,-~ engaging and motivating the families and youth so they participate more in the change 
process; 

,-~ entering each session and phase of intervention with a clear plan and by using proven tech- 
niques for implementation; 

~9- constantly monitoring process and outcome so we don't fool ourselves or make excuses for 
failure; and 

,~ believing in the families we see and then believing in ourselves. 



Functional Family Therapy 

At the time of the inception of Functional Family Therapy, the major theoretical perspectives and 
services available for treating troubled youth in a family context were rudimentary, though promis- 
ing. Early on, FFT represented an integration of systems perspectives and behavioral techniques. 
The systemic background of FFT emphasized dynamic and reciprocal processes which needed to be 
identified in referred families. This led to early observational research on the interactions of delin- 
quent and nondelinquent families using a systemic framework. The behavioral background of FFT 
provided not only specific, manualizable interventions such as contracting, but it also featured an 
urgent awareness of the need for rigorous treatment development--a scientific imperative to sys- 
tematically examine the effects of intervention and develop strategies for identifying positive change 
processes. These origins led to a continuing series of studies involving controlled outcome evalua- 
tions and additional replications. During the mid- 1970's, FFT also began addressing issues of thera- 
pist characteristics and in-session processes from an integrated clinical/research perspective, both 
reflecting and contributing to the training of therapists for subsequent interventions. 

Brief  Descript ion of Intervent ion 

FFF is a family intervention which focuses primarily on youth at risk for institutionalization and their 
families. FFT treats youth primarily between the ages of 11-18, although sometimes younger siblings 
of referred adolescents are treated. The duration of FFT treatment generally ranges from 8-12 one- 
hour sessions (first session generally lasts 1 V2 hours) for mild cases and up to 26-30 hours of direct 
family contact in severely dysfunctional situations. In most programs, contacts are spread over a three 
month period, with initial sessions occurring more frequently and later sessions becoming more spaced. 
As it developed, FFT has been readily adopted in many contexts due to its clear identification of 
specific phases, each of which includes descriptions of goals, requisite therapist characteristics, and 
techniques. The phases of intervention, and their component activities, have developed in the context 
of many clinical hours with many families of various characteristics, coupled with intensive supervi- 
sion and clinical case discussion. As a result, each phase involves clinically rich and successful inter- 
ventions that are organized in a coherent manner and allow clinicians to maintain focus in the context 
of considerable family and individual disruption. The phases consist of: 

1 .& 2. Engagement and Motivation. During these initial phases, FFT applies reattribution (e.g., 
reframing) and related techniques to impact maladaptive perceptions, beliefs, and emotions. 
This produces increasing hope and expectation of change, decreasing resistance, increasing 
alliance and trust, reduction of the oppressive negativity within family and between family 
and community, and respect for individual differences and values. 

3. Assessment. During this phase, characteristics and relationships (individual, family, and 
larger system) are elucidated, especially interpersonal functions and their impact on behav- 
ior and change. 

4. Behavior Change. This phase applies individualized and developmentally appropriate tech- 
niques such as communication training, specific tasks and technical aids, basic parenting 
skills, and contracting and response-cost techniques. 

5. Generalization. In this phase, Family Case Management is guided by individualized family 
functional needs, their interaction with environmental constraints and resources, and the 
alliance with therapist. 
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Each of these phases are described in FFT treatment manuals and literature, and each involves clear 
identification of therapist qualities and representative activities necessary to facilitate movement 
into the next Phase and, finally, successful termination of therapy. 

Evidence of Program Effect iveness 

To date, thirteen studies in referenced journals (plus one in preparation) demonstrate dramatic and sig- 
nificant positive treatment effects, including follow-up periods of up to five years. Rates of offending and 
foster care or institutional placement have been reduced at least 25 percent and as much as 60 percent in 
comparison to the randomly assigned or matched alternative treatments, or base rates. One study also 
demonstrated a positive three year follow-up effect on siblings. Additional formal program reports (e.g., 
county and federal funded projects) from completed and ongoing replications reflect similar positive 
outcomes, and five currently funded trials (National Institute of Drug Abuse, National Institute of Alco- 
hol Abuse and Alcoholism, Government of Sweden) promise additional data regarding generalization of 
effects for FFF across more contexts and populations. Studies have also identified specific FPT based 
interventions and direct changes in family functioning which relate to the outcome findings. 

One major factor in the successful evolution of FFT has been the continuous (29 year) involvement 
of its progenitors and many of its co-contributors in various university settings. This context has not 
only maintained a standard of scientific scrutiny, but has also contributed to the conceptual integrity 
of the major constructs and techniques. The prime example of this impact is the extensive work on 
reframing in FFT, informed by other well-developed theoretical perspectives such as information 
processing theory, social cognition, and the psychology of emotion. Laboratory based research has 
identified specific components of this critical technique, which in turn has led to applied research on 
cognitive set and attributional processes in referred adolescent families. Further, investigations have 
identified in-session therapist characteristics and family interaction processes relevant to the phases 
of FFT which are predictive of positive change. Most notable process changes appear to be in family 
communication patterns, and especially negative/blaming communications and "withholding" types 
of silence. With respect to therapist characteristics, process and outcome data demonstrate that FFF 
therapists must be first relationally sensitive and focused, then capable of clear structuring and 
teaching, in order to produce significantly fewer dropouts during treatment and lower recidivism. 

More recently, FFT has been widely adopted because it has evolved an increasingly multicultural 
perspective, and has added effective home-based intervention. In the home-based Clark County, 
Nevada, Youth and Family Services program, for example, referred adolescents are roughly 30 
percent African American, 20 percent Hispanic/Latino (mostly Mexican American), and just under 
50 percent European American with a few American Indian and Asian American youth. Preliminary 
data on the first year of FFF involvement indicate no difference in reoffense rate among the different 
ethnic/racial groups, supporting the generalizability of FFT effects across cultural/racial groups. 
The Fayetteville, North Carolina, program has involved primarily White and African American 
families and therapists, including a significant number of mixed race relationships and offspring. 
The two clinical trials being conducted in New Mexico involve Hispanic/Latino and White youth, 
and the home-based program in urban Willow Run, Michigan, involves a large proportion of Afri- 
can American and mixed families. (See replication information in later sections for more details.) 
As the model has been increasingly adopted in multicultural contexts, focus is being placed on 
issues of culture and ethnicity, with much of this recent work undertaken in the context of the multi- 
site National Institute of Drug Abuse (NIDA) funded Center for Research on Adolescent Dntg 
Abuse (CRADA, Howard Liddle, P.I.). 



• F u n c t i o n a l  F a m i l y  T h e r a p y  

Taken together, 28 years of data and clinical experience with FFT involvinghundreds of therapists 
and thousands of families have provided strong empirical support for this family-based intervention 
with adolescents. In addition, the research has demonstrated that intervention must include a major 
focus on changing emotional and attributional, especially blaming, components of family interac- 
tion, then provide a program of. specific behavior change techniques that are culturally appropriate, 
family appropriate, and consistent with the capabilities of each family member. 
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PROGRAM AS DESIGNED AND IMPLEMENTED 

Goals and Measurable Objectives 

The major goal of FFT is to produce positive outcomes by preventing the continuation of targeted 
activities in identified youth (i.e., delinquency, violence, substance use). In order to accomplish this, 
FFT has four specific objectives: Engagement, Motivation, Behavior Change, and Generalization. 
These objectives and the phases of intervention that relate to them will be introduced here, then 
expanded in later sections discussing specific techniques. 

Objective 1. ENGAGEMENT. Engage and retain families and targeted youth in prevention/inter- 
vention activities. Focus especially on maximizing factors which enhance the perception that posi- 
tive change might occur (intervention credibility), and minimize factors (e.g., poor program image, 
difficult location, insensitive referral) that might signify insensitivity and/or inappropriate resources. 

Objective 2. MOTIVATION. Identify and quickly begin to modify the pattern of changeable 
intrafamily risk factors, especially negativity, hopelessness, and blaming; initiate and/or strengthen 
intrafamilial protective factors that can mitigate the effect of risk factors that cannot be changed. 

Objective 3. BEHAVIOR CHANGE. Develop long term behavior change patterns that are cultur- 
ally appropriate, context sensitive, and individualized to the unique characteristics of each family 
member. Foci include cognitive (i.e., attributional style, coping strategies), interactive (i.e., reci- 
procity of positive rather than negative behaviors, competent parenting), and emotional compo- 
nents. Provide concrete resources (e.g., checklists, telephone lists of resource people, pictures of 
role models, post-it notes, audiotapes) that both guide and symbolize specific changes in behavior. 
Emphasize positive communication and parenting. 

Objective 4. GENERALIZATION. Enhance the family's ability to impact multiple systems in 
which the family is embedded; alternatively, intervene directly with such systems until such time as 
the family develops sufficient efficacy that the family' can maintain positive impact. Mobilize com- 
munity support systems (e.g., recovery services, nurse visitation) and modify deteriorated family- 
system relationships (e.g., with 'school, probation officers). 

Measurement of Objectives 

The Functional Family Therapy model has a 28 year history of attempting to empirically identify 
and measure various components of FFT process and outcome. Positive outcomes can be measured 
via such indicators as rearrest, urine screens, and hospital admissions. Many FF'F objectives are 
measurable by overt and relatively nonreactive/objective ways. For example, Objective 1 (Engage- 
ment) can be reflected in attendance vs. dropout from scheduled sessions and being unavailable for 
home visits when scheduled; Objective 4 (Generalization) can be assessed by attendance in commu- 
nity meetings, contacts with school personnel, responding to probation officer requests. The pro- 
cess-mediational Objectives 2 and 3 (Motivation and Behavior Change) can be measured through 
process analysis (self report, session checklists, analysis of live or recorded in-session interaction) 
and repeated measurement of individual and family level in-home and community behavior (via self 
report inventories, diaries, symptom checklists, etc.). Specific measures involved in different stud- 
ies will be described in detail when appropriate. 
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Comment about Objectives. The extremely "functional" nature of FFT also prioritizes outcomes in 
terms of the behaviors that place youth and families at risk and/or bring them negative attention and/ 
or sanctions. Thus, we are organized more around eliminating violence than we are in creating a 
family form that approximates someone's ideal, unless that ideal form also eliminates violence. We 
are much more interested in helping a youth stop drug abuse and re-enter school than we are inter- 
ested in imposing someone else's v iewof  which parent figure should be the wage earner or nurturer. 
We are much more interested in enhancing a mother's self-esteem and ability t O parent in a positive 
manner, both quite measurable outcomes, than we are in giving her a DSM IV (Diagnostic and 
Statistical Manual) diagnosis that may satisfy record keeping and reimbursement requirements but 
which may, in fact, interfere with her changing her child's maladaptive behaviors. Thus, much of 
what is traditionally measured in mental health (e.g., diagnoses, objective test profiles, and person- 
ality inventories, etc.) is measured in FFT only to the extent that it directly contributes to identifying 
behavior change targets and intervention strategies. 

Comment about Family. Note that the term "family" refers to an extremely wide range of forms 
and structures. Generally the term refers to youth who reside with one or more adult figures (parent, 
guardian, group home staff) who are deemed by relevant officials (juvenile court, school system, 
etc.) as responsible for the conduct of the youth. It is not uncommon, however, for living arrange- 
ments to exist which represent a reality for the youth but not an entity recognized by relevant offi- 
cials (e.g., single parent with occasional live-in adult partner, gay/lesbian couples with child(ren) 
living in the same structure, multiple families or part families living in the same structure with 
multiple adult figures that may or may not be related in a biological or legal sense. In general, FFT 
initiates intervention with the unit that represents the current reality for the identified youth, espe- 
cially since externally induced (e.g., via Social Services) changes in such units require intensive 
intervention and considerable time. 

Targeted  Risk and Protect ive Factors 

The multilevel objectives introduced above require a coherent, phasic, and performance based in- 
tervention sequence; performance based in that each intervention phase includes specific criteria 
which must be Considered in order for the next ph.ase of intervention to be implemented. In addition, 
PTT is a prevention/intervention model designed for youth and family participants who have al- 
ready demonstrated maladaptive behaviors and/or high risk factors. Thus FFT, based on the levels 
above, involves a series of risk factor targets, the first being those factors that predict failure to 
engage and retain the family in intervention. 

Objectives 1 and 2 (Engagement and Motivation): Risk Factor Targets 

Many of the risk factors that recur in the literature with respect to youth violence, substance abuse, 
and delinquency (e.g., poverty, disrupted caretaker history, family conflict) also place youth and 
families at risk for low engagement and non-retention in change programs. Unfortunately, many of 
these factors cannot reasonably be modified until intervention is well underway, and other variables 
such as poverty are simply not amenable to intervention in a short term context. FFT has demon- 
strated significant positive impact by responding to this problem by first focusing almost exclu- 
sively on the motivation family members experience to participate in change. In particular, FFI" 
emphasizes cultural and family and individual respect and sensitivity, alliance with each family 
member, and the reduction of the toxic effects of blaming, anger, and hopelessness. As described 
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below in the Motivation Phase, interventionists avoid a message that they are attempting to impose 
change;.instead, the Motivation Phase emphasizes the use of relationship skills to reduce defensive- 
ness in all family members, including when they are blaming each other. Further, it is emphasized 
that the interventionist is an advocate for all family members, not the ally of one against the other. 

Objective 3 (Behavior Change): Risk Factor Targets 

The Behavior Change Phase involves specific, individualized change programs that are concrete, 
measurable, and focused on two synergistic processes. First, the reduction of intrafamilial risk fac- 
tors, and second, the enhancement of intrafamilial protective factors (see Tables 1 and 2). FFT can 
decrease the intrafamily risk factors (e.g. conflict) and at the same time create protective factors 
(e.g., family cohesion) that will mitigate some of the negative effects of extrafamily risk factors 
(e.g., negative peers). Table 1 summarizes the major classes of risk factors that appear in the devel- 
opmental psychopathology literature with respect to Disruptive Behavior Disorders, with full refer- 
ences available in Reference section. Table 2 represents the FFT strategy for targeting risk and 
protective factors in each of the FFT phases. 

As can be seen in Table 2, additional context factors are acknowledged and integrated into the 
individualized behavior change strategies, although they are not impacted directly. Thus, context 
factors such as race, single parent status, income level, intelligence, all of which appear in many risk 
and protective factors lists, are not direct targets for change. However, the manner in which they act 
as mediators is modified by FFT. For example, less intelligent family members are provided more 
structure and concrete representations of tasks; more intelligent family members are often better 
served by the provision of themes, concepts, and metaphors. When race and income result in less 
access to resources, FFT helps train family members in appropriate assertion skills, and/or FFT 
.representatives engage extrafamily systems directly to reduce the lack of access to resources (Gen- 
eralization Phase). Single mothers are not helped to learn parenting in the way the literature indi- 
cates successful married mothers parent; instead, single mothers learn how to influence their children 
using the styles of successful single mothers (e.g., using expert vs. position authority and, if they are 
,working mothers, negotiation and mutual goal setting more than direct monitoring and establishing 
immediate consequences for their child's behavioi'). FF'F asserts that well functioning single parent 
families operate differently, in many important ways, than well functioning two parent families; 
successful two career families involve parenting strategies that are often quite different than the 
parenting practices of successful, conservative traditional families; well functioning families with 
considerable discretionary funds and a nanny for the children engage in different processes than 
well functioning farm families with few financial resources beyond the value of their land. This 
ireflects the "matching to sample" philosophy that individualizes intervention targets for the unique 
context of each family, rather than providing a uniform, package of change targets that are often 
based on research with very different samples. 

FFT individualizes the change program for the unique risk, protective, and context factors that 
characterize each family. Note again, however, that Objectives 1 and 2 above do involve the generic 
processes of blaming, negativity, and hopelessness. These represent initial factors that characterize 
almost all our FFT families upon referral and which must be reduced before the individualized 
change activities of Objective 3 can be undertaken. 
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Tab le  1. Risk and Pro tec t ive  Factors  wi th  Empir ica l ly  Demonst ra ted  
Links to Disrupt ive  Behav ior  Disorders (References include empirical studies and 
review articles/books) 

Risk Factors 

Child 
Temperament (Magnusson & Bergman, 1988; Reitsma-Street, Offord, & Finch, 1985) 
Intelligence (Farrington, 1991 ; Moffitt, Gabrielli, & Mednick, ! 981; Moffitt & Silva, 1988) 

,~* Neuropsychological Factors (Moffitt, 1993) 
~y* Attention Deficit Hyperactivity Disorder (Hinshaw, 1987) 
~* Early Onset of Disruptive Behaviors/Substance Use (Hawkins, Catalano, & Miller, 1992; 

Loeber, 1991; Patterson, DeBaryshe, & Ramsey, 1989; Reid, 1993; Robins,1978; Robins & 
Przybeck, 1985) 

s~. Insecure Attachment (Greenberg, Speltz, & DeKlyen, 1993) 
~9- Social Cognitions/Perceptions (Dodge & Cole, 1987) 

Intrafamilial 
,-~ Disciplinary Practices: Poor Parenting Skills, Management & Socialization Practices, Pu- 

nitive Parenting, Failure to Monitor (Bates, Bayles, Bennett, Ridge, & Brown, 1991 ; Campbell, 
Pierce, March, & Ewing, 1991; Loeber & Dishion, 1983; McMahon & Forehand, 1988) 

~9- Family Relationships: Negative/Blaming Communications & Reciprocity, Lack of Warmth 
(Jouriles, Murphy, & O'Leary, 1989; Patterson, 1982; Pettit & Bates, 1989; Wemer & Smith, 
1982) 

~* Parental Psychopathology (Campbell, 1990; Williams, Anderson, McGee, & Silva, 1990) 
Parental Substance Abuse (Kandel, Kessler, & Margulies, 1978; Kazdin, 1987) 

~. Family Structure/Size & Marital Disruption/Discord (Baumrind, 1983; Kazdin, 1995; Robins, 
1984) 

,~ Family Beliefs/Attitudes (Brook, Gordon, Whiteman, & Cohen, 1986) 
Extrafamilial 

,9- Poor School/Peer Relationships (Cole & Jacobs, 1993; Parker & Asher, 1987; Reid, 1993) 
~* Low Social Support (Wahler & Dumas, 1984; Webster-Stratton, 1985) 

Socioeconomic Status/Unemployment/Poverty/Overcrowded Housing/Minority Status 
(Hawkins, Catalano, & Miller, 1992; Kazdin, 1987; Sameroff, Seifer, Zax, & Barocas, 1987) 

~* Neighborhood/Community Crime (Simcha-Fagan & Schwartz, 1986; Cole & Jacobs, 1993) 

Protect ive Factors 

Child 
~. Academic & Social Competence (Wills & Filer, 1996) 

Intrafamilial 
~- Positive Parenting Skills (Luthar & Zigler, 199 I) 
• ~. Supportive Family Communication/Relationships/Bonding (Hawkins, Catalano, & Miller, 

1992; Pettit & Bates, 1989; Wills & Filer, 1996) 
ExtrafamUiai 

~* Positive Peer & School Relationships (Dishion, French, & Patterson, 1993; Rae Grant, Tho- 
mas, Offord, & Boyle, 1989) 

~- Positive Community Relationships (Hawkins, Catalano; & Miller, 1992) 
~- Community Resources/Social Support (Sandier, Miller, Short, & Wolchik, 1989) 
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T a b l e  2.  T a r g e t e d  R isk /P ro tec t i ve  F a c t o r s  and O t h e r  C o n t e x t u a l  Fac tors  - - 
by Funct iona l  Fami ly  T h e r a p y  Phases  " 

FFT Targets 

Risk Factors 

Protective Factors 

Engagement and Motivation 
(Objectives 1 and 2) 

• Negativity/Blarrfing 

• Hopelessness 

• Credibility 

• Alliance 

Context Factors • Treatment Reputation in the 
Conmmity 

• Treatment Availability 
- Clinic/In-Home 
- Transportation 

• - Hours 

• Staff 

Behavior Change 
(Objective 3) 

• Poor Parenting Skills 

• Negative/Blaming Communication 

• Positive Parenting Skills 

• Supportive Communication 

• Temperament 

• Interpersonal Needs 

• Parental Pathology 

• Family Structure 

• Family Beliefs/Values 

• Developmental Level 
(early vs. late onset) 

Generalization 
(Objective 4) 

• Poor Relationships 
- School/Peers 
- Community 

• Low Social support. 

• Positive Relationships 
- School/Peers 
- Community 

• Community Resources 

• Socioeconomic Status 

• Unemployment 

• Minority Status 

• Neighborhood & 
Community Crime 

O b j e c t i v e  4 (Generalization)-: Risk Fac to r  Targets  

During the General izat ion Phase, we once again face context factors that require creativi ty and 
individualization. Despite the increasing appreciation in the literature of  the mult isystemic factors 
that impact the youth and families :we see, the practical truth is that many of  these variables cannot 
be changed directly (e.g., presence of  gangs in the neighborhood, institutional racism). Other fac- 
tors, such as responsiveness of  school personnel,  may be modif iable  for a given family, and such 
factors are targeted during the Generalizat ion Phase of  FFT. However,  FFT first emphasizes  engag- 
ing and motivating the family (Objectives i and 2), and increasing intrafamily protective factors 
(Objective 3). Then, after the family has begun to change internally, we address additional systems 
such as school, peers, community  organizations,  police, and the like. We also initiate referrals to a 
variety of  additional supportive, educational,  and therapeutic resources. It should be noted, how- 
ever, that the term referral pertains to much more than providing pieces of  paper  with names and 
telephone numbers. During the Generalizat ion Phase we work with the family, for example,  to in- 
struct and role play how family members can initiate contacts with school counselors,  self  help 
groups, neighborhood police, communi ty  recreation centers, and the like. We suggest and discuss 
solutions to problems such as transportation and prior negative experiences family members  have 
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had in such contexts. Finally, when appropriate (e.g., the school principal may in fact be racist or 
otherwise prejudiced) we intervene directly, sometimes with the hope of changing the system, other 
times only to help insulate the family from the effects of such systemic factors that do not respond 
positively to our interventions. 

Targeted Population 

FFT primarily targets youth, ages 11-18, at risk for institutionalization. FFT has been used at the 
prevention level for youth with early behavioral indicators of delinquency (e.g., Conduct Disorder, 
Oppositional Defiant Disorder, or Disruptive Behavior Disorder) to youth who present with serious, 
chronic crimes (e.g., delinquency, violence, substance use). FFT has been applied with a wide range 
of population demographics, with non-White youth (African Americans and Hispanic/Latinos) some- 
times representing less than 10 percent of the sample and as much as 50-60 percent of the sample. 
Similarly, females have represented between 10 and 50 percent of youth in different projects, with 
• the overall male to female ratio (since 1970) being between 2:1 and 3:1. In addition, while two- 
parent families were the norm in the early 1970's, recent projects have sometimes experienced a 
preponderance of single-parent or otherwise "nontraditional" family forms. 

Core Elements and Major Techniques 

The impact of FFI" derives not from its techniques per se, but its careful sequencing of techniques 
that build one upon another and unfold across time. Stated differently, positive change is a function 
of technique and timing. Thus, within the FFT framework, techniques cannot be simply listed in an 
aggregate fashion; instead, FFT therapists learn not only how to apply each technique, but also when. 
and in what form to apply it. To do so successfully, interventionists must be aware of the degree of 
engagement of each family member in the change process, as well as the particular approaches that 
are more likely to be appropriate for each family member (see Table 3). 

For example, if a youth is less oppositional and engaged in the change process, the therapist may be 
able to simply give him a set of instructions about how to initiate positive behavior change toward a 
parent or teacher. However, a more independent or autonomous youth may respond negatively to 
such overt instructions. Instead, s/he may need to be engaged in a problem-solving dialogue as a 
way to help her figure out a better approach on her own. As these simple examples demonstrate, 
each straightforward technique (e.g., the process of initiating positive behavior change towards 
authority) may be applied quite differently according to each circumstance. 

As readers review the techniques already introduced and additional technical components that fol- 
low, they are urged to remember that specific techniques are, above all, a means to an end. More 
important than the techniques themselves is the moment-to-moment awareness of what intervention 
phase each family member is in, and the specific outcome the. therapist is trying to achieve with 
each intervention~technique. FFT therapists are not trained to follow a specific behavioral template. 
Instead they must be sensitive to each family member, clear about the goals for each family member 
in each intervention phase, and able to initiate techniques that family members experience in a 
productive way. Thus, while FFT is very conceptually grounded and behavioral in its focus, it is 
client driven in its execution and experiential in its targets. 
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Table 3. Functional Family Therapy--Basic Components 

ENGAGEMENT H 
ENGA GEMENT PHASE 
GOAL 
SKILLS REQUIRED 
FOCUS 
ACTIVITIES 

A S S E S S M E N T  PHASE 
GOAL 
SKILLS REQUIRED 

FOCUS 

PHASES & TASKS OF INTERVENTION 

ACTIVITIES 

MOTIVATION PHASE 

ASSESSMENT& H 
MOTIVATION 

BEHAVIOR&CHANGE H 

GENERALIZATION 
TERMINATION 

Enhance perception of responsivity and credibility 
Qualities consistent with positive perceptions of clients 
Immediate responsivity, family expectations 
High staff availability, telephone outreach, language and dress appropriate, 
proximal services, or adequate transportation 

Elicit and analyze information, develop plans 
Perceptiveness, conceptual model that includes interpersonal functions 
of behavior 
lntrafamily & extrafamily context and capacities (e.g., values, attributions, . 
functions, interaction patterns, sources of resistance, resources, and 
limitations) - 
Observation, questions (e.g., Who? What? When?); inference re: the 
functions of negative behavior (What if?., What is the outcome?) 

GOAL Create positive motivational context, minimize hopelessness and low self 
efficacy 

SKILLS REQUIRED Relationship/interpersonal skills 
FOCUS Relationship process, separate blaming from responsibility 
ACTIVITIES Interrupt highly negative interaction patterns and blaming 

(Divert and Interrupt) 
Change meaning, usually through: 
Relabel/reframe: I. Validate negative impact of behavior, but 

2. Introduce possible nonmalevolent motives for behavior 
3. Introduce themes & sequences that imply positive 

future 

BEHAVIOR CHANGE PHASE 
GOAL Skill building, change habitual interaction and other coping patterns 
SKILLS REQUIRED Structuring, teaching, organization 
FOCUS Communication training, use of technical aids, assigned tasks 
ACTIVITIES Model & prompt behavior, provide directives & information, develop 

creative programs to change behavior but remain sensitive to family 
member abilities and interpersonal needs 

GENERA LIZA TION PHASE 
GOAL Extend positive family functioning, incorporate community systems 
SKILLS REQUIRED Clear multisystemic model, strong therapeutic and nonjudgmental 

attitude, energy 
FOCUS Relationships between family members and multiple community systems 
ACTIVITIES Know the community, develop and maintain contacts, initiate clinical linkages 
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Engagement refers 
to any activity that 
can facifitate the 

family's willingness 
to show up for the 
first session and 
create an initial 

positive reaction. 

Engagement 

The Engagement Phase actually begins prior to first contact, and very 
quickly blends into the Motivation Phase. Engagement refers to any 
activity that can facilitate the family's willingness to show up for the 
first session and create an initial positive reaction. As indicated in 
Table 3, these activities can include "superficial" but important ac- 
tivities such as wearing clothes that seem appropriate for family mem- 
bers and providing therapists that would appear to be credible (e.g., 
gender and ethnic "matches" where this is relevant). FFT therapists 
also make their own initial appointments via telephone (when avail- 
able) so therapists can listen for potential problems such as transpor- 
tation, resistance, and confusion. Thus, the Engagement Phase is less 
characterized by a formal set of therapeutic techniques than it is re- 
flective of an attitude on the part of FFT therapists that families should 

be shown as much respect as possible and be made to feel as comfortable as possible as the process 
of intervention is initiated. 

Assessment 

Assessment in FFF is an ongoing, multifaceted process that reflects the phasic and functional nature 
of  FFT. As such, sections on the types of assessment characteristic of different phases will be in- 
cluded in the description of each phase of treatment. In general, important features include: 

,-~ Assessment occurs once actual face-to-face intervention commences. As such, much of 
the important assessment focus is simultaneous with early session engagement (Motiva- 
tion Phase). 

Beyond the generic assessment generally obtained in educational, juvenile justice, and 
social service/mental health contexts, FTT emphasizes the identification of the interper- 
sonal impact of behavior for each family member~ 

~-  FFT also identifies the major extrafamily relationships that become involved in prob- 
lematic sequences in both adaptive and maladaptive ways. 

In order to facilitate the alliance process and motivation, interventionists enter the sys- 
tem in ways that provide information but also do not highlight individual deficits: 

by exploring the interrelationship between behavior sequences, feelings, and cognitions 
(rather than listing negative behaviors as a major focus); and, 

- by exploring the process of  relating in the session itself. 

FFT uses formal assessment (e.g., diagnostic tests, formal self-report instruments) only 
when necessary to answer specific questions that cannot be answered in sessions, or 
when necessary for legal and/or record keeping responsibilities (e.g., drug screens, docu- 
mentation of reading scores to establish improvement, or appropriate school placement). 
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Specific agencies and systems, such as individual juvenile court systems have added 
their own assessment devices to meet their larger system needs such as validating their 
own assessment instruments, relating youth characteristics to census track data, or pro- 
viding diagnostic information to funding sources. Major projects such as the clinical 
trials being conducted by Dr. Waldron (University of New Mexico) also involve consid- 
erable formal assessment, but again it is not for the purpose of clinical decision making. 
Instead, much of this assessment is designed to provide information as part of a national 
database and is required for funding. 

Preintervention Information and Assessment. Referral information is generally already available 
for youth and families. Sometimes this informationconsists only of a name and a reason for referral 
(e.g., runaway, found in possession of drugs at school, parent called expressing concern that youth is 
becoming uncommunicative, social services receives referral regarding possible neglect). At the 
other extreme are cases involving youth with extensive diagnostic test information and perhaps even 
behavioral records in institutions, and families with a history of many social service contacts. FFT 
interventionists review such information, along with as much demographic information as is avail- 
able, in order to understand as much as possible about the context in which intervention is to occur: 
ls there information available that might facilitate cultural sensitivity, be informative about multi- 
system pressures (e.g., poverty) and resources, and suggest individual constraints (e.g., learning 
disability, illiteracy) that must be considered in behavior change? 

Assessment in Early Phases (Engagement and Motivation). It should 
be noted that in many clinical contexts the assessment information which 
is available in records is pathology based (e.g., DSM IV diagnoses) 
rather than strength based. As such, most of this information is not 
particularly useful in the early phases (Engagement, Motivation) of 
intervention. In addition, much pathology oriented information may 
predispose interventionists to label and focus on negative aspects of 
individual and family functioning (types of offenses and complaints, 
history of poor parenting) rather than emphasize possible strengths and 
reasons for hope. Thus, Fb-'I" sees much of the paper trail that follows 
youth and families through social services as antithetical to the atmo- 
sphere that must be introduced in the family context for true and last- 
ing positive change to occur. Thus, assessment during the early stages 
of intervention is based much less on the problems and limitations that 
exist, and much more on the possible new interpretations and percep- 
tions that can help youth and families develop hope, alliance, and the 
motivation to change. 

Because the emphasis in FFT is on building alliance immediately and 
reducing negativity and hopelessness, FFT interventionists pay par- 
ticular attention to possible, and often very subtle, cues of positive 
qualities. Often this information is woven into reframes, for example: 

Assessment during 
the early stages o f  

intervention is based 
much less on 

available records 
which record the 

problems and 
limitations of  a 

family, and much 
more on the possible 
new interpretations 

and perceptions that 
can help youth and 

families develop 
hope, alliance, and 
the motivation to 

change. 

A youth with a long history of offending without getting caught is assessed as reason- 
ably bright; a single parent who often promises to get off drugs, fails to do so, and 
repeatedly contacts law enforcement to deal with her son is assessed (i.e., refrained) as 
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overwhelmed and feeling incapable of  coping, but still attempting to get her son the 
help he needs that she knows she can't provide. 

As can be seen in these examples, what is usually seen as formal assessment information is de- 
emphasized in early FFT sessions in favor of creating a positive atmosphere. FFT interventionists 
are well aware that challenging hopeless, angry, and unmotivated people with their shortcomings 
has the paradoxical effect of not motivating them to envision hope and positive change. In addition, 
FFT interventionists understand that issues of trust and alliance, during early sessions, are much 
more important than exact information about "who did what to whom, and when." Thus youth and 
family member reactions to overt qualities of the interventionist (age, ethnicity, gender, socioeco- 
nomic status, etc.) become a critical issue for assessment. If these reactions are negative, early 
intervention must address these as quickly, nondefensively, and productively as possible. For ex- 
ample, a White FFT therapist, sensing hostility and distrust from an African American youth and 
other family members, might suggest the following: 

I'm worried that because i 'm White you won't feel comfortable with me. I think that is a fair 
reaction, and I appreciate that you are honest in letthlg me know that (note that the mes- 
sages of  distrust may have been all nonverbal). I will try to arrange for someone you might 
feel more comfortable with if  you still want me to ajqer toda3; but for now I will apologize for 
seeming to be real slow with you. l just need to listen very carefidly so ! can do my best to 
understand what you are feeling and what we can do to help the situation. 

Therapists must be attuned to their own unique qualities and how they might be affecting a family 
member. For one of our primary therapists, who happens to be 6' 7" and a former football player, a 
wink and a grin towards an aggressive gang member may signal an awareness of the "game" the 
youth is playing and may serve to limit his in-session acting-out. However, the same wink and 
glance towards a sexually and physically abused adolescent female may represent a total lack of 
understanding, empathy, or sympathy to the trauma and pain she has experienced and the powerful 
feelings that motivate her behavior. 

Assessing Interpersonal Functions. Functions, in FFT, represent a short-hand term for the power- 
ful relational needs, whether they are inborn or learned, that underlie individuals' motivations for 
distance/autonomy and connectedness/interdependency with others. These patterns become evident 
over time in relationships, and often differ for a given individual in different relationships. Indi- 
vidual family member behaviors, feelings, and cognitions/attributions combine with those of other 
members into specific relational sequences with predictable payoffs for each family member. Pay- 
offs take myriad specific forms, but all represent some blend of contact-closeness (or merging) and 
distance (or separating). They represent the degree of relatedness, or interdependency a person 
attempts to create in a relationship with another person. Connectedness behaviors increase psycho- 
logical intensity, enhance opportunities for interaction, and strengthen intimacy in either positive or 
negative ways (e.g., asking for help, expressing tenderness, physical affection, dressing seductively, 
smothering, dependency, symbiosis, overprotection). Autonomy behaviors decrease psychological 
intensity, lessen interaction, decrease contact, and lessen dependency (e.g., working two jobs, be- 
coming independent, emancipating, running away, being unresponsive, developing extrafamilial 
relationships, being preoccupied). Midpointing behaviors consistently produce a blend of contact 
and distance, e.g., couples who do a lot together but usually with other people, "come here--go 
away" messages such as given by classically hysterical or depressed clients, message centers on 
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refrigerators ( " / l ove  you, I'm not here now"), alternating times away (e.g., during the week for 
dual-career marriages) with time together on weekends. Substance abuse for youth often represents 
alternating cycles of distancing (avoidance) and dependent connectedness (being rescued, bailed 
out, etc.)--see Stanton et al., concept of pseudo-individuation. 

Difficulties with Functional Assessment 

Functions are polydyadic--a behavior of a given person can simultaneously produce 
different functions with different people (e.g., father's supporting behavior towards daugh- 
ter produces contact-closeness with her, and simultaneously distances wife). 

'-~ Functions are relationship specific-sexual innuendo may function to seduce someone in 
one family yet in another family may elicit disgust. 

Family members often distort and forget their explanations about behavior--sometimes 
through ignorance and sometimes purposefully. Identify functions based on what hap- 
pens, not what family members say they want or what you would like them to want. 

As observers, we can only hypothesize what functions are because: 
Functions are an internal construct which are embedded in the meaning structure(s) 
of the individual. We cannot see them directly, but only infer them. 
Though they are an individual construct, they only exist in relationships which are 
mutually defined by two or more people. 

Functions are not the same as "personality," although the pattern of interpersonal needs (functions) 
expressed by a person across a wide variety of situations would add up to their personality. For some 
people, their behavior is sufficiently consistent across situations that their functions and their per- 
sonality seem to be one and the same; for example, a teenager who is consistently dependent, whiny, 
submissive, and easily led in all situations, whether by peers or parents. For others, however, situa- 
tions seem to elicit very different functions, as in the case of alienated youth who consistently dis- 
tance themselves from their parent(s) and behave very autonomously in the home, yet they are very 
close (if not enmeshed) with particular (deviant) peers, and very distant from other peers, in this 
situation a single personality label will not provide sufficient detail to be useful to the treatment 
planner. Instead, the clinician will need to understand that the youth's behavior functions create 
distance from parent(s), distance from mainstream peers, yet exceptional closeness to deviant peers. 
As will be seen below, intervention will not attempt to change the youth's overall functional need 

• pattern of distance and closeness, only the relationships involved. In other words, FFT will retain 
the youth's need for closeness, but after treatment the closeness will be with mainstream peers and 
parents; FFT will also retain the need for distance, but after treatment the distancing will be with 
respect to deviant peers. 

Thus, unlike the concept of personality which presumes a core underlying motivational structure, 
FFT assessment of functions often identifies important differences within one person. Parents, for 
example, often have a favorite child (with whom they have considerable connectedness and might 
even be enmeshed), while at the same time have another child whom they reject. In such situations 
it is inappropriate to think of the parent in a unitary fashion (enmeshed ....  or is it distancing and 
rejecting?). Instead, the FFT interventionist understands that the motivational needs of the parent 
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with different children are markedly different. As a result, behaviors that would be comfortable for 
the parent with respect to the close child could be quite unacceptable with respect to the distanced 
child. Thus prescriptions for good parenting cannot be simply homogeneous, since the behaviors 
through which the parenting is carried out will differ depending on the child in question. 

In response to such situations, FFT would develop parenting strategies that would differ for the two 
children, but that would still represent a move towards good parenting with each. With close children, for 
example, parents can provide behavioral guidelines and consequences via little private discussions; in 
contrast, with distanced children parents may need to write out expectations, work through intermediar- 
ies, and provide tangible rewards (rather than hugs) early on in the change process. 

Intervention becomes more difficult when the motivational structure differs for members of a dyad, 
for example, when a parent retains strong affiliation (connectedness needs) towards a youth, while 
the youth is emancipating (distancing from the parent) and developing much stronger connectedness 
needs outside the family. FFT believes that behavior change strategies, in order to be maintained, 
must be rewarding, i.e., consistent with their relatedness needs, for both participants. Thus, FFT 
therapists develop interaction patterns that can be simultaneously experienced by the parent as more 
connected, yet at the same time by the youth as protecting the youth's autonomy. Examples of such 
arrangements come from healthy families, where parents often know where the youth is ("Call me 
as soon as you get there and get  a ride home before 9:00, or I will have to come and get you") ,  but 
the youth spends the great majority of her time with friends. Another example would be: "You must 
be home with us f rom 7:30 on, but you can still talk on the phone with fr iends f o r  30 minutes 
between then and 9:30."  

Most relationships represent more of a blend of the two major components, ranging from: 

_,-.~ Total autonomy (total uninvolvement, extreme avoidance---except for brief periods, this 
is rare in intact relationships) 
More autonomy than connectedness needs 
A balance of connectedness and autonomy needs (Midpointing) 

~y* More connectedness than autonomy needs 
,-~ Total connectedness (e.g., extreme dependency and/or enmeshment). 

Note that no interpersonal function, especially in the 2, 3, and 4 range (above), is inherently dys- 
functional. A high need for connectedness in a marriage can be very positive when expressed through 
caring messages, respect, and validation of the other. In contrast, the same high connectedness need 
can be very dysfunctional when expressed through incompetence, suicidal behavior, and too much 
dependency as seen in a dependent personality disorder. 

As will be seen below (Behavior Change techniques), the assessment of functions is essential if 
therapists want to insure rapid compliance with change interventions. Prescribing tasks or change 
strategies for one family member with respect to another member will elicit considerable resistance 
if the prescript ions are implici t ly or explicit ly inconsistent with the family members '  
interconnectedness needs (functions). 
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Motivation Phase Techniques of Intervention (Making the Emotional and Attributional Context 
More Positive: Reframing and Related Techniques) 

As already mentioned, the Engagement Phase consists primarily of transitory activities that are designed 
to get the process of intervention "off on the right foot." As direct contact is initiated in the first session, 
however, therapist interventions move as quickly as possible beyond such introductory impression activi- 
ties. Instead, therapists initiate interventions that relate to the family itself and their sense of how the 
therapist is actually relating with them. For example, FFF therapists initially send the message that they 
are more interested in heating the family than in telling the family what they do wrong and how they 
should change it. Thus, at the point of first contact, FFF therapists de-emphasize, in fact avoid, sending 
the message to family members that s/he will initiate the intervention by imposing change instructions. 
Such interventions at the outset are contraindicated and, in fact, may have negative consequences. In- 
stead, several tasks must first be accomplished before the family can 
begin to change violent, delinquent, drug-involved, and similar lifestyles. 
According to FFF theory, the primary objective of the Motivation Phase 
of intervention is to create a motivational context within which change 
can occur; the family members are helped to experience a reduction in 
anger, blaming, and hopelessness. Decreasing negativity is essential in 
this early phase of intervention, prior to initiating formal behavior change 
techniques, because family members' intense negative emotions preclude 
them from making a realistic commitment to change. Often family mem- 
bers have developed rigid defensive schema through which all informa- 
tion is filtered, and their interactions are characterized by cycles of coercive 
and defensive interchanges that reinforce their automatic negative pro- 
cessing patterns. Thus, the dominant role of negative behaviors and 
emotions in the family are the first priority for change. At the same 
time, the salience of the family system is increased, including individual 
needs both for connection with the family system and autonomy within 
it. Finally, the relational needs (or "functions," see Assessment section) 
of each family member are identified, respected, and integrated into spe- 
cific change programs. 

The primary 
objective of the 

Motivation Phase of 
intervention is to 
create a motiva. 

tional context within 
which change can 
occur; the family 

members are helped 
to experience a 

reduction in anger, 
blaming, and 
hopelessness. 

Refraining. One of the primary techniques used in the initial Motivation Phase of intervention is that 
of reframing. A reframe usually involves the therapist portraying unacceptable, illegal, noncompliant, 
violent, delinquent, and other negative behaviors in a different light. The therapist describes alterna- 
tive properties of a behavior, points out possible new interpretations of the behavior, or describes the 
context in which the behavior occurs differently. As defined by Paul Watzlawick, a reframe is a 
change of"the conceptual and/or setting or viewpoint in relation to which a situation is experienced 
and to place it in another frame.., and thereby change its entire meaning" (Watzlawick et al., 1974). 
Refraining is anaong the most powerful techniques available to therapists. When successful they es- 
tablish new interpretations and meanings of behaviors primarily through casting members and their 
motives in a more benign light, and through creating plausible alternative explanations for behavior, 
especially the motives of the behavior. Therapists initiate positive interactions by establishing a rela- 
tional focus by switching attention from referral problems to relationships through questions, com- 
ments, and interpretations, in the context of successful reframes, family members are more willing to 
turn nagging into prompting, sullen withdrawal into more constructive (e.g., verbal) expressions of 
confusion or hurt, and violence into requests for change. 
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Reframing is essential in early sessions because overt attempts to decrease negative affect directly by 
requesting that family members stop its expression generally elicit direct resistance or are effective only 
temporarily. Instead, the FFF therapist interrupts argument sequences before they become too heated or 
intensive, and avoids asking specific questions that amplify descriptions of blame (e.g., "Why did it 
bother you so much when he stole the car?"), and reframes the motivation behind negative behavior. 

A common feature of reframes is that they link emotions, and often relational needs, to the experi- 
ences and beliefs of family members, but in new ways. Often FFT therapists suggest a theme as a 
reframe which can provide a new lens through which family members can interpret patterns of 
maladaptive behavior. The following non-exhaustive list of themes provides examples of how FFT 
therapists reinterpret family relational patterns in a new light: 

,-~ Anger implies hurt. Almost every time we see/feel anger, it almost always reflects an 
underlying hurt. Unfortunately, we tend to hide the hurt with anger, so others don't 
understand the hurt, only the anger. 
Anger implies loss. Anger may reflect a fear of hurt or loss of love, control, sense of 
trust, sense of family, etc. 

,~ Defensive behavior implies emotional links. Your mate (child, parent, etc.) acts defen- 
sively when he lies because it is difficult for him/her to lie to you. That implies a rela- 
tionship and sense of caring that s/he can't  express directly. 
Nagging equals importance. S/he nags (criticizes, argues) because you are so impor- 
tant and because s/he does want you to be close, available, and nondestructive to the 
relationship, etc. Unfortunately, people tend to drop out/forget the underlying positive 
reason for the nagging, so all the others hear is the criticism. 
Pain interferes with listening. When someone seems insensitive, selfish, etc., it may 
reflect the fact they are in too much pain (fear, sadness, etc.), to be able to consider 
others. This is particularly hard to understand when people cover their pain with anger, 
selfishness, etc. 

,-~ Frightened by differences. Some individuals are afraid of differences per se because 
they fear that differences will lead to lack of commitment, loss of control, an unwilling- 
ness to continue the relationship, etc. People are frightened by differences because they 
don't  trust the process of dealing with differences. 
Need to feel OK about self in the context of  problems. Some people behave in a 
controlling, apparently insensitive manner not because they know that this will change 
others' behavior, but because they feel that they are doing the best they can. 
Protection. Sometimes people do bad things (e.g., fail to support their mate, act out, 
etc.), in order to protect someone else by taking the focus off of them and/or forcing the 
family to get outside help. 

Unlike some other intervention models, FFT is not problem focused until motivation is enhanced, 
negativity decreased, and positive alliance (which results from successful reframing) established. 
Specifically, FFT therapists strive to ensure that, very early in treatment, each family member will 
experience the following: 

"We are not inherently bad! It is the way we have done things that has not worked." 
"Even though I have made mistakes, the therapist 'sided' as much with me as everyone else." 
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"Even though we experience the problems differently, we must all contribute to the 
solution." 

,-~ "Even though I may have a lot to change, the therapist will work hard to protect me and 
everyone else in the family." 
"I want to come back to the next session because it finally seems that things might get better." 

Thus, reframes typically attempt to link emotions to beliefs held by family members, but expand the 
interpretation of the behavior. Interaetional  reframes provide a benign description of the interper- 
sonal impact of one's behavior ("It looks like as long as you are furious at what you call Sally's 
bullshit, you don't have time to face how desperately alone you feel"). Second, a motivational 
reframe recasts one's motives in a nonmalevolent light ( " I  wonder if all this acting out might not be 
her way of  letting you know how much she needs you to still be very involved in her life? She might 
even be protecting you by not putting you on the spot directly, though she knows you'll stay in- 
volved as long as she can't seem to make it on her own "). Finally, the systemic reframe emphasizes 
that all the family members are sharing a common experience (e.g., loss, pain) but are manifesting 
their internal emotional experience in different ways: "So everybody feels bad about how the week- 
end fell apart, but Jose deals with it by slamming the door, Maria starts sulking and doing house- 
work, and Angel puts on gang colors and starts to go out. It is so sad to see three people all in pain, 
but who show it in ways that say: 'i'm hurt, l 'm angry, ! give up, there is no hope.' Is it because you 
each need to be heard by each other so much that you can't stop to listen, only express the hurt?" 

This  sort of reframe alludes to problems of depression and withdrawal, storming out, and even gang 
membership, but does so in a way that places the major emphasis on an emotional interior of the 
family and each member. The interventionist sends the message that "I want to share with you 
beyond the superficial layers that everyone can see, and hear the lonely places in you that I believe 
we can help." 

Finally, reframes are not presented in order to avoid the issue of negative behavior. It is essential that 
therapists, prior to presenting reframes as possible alternative explanations for behaviors or motiva- 
tions, first validate the negative impact of  the behavior. Reframing doesn't minimize the negative 
impact of bad behavior; bad behavior is bad! Reframes merely add a focus on motivation which 
implies that the motives may not be completely evil or malevolent. This distinction is key to helping 
interventionists respond to negative behavior but in a way that lowers defensiveness and resistance, 
and enhances alliance. For example, when hearing about one family member slapping another, the 
therapist must first validate the physical and emotional pain: "Clarice, you must have felt awful, 
physically and emotionally. Lots of  people who hit don't realize that it is humiliating as well as 
painful" (validation of behavioral impact, which then can be followed by the reframe). "Anthony, 
when you hit Clarice did you imagine how it would hurt her, or were you more focused on your own 
feelings, like maybe out of control because she was getting the upper hand." 

Note that in this example the victim's pain was first validated, then the situation was broadened to 
suggest motivations beyond simply inflicting pain, such as feeling out of control. Reframes such as 
this do not excuse the behavior, but they provide more of an affiliative and alliance based context of 
change than the message: "You are a bad person for  hitting; you must stop this behavior; when you 
feel anger like this you must .... " Instead, the reframe allows the therapist and family, especially the 
offender, to clarify the underlying motivational structure and develop alternative sets of internal and 
external cues as a basis for change. It should be noted that often reframes are presented as altema- 
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tive hypotheses and metaphors which allow the therapist to be assertive but at the same time remain 
flexible and not stuck with an assertion the family doesn't accept. 

It should also be noted that some clinicians and other criminal justice workers may become con- 
cerned that reframes will be taken as excuses by that subset of youthful offenders (and/or abusive 
and neglectful parents, siblings, etc.) we identify with such labels as sociopath. In response to this 
concern, FFF reminds clinicians that reframes have been developed as part of the Motivation Phase, 
so if certain reframes do not serve to motivate, then they should not be used. If a clinician fears or 
experiences a reframe as producing harmful motivations (e.g., "See, ! couldn't help myself," or 
"She (the clinician) says it is OK") ,  then the reframe should be avoided. At the same time, it must be 
emphasized that FFT also prioritizes alliance formation, so therapists must develop an alliance with 
a person, even a sociopathic person who many believe are incapable of alliance. Our data support 
that by following the premises and techniques of FFT, the large set of youth seen as intractable in 
other programs become much less so, This subtle process is accomplished by first letting the youth 
know "'we've been there." Much in the manner of Alcoholics Anonymous sponsors, an FFT thera- 
pist can say things like: 

I know you did that not because you are evil, but because you want so desperately to 
• . belong, and I know you are scared o f  rejection, and I know you don't even know it 

y o u r s e l f  I 've been there, and I know what it feels like to fool  mysel f  

Or, if the clinician hasn't  been there, s/he might say: 

I 've  sat in this room with too many like you, and seen what finally comes out, to be 
• foo led  by you even if  you are still fooling yourself  

The clinician then goes on by saying to a parent something like: 

So he feels  like he beat the hell out o f  the other kid because the other kid came up on 
him, and I fee l  like he did it to prove he was bad to his friends, and I also know he is 
terrified o f  rejection. What do you see-- the rage, the fear, the,need to belong, or other 
things like the awful fac t  that his fa ther  didn't seem to care at all what he felt? 

The above examples demonstrate that reframes are not simplistic and unreal. They are sometimes blunt, 
complex, and they deal with the ugly reality in which many of our youth and families live. It could be that 
a true sociopath might hear the above and use it nonproductively, but our experience is that such reframes 
send a message of honesty and commitment to the youth and family, and often produce an increase in 
alliance and an increase in change motivation. In contrast, when such youth are challenged with their 
negative behavior, it is under those circumstances that they become defensive, oppositional, and even less 
responsive to change. Thus, for the FFr  therapist, the reframe represents a means to continue the process 
of becoming more and more a part of the family system, not an excuse that simply sends the message, 
"Gee, we are all wonderful here." Instead it sends the message that "1 know how awful you can be, but 
I know there is more, and l 'm committed to finding it." 

It is imperati~,e that therapists, whendeveloping reframes, are careful to be culturally (ethnically, 
racially, gender related, sexual preference related, spiiitually) sensitive and express an openness to 
value systems which may be quite different than their own. When in contexts that are quite different 
from theirs, therapists must often think in ways similar to a cultural anthropologist: "My culture 
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doesn't do things this wa); but in this culture there can be found happy and adaptive families that do 
things differently than I would. Those families will be my guideposts, rather than my own biases." 
In FFT we identify this as a value-independent, "matching to sample" philosophy which is essential 
for helping the diverse families, cultures, classes, and contexts we encounter. 

Finally, reframes are best thought of not as a technique, but as an attitude. They represent a commit- 
ment to not allow the content (descriptions of behavior, blaming attitudes, reasons for lack of hope) 
of early sessions to become the major focus of intervention. 

Reframes operate by: 

2. 

Providing a way out of defensive spiraling, and giving family members more 
adequate ways of'modulating emotions which, in turn, opens the family to the 
possibility of increased emotional expressiveness in a positive manner. 

Introducing sufficient confusion, protection, or distance to disrupt the auto- 
matic, top down processing that has evolved over time in the context of negativ- 
ity, maladaptive behavior, and sometime worse behaviors (such as abuse). 

. Providing an alternative cognitive content for the powerful affective informa- 
tion. For example, a frequent therapeutic task is to reconnect the family mem- 
bers with the concern and love that underlies, and originally motivated, their 
anger and hurt. 

4. Giving everyone some responsibility for the problem, but in a nonblaming way, 
thus making scapegoating more difficult. 

Pointing Process. A second technique used by FF"I' therapists is pointing process. As FFT thera- 
pists observe and attend to each family members'  perception of family processes, extrafamily inter- 
actions, and their experience of problems with each other and persons outside the family, they can 
comment on the process of how family members relate to each other. This is especially important 
with respect to those interactions that are characterized by negativity and blaming. By pointing 
process, FFT therapists are able to make explicit the inter-relatedness of family members'  feelings, 
thoughts, and behaviors. In a recently seen family, for example, the therapist commented: 

Dad... excuse me for interrupting, but I noticed something I'd like to check out with you. 
i noticed that when you talk to Tommy you tend to lean forward a little bit, whereas with 
Aaron you often point towards him with your finger. ! can 't figure out if you think Aaron 
"won't get the message" if you don't emphasize it, or you are already discouraged 
because you think he won't pay attention, or because he is more inwortant than Tommy 
so you put more emphasis on hint. Maybe the three of you know how to interpret all this, 
but i'm still trying to find out why and how you all take turns feeling so isolated. ! also 
want to make sure that Tommy and Aaron don't misinterpret you, because it is tough to 
be a father anywa); attd even worse if you are misinterpreted. 
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Notice that the therapist "pointed out" a process for Dad, but then used this observation to first "put 
him on the spot," but then also to work on the alliance with Dad by acknowledging his difficulties in 
being a father. Finally, notice that the alternative explanations offered by the therapist about the 
pointing contained both perjorative ("won't  pay attention") and affiliative ("more important") ele- 
ments, so neither Tommy nor Aaron would hear all this as an indictment of one versus the other. 

Divert & Interrupt. Another important method for disrupting family members' negative interac- 
tional sequences is the therapist technique of divert/interrupt. Therapists divert family negativity 
when they intercept a negative speech act made by a family member instead of allowing the family 
member to whom it was directed to answer. Therapists interrupt family negativity when they do not 
allow a family member who is making a negative or defensive speech act to complete a blaming 
diatribe. Research from our laboratory has shown that if a therapist simply diverts or interrupts a 
family member 's  negative speech acts, then the subsequent family member's speech act is almost 
twice as likely to be positive than if the therapist allows a family member to respond. It is important 
to note that the technique of divert/interrupt is not defined based on the content of the therapist's 
verbal behavior as is the case with the reframe technique. That is, regardless of what the therapist 
says, when a therapist disrupts the negativity by either diverting or interrupting, the following family 
member speech act is considerably more positive. 

Sequencing. Sequencing behavior is a method used to assess what happens and who does what 
within a family. Sequencing or circular questioning is usually done around the specifics of a present- 
ing problem. Because it is drawn out in a circular fashion it is visually easier to see the context in 
which behavior occurs. This information is rich in knowledge about all the participants, the action 
each took, and the meaning of each participant's behavior. When a sequence is completed to include 
what occurs before, during, and after an event, there is often an identifiable outcome that can be tied 
to a theme or function of the participants. 

Sequencing, although commonly used as an assessment tool, can be used to determine themes and to 
generate reframes within FFT. When used as an aid in applying FFT, the focus is not on the present- 
ing problem but on a family member 's  interactions. For instance, when dad steps in to punish the son 
after he has talked back to his mother, dad's actions can be framed as protective of morn or as the 
holder of the family value that children are not to show disrespect to their parents. When used in the 
Motivation phase of treatment the goal is for dad to feel acknowledged for having a positive intent. 
Sequencing can also reveal family patterns which reflect either positive or negative outcomes. Some- 
times the sequence when drawn and shown to the family can in itself act as a reframe. Family 
members can see their own patterns when sequencing is accompanied with non-blaming, contextual 
narrative. Interventions can be explored in the same manner when family members are asked where 
they might choose to change the sequence. Another variation is to sequence a positive behavioral 
outcome so that family members recognize what they do that works for them. This is definitely a fine 
opportunity to reframe. 

Sequencing is also a handy superv&ion tool. A beginning therapist may find the concreteness of sequenc- 
ing helpful in many ways. The trainee can use sequencing as a way to structure and guide the session. 
Armed with "what," "when" and "how" questions, the trainee can easily track the therapeutic discussion. 
Raw data collected by the trainee is used in the supervisory session to formulate hypotheses around 
themes and functions. When the trainee collects this information for the sequence it tends to be a fairly 
reliable description of family interactions. Trainees often confuse what family members say about a 
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behavior with the actual behavior. Trainees may need encouragement to ask family members about spe- 
cific behaviors, such as "what did you do?" or "what happened next?" 

As with family members, the trainee can also benefit from the visual picture a sequence provides. 
The step-by-step process of obtaining a sequence can be replayed in the supervisory session and 
used to generate clinical judgment questions. As the therapist develops his/her perceptual and struc- 
turing skills, the need for a sequence based on past behavior can make way for a sequence observed 
in the moment. 

Behavior Change Phase Techniques and Targets 

Parent-Child Process. Therapeutic success during the Behavior 
Change Phase is dependent upon gains made in family motivation 
(decreased negativity, increased hope) and accurate assessment. With 
respect to parent-child process, FFT change techniques can be bro- 
ken into two broad categories ,  communica t ion  training and 
psychoeducational/parent training. As mentioned in an above sec- 
tion, FFT is designed to be applied in a manner sensitive to the unique 
needs of each family. This flexibility is especially salient in the Be- 
havior Change Phase, during which therapists need to consider a num- 
ber of family characteristics to determine which broad category and 
specific techniques will receive the greatest emphasis. Characteris- 
tics that require consideration include the developmental levels and 
functional needs (closeness/distance) of family members. 

The developmental level of the referred child or adolescent influ- 
ences therapeutic decision making during the Behavior Change Phase. 
Developmental level in this context refers both to the adolescent or 
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preadolescent status of the referred youth, and the level of cognitive development/sophistication of 
each family member, including the referred youth. Decisions based on developmental level include 
whether communication training or psychoeducation/parent training receives the greatest emphasis 
during the Behavior Change Phase and the relative levels of complexity or sophistication of the 
specific techniques to be utilized. 

Adolescent/preadolescent status is an important consideration because it heavily influences the family 
structure that is the desired endpoint of family therapy. In terms of FFT theory, it is important to 
"match-to-sample" based on developmental level, such that families with troubled preadolescent 
children are helped to learn to interact like families of non-troubled preadolescent children, and 
families with troubled adolescents are helped to behave like families of non-troubled adolescents. 
To emphasize the point, a single mother on welfare in a deteriorated urban environment who has an 
acting out preadolescent is helped to develop parenting skills that are the same as a single mother on 
welfare in a deteriorated urban environment who has a non acting out preadolescent. We can't change 
the family's income, ethnicity, location, religion, and so on. However, we can use the wisdom of a 
parent with this income, this ethnicity, this location, this religion, and this style of adaptive parenting 
to provide our template for change.., and we can change parenting behavior! However, the behav- 
iors of an effective parent of a nine-year old in this environment may be quite different than the 
effective behaviors of a parent of a sixteen-year old. 
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For example, in typical non-dysfunctional families the power differential between parents and chil- 
dren changes over the transition from preadolescence to adolescence, and adolescents and their 
parents engage in much more symmetrical communication about family issues than preadolescents 
and their parents. Thus, in families with adolescents, communication training is stressed because 
two-way communication and increased adolescent power and responsibility are developmentally 
appropriate. In fact, in families with late-onset acting-out adolescents, family difficulty adapting to 
the changes of adolescence is often a core issue and potential contributing factor to the behavior 
problems. For example parents no longer know how to control their adolescent's behavior physi- 
cally (as they could when the child was younger; e.g., through the use of time out, physical removal, 
and mild spanking), and parent behavior often escalates into more powerful forms of violence, or 
they simply give up! 

In adaptive and functional families with younger children, parents appropriately take greater power 
and responsibility, and the psychoeducational/parent training aspects receive greater emphasis. In 
contrast, families in which the referred child is a preadolescent are often struggling with basic parent 
training issues, and have often failed to establish a developmentally appropriate family structure. 
Negative coercive cycles, inappropriate reinforcement, failure to monitor the child's whereabouts, 
harsh/punitive and inconsistent parenting, and other family and parent-child interactions character- 
istic of young externalizing children's families are heavily targeted. 

It should be noted that the developmental considerations are general guidelines, not absolute pre- 
scriptions. Almost every family benefits from both the psychoeducational and communication as- 
pects of the Behavior Change Phase, but one aspect typically receives greater emphasis, and the 
different emphases lead to sessions that look very different from one another. It should also be noted 
that communication training requires emphasis whenever two powerful members of a family system 
are unable to resolve problems verbally. Thus, in two-parent families in which there is serious mari- 
tal/relationship strife, communication training will require emphasis within that marital subsystem, 
regardless of the developmental level of the referred child. ("Marital subsystem" is used as a con- 
ventional relational form, but the principles apply to any system in which two adult figures represent 
the parenting context for a child, or even adolescent figures who are in the position of having re- 
sponsibility for parenting a child. Note also that in many cases two adults do not overtly acknowl- 
edge parent status [e.g., a single mother and occasional live-in boyfriend], but during the Behavior 
Change Phase interventionists must take into account the influence of the non-parent on the behav- 
ior [and emotions and beliefs] of the youth). 

The following example demonstrates the relationship between using communication training to en- 
hance the marital context, and parent training to enhance appropriate parent-child process: 

A low socioeconomic status, two-parent White family with three young children, ages 8, 
6, and 1½ years, was court-referred to the FFT clinic following substantiated reports of 
physical abuse of the 8-year old boy. The boy and his 6- year old sister had both had 
long-term disciplinary difficulties at school, and he had recently been suspended for 
peer problems. The mother and father disagreed vehemently about ahnost all aspects of 
parenting, and attempts to talk to each other about parenting quickly escalated into two- 
way verbal abuse. Following the successful Motivation Phase, the Behavior Change 
Phase with this family consisted of two sessions of basic communication training during 
which the parents were provided with photocopied guidelines to communication and 
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joint problem solving and practiced the techniques both in-session and as homework 
assignments. In addition to enhancing their communication process in general, they 
developed a more supportive style in which the mother helped her husband with job 
seeking activities, which then resulted in his obtaining employment. Then, using their 
newly acquired communication skills, these parents were able to identify and discuss 
important parenting issues. Basic parent training and psychoeducation were then pro- 
vided to help the parents understand and appropriately manage their young children. 
Techniques were practiced in-session and as homework assignments, and were quickly 
generalized by the family to the many day-to-day marital and parent-child interactions 
that had previously been characterized by stress and physical and verbal abuse. 

Developmental level as an issue of cognitive development/sophistication of family members also 
requires consideration, as it determines the complexity of the specific techniques to be utilized 
during the Behavior Change Phase. Issues of cognitive development overlap but are not entirely 
confounded with issues of adolescent/preadolescent status. Highly sophisticated preadolescents and 
lower functioning adolescents require specific techniques adapted to their abilities, while the devel- 
opmentally appropriate family power structure remains largely determined by adolescent/preado- 
lescent status. 

Communication Training. Communication training is commonly used in FFT. In some families the 
training represents a focus on a true skill deficit; the family members truly do not know the basics of 
interpersonal communication. In many other families, however, family members know how to com- 
municate quite well (e.g., some have been effective teachers, professors, clergy, girl scout leaders, 
etc.). However, in the current individual/family/community context they are unwilling or unable to 
communicate in the effective ways they can demonstrate in other contexts. With skill deficit types of 
family members, emphasis is on explaining and practicing the positive elements of communication 
listed below. When instead the problem is one of performance rather than ability, emphasis is placed 
on the reattribution (e.g., reframing) interventions described above, and providing constant remind- 
ers of the rationale behind positive and effective communication. 

Elements o f  Positive Communication 

~* Source Responsibility. Needs and reactions are expressed in "I" statements which fa- 
cilitate the centering of responsibility on the speaker. Family members are helped to 
avoid "non-I" statements such as, "In this house .... " "Kids shouldn't .... " "It's not right 
foryou  to .... "and "It wouldbe nice if  .... "Instead, family members are taught to say "1 
want...," and "When (this particular) thing isn't done, i feel .... " Keeping statements at 
a personal level reduces blaming and defensive communications. 

sg, Directness. Directness is the complement of source responsibility involving the spe- 
cific identification of "you" in expressions. This helps avoid third-person comments, 
innuendo, and inappropriate generalizations. To be avoided are such "non-you" expres- 
sions as, "No one around here...," and in front of husband, "He never...." In place of 
this third person invisible process, families are encouraged to directly say, "I don't want 
you .... " or "You are not to .... " and the like. 

,9. Brevity. Communications must be short to avoid overloading and facilitate listening. 
Family members are often literally asked to state their needs or reactions in ten words or 
fewer. By requiring members to do this, it reduces unnecessary statements and the op- 
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portunity to blame others or make provocative accusations. Statements such as, "I want 
you to help around the house," instead of "You never do anything around here, except 
come home and read the paper, and if you think the lawn stops growing just because 
you're at work, you're crazy, " reduce defensiveness and increase the opportunity for 
change. An effective therapist will quickly seize on the idea that mowing the lawn and 
doing some evening chores will provide the husband with distance and private time 
while giving the wife the necessary help, thus providing desired change without disrupt- 
ing functions which regulate intimacy levels. 

~9~ Concreteness and  Behavioral  Specificity. Abstractions such as "being responsible" 
must be translated into specific behaviors to be performed at specific times. When trust 
is only emerging, or still not present, an ambiguous situation provides too many oppor- 
tunities for failure. Helping family members translate their feelings and demands into 
specifics facilitates negotiation, contracting, and presenting alternatives. 

,.~ Congruence.  Family members are helped to present messages that are congruent, or 
consistent, at the verbal, non-verbal, behavioral, and contextual levels. For example, an 
assertion that husband wants wife to spend more time with him should be spoken in a 
friendly manner, And he must make it contextually possible by being available. Family 
members are assisted by the therapist to provide congruent verbal and non-verbal cues, 
then helped to learn how to help each other to do this in the absence of the therapist. 

sg, Present ing Alternatives.  By presenting alternatives, the atmosphere moves away from 
non-negotiable demands, and helps all family members see the benefit of flexibility in 
their problem-solving attempts. An example is, "How about you coming home ever), 
night at 8:30 or possibly coming home four  nights at 8:00 and staying out one night 
until 10.'30?" Presenting alternatives transmits a message of, "We can solve this," rather 
than, "You must solve this f o r  me." They allow the presenter to retain a sense of control, 
yet also provide the recipient with a sense of having options. 

,-~ Active Listening. The art of active listening as developed by Rogers and Farson in- 
volves the presentation of cues, by the listener, both during and after the time someone 
else communicates. These cues reflect accurate listening and include eye contact, nod- 
ding, leaning forward, and restating or rephrasing what was communicated, in content 
as well as in the feelings expressed. Good listening and expressiveness is not an innate 
skill, however, and must be practiced. At the beginning of training it is best to practice 
active listening one sentence at a time. 

• -~ hnpac t  Statements.  In response to someone else's communication, impact statements 
provide feedback in terms of personal reaction that require no justification from either 
party. Their expression helps family members break up what often seems to be wired in 
relationships between feelings and behavior. Examples of impact statements include: 
"When you do._________~ the effect on me is " ;  "The impact on me when ~ is 
that l fee l  " 

Basic Parenting Principles~Techniques. Forehand and McMahon along with Webster-Stratton and 
Herbert provide technical descriptions of several basic behavior change techniques. Positive reinforce- 
ment/praise, negative reinforcement, ignoring, distracting, clear limit-setting with consistent follow-through 
and a reasonable number of limits, parent-child special time, and parental monitoring of activities/where- 
abouts are applied when deemed appropriate during the Behavior Change Phase of FFT. On their own, 
parent management techniques appear to be more effective with younger children than adolescents and 
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are most often used in PTT sessions with families Of preadolescents. Because FFF is a systemic model 
and all family members are included in therapy, choosing and relaying these techniques to family mem- 
bers needs to be done in a sensitive and flexible way. The educational descriptions of reinforcement 
principles that are sometimes used in parent-training are likely to come across as manipulative to a child 
or adolescent who is in the session, and should be rethought/rephrased by the therapist prior to presenta- 
tion in the family setting. In general, the use of these basic parenting principles is encouraged in FFT 
through incorporation into the more systemic and collaborative techniques of response-cost and contract- 
ing. Therapists should keep these principles in mind, but their application is most commonly conducted 
through more systemic means than classic parent-training. 

Contracting. Contracting involves having family members identify specific things they would like 
other family members to do in exchange for interactions/behaviors or tangible rewards. This proce- 
dure is especially important with adolescents (as opposed to young children. In fact, other than 
basic communication training, contracting is the parent-youth interaction~influence technique 
that is most commonly used by FFTtherapists because it is systemic (e.g., involves and is reward- 
ing to all members of a system or subsystem), can be initiated inside the therapeutic environment, 
and can be adapted for use with children at all developmental levels. Contracting should initially be 
conducted within the therapy session, since therapists need to do a number of things to make early 
contracting as positive an experience as possible. Therapists need to collaborate with family mem- 
bers to identify desired actions and rewards that are specific and realistically attainable. A family 
that decides to contract with an older child to provide a family trip to Disneyworld in exchange for 

• good behavior throughout the school year is likely to experience failure. The goal is very nonspe- 
cific--the good behavior desired by the parent(s) is too vague to be monitored and subject to each 
person's individual definition of the behaviors that define good and the contexts in which the behav- 
iors are to be displayed. The goals of all parties are not realistically attainable--the parent(s) might 
not realistically be able to provide a trip to Disneyworld or might provide it regardless of the child's 
behavior, and unless the end of the school year is near when the contract is entered, the child will 
quickly determine that it is unrealistic to be good for such a long period of time. A more specific and 
attainable contract would involve having the child call a parent to report his whereabouts after 
school and be home by 6:00 on school nights in exchange for a desired parent-child activity on the 
weekend. Therapists also need to monitor contracts to make certain they are attainable based on the 
functional relationship needs of each participant. Finally, therapists need to monitor the in-session 
contracting process to maintain the decreased negativity attained during the Motivation Phase. To 
this end, therapists often refer back to specific reframes from the Motivation Phase that were par- 
ticularly helpful in creating positive attributions in family members. If communication training was 
conducted earlier in the Behavior Change Phase, the therapist will also model and remind the family 
to use communication techniques during their in-session contracting discussions. 

Response-Cost Techniques. Especially effective with children and preadolescents, the specific 
approach to reward and punishment identified by Webster-Stratton and Herbert as Response-Cost 
Techniques provide a wonderful framework that helps a parent or parents learn how to set clear 
penalties (typically loss of privileges/current rewards) for inappropriate child behaviors or failures 
to perform. Expected behaviors and penalties should be fair and clearly stated, and augmented by 
visual aids whenever possible. For example, if a preadolescent will lose TV time for swearing at her 
parents, a chart might be made to represent her normal weekly TV time in such a format that specific 
blocks of time can be crossed off the chart for each incident of swearing. Response-cost techniques 
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should also include rewards contingent on prosocial behavior relevant to the target behavior. The 
response-cost system will be clearer if the rewards are not the same as the revoked privileges. In this 
example, the preadolescent girl might receive a mark on a different area of the chart for each day 
that she expresses a problem or angry feeling to her parents without swearing. The reward for marks 
on this area of  the chart should not be returned TV time, but might be a movie or some other desired 
activity. Again, these techniques should not be used by FFT therapists without prior establishment 
of  family motivation and consideration of functional relationship needs. 

Additional Intervention Strategies. In addition to providing communication and parent skill train- 
ing, FFF interventionists prescribe specific activities and behaviors that will enhance the family's 
experience of positive change. In particular, interventionists utilize as many technical aids as pos- 
sible. These technical aids include such simple items as sticky-type notes that can be put on mirrors to 
remind family members about a particular behavior, audiotape recordings of communication practice 
sessions that can be taken home for review, commercially available manuals on parenting, a wide 
range of similar free information provided by social service agencies, training in the use of answering 
machines to leave messages for family members, a schedule of reminder telephone calls made by a 
volunteer to families who need additional structure to change old behavior patterns, and so on. As 
programs have replicated FPT formally and informally, the various technical aids and props that have 
been adopted seem endless, and interventionists can become very creative in developing materials 
that are consistent with the particular needs, abilities, and resources of the specific population with 
whom they deal. Interventionists are reminded to be very creative and energetic with respect to pro- 
viding specific and concrete resources for families as they enter the change process. Many interven- 
tionists send families (many of whom have only limited resources and few good work habits) out of 
sessions with no more than suggestions about how to change behavior. In contrast, FFF agencies 
often buy sticky-type notes and inexpensive audio cassettes to give to families to use between particu- 
lar sessions, ask social service and educational agencies to forward pamphlets, etc. 

In addition, FFT interventionists prescribe specific interpersonal tasks, often involving the techni- 
cal aids. As has been discussed throughout, these interpersonal tasks (e.g., setting up a specific plan 
to supervise homework) must be tailored to the interpersonal needs and abilities of all family mem- 

be r s  involved. The following is a recent clinic example: 

The mother was an accountant and the father a blue collar laborer, and the), were intent 
on improving son's math performance which was several grades below his age. With 
respect to the parents' abilities, the mother was the clear choice to tutor; however, her 
interpersonal needs with respect to this son were quite a bit more distant~autonomous 
than were those of  the stepfather. The son, in turn, seemed to have ambivalent (i.e., 
midpointing) needs with respect to both parents. Thus, the FFT therapist suggested that 
stepfather and son struggle with the math together, with stepfather consulting with the 
mother when necessary. This interpersonal task was certainly less efficient with respect 
to talent, but was much more consistent with the interpersonal need configuration the 
participants had with respect to each other. Note also that son's midpointing functions 
was respected in that stepfather and son would, in the beginning of  the program, work 
for  only 30 minutes together, stopping Oven if  nothing had been accomplished. This 
allowed the son to have contact while maintaining autonomy. Over time, o f  course, 
successful experiences allowed both stepfather and son, and then mother, to increase 
positive contact time, as well as improve grades. 
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This example once again demonstrates the "functional" nature of FFT; early behavior change targets 
are those that can provide success experiences, even if modest by others' standards. In the long run, 
FFT theory asserts that these successful experiences provide a basis for accelerated future change. 
In contrast, more impressive, but unrealistic, change goals, if promoted early in the Behavior Change 
Phase, are more often associated with failure, frustration, and decreased alliance. Thus, FFT works 
f r s t  to develop inner strength and self-efficacy in families, even if  only modestly at first, in order 
to provide a plaO~orm for change and future functioning which can extend beyond the direct 
support of the interventionist and other social systems. In the long run, this FFT philosophy 
leads to more self sufficiency, fewer total treatment needs, and considerably less cost. 

The Generalization Phase 

The FFT Therapist as "Family Manager." Families are entwined in 
a vast array of social eco-systems. FFT not only accepts and under- 
stands this fact but also incorporates specific principles which govern 
the inclusion as well as exclusion of these systems in the treatment 
planning process. Unlike generic treatment planning which wraps ser- 
vices around families and family members with little consideration of 
family dynamics, FFT focuses on each individual family's interper- 
sonal and systemic needs when considering adjunctive support ser- 
vices. In addition, before ideas with good face validity are implemented 
to advance a treatment plan, it is necessary for a therapeutic alliance 
to exist for the family to view these ideas as valid, and the idea must 
be based in an understanding of the functional aspect of family behav- 
ior. For example, if job training for a sixteen-year old male is consid- 
ered valuable in that it increases protective factors, supports 
emancipation, and provides necessary skill building, that adolescent's 
participation in such a program may or may not be supported by the 
mother if it replaces the father's role with his son and in doing so 
enables the father to further disengage from the family. Often, situa- 
tions like this are associated with low support (e.g., mother becomes 
too busy or forgets to drive the son to the job training site on the third 
day). According to FFT, this sort of noncompliance is predictable if 
the son's previously disruptive behavior functioned to pull the father 
into parenting and, more importantly, into supporting the mother. If 
for this same mother, however, taking her. son to the job training pro- 
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gram is coupled with increased support and involvement from the father to the mother, then she will 
be very likely to facilitate the increased system involvement of the son with the job training. 

Family Therapist as Family ManagermInterpersonal Characteristics. The characteristics of thera- 
pists who obtain the best outcomes are well documented in the FVT' literature. When looking at what 
qualities are important for a therapist to have when he or she begins prescribing wrap around ser- 
vices or interfacing with community providers, organizations and groups, many of the same charac- 
teristics which produce good outcomes with families also produce good outcomes with these extended 
services, agencies and people. 

37 



Functional  Family Therapy 

Theoretical Understanding ofFFT. FFT requires that all therapists representing this 
model are well grounded in the theoretical tenets of FFT. 

~* An Absolute Willingness to Maintain Consistency of  Therapeutic Focus. All interac- 
tions that the family or family members have with outside social systems are fair game 
for comment, support or modification, but always in terms of the unique characteristics 
and needs of each family member. 

,-~ Non.judgmentalness. FFT therapists are not judgmental and refrain from criticism. 
Family functions are the sacred property of the family, and an emotional attunement to 
them is a requisite for this work. 

,-~ Non.blamingness. FFT therapists are trained to look at behavior from a functional 
point of view, i.e., what does it accomplish. All behavior is an attempt to solve a prob- 
lem. All problems are inherently life affirming as they are designed in service of need 
fulfillment. Therefore, individuals who are being a problem are not to be blamed. 

,-~ Humor, Warmth, and Acceptance. FFT therapists use reframing as a tool for change. 
Reframing requires taking the toxic element out of a communication and restating it in a 
more positive fashion. Often this stretches a family's belief system, and humor can bridge 
that understanding. 

,-~ Reasonable Intelligence. Reframing, managing many people at one time, understanding 
the goal and direction while having the ability to engage each individual in the family re- 
quires above average intelligence but it does not require superior intelligence. It is better to 
be sensitive than extremely smart, and better to have social skills than math skills. 

All of these skills are necessary when interfacing with community gatekeepers, providers and orga- 
nizations. There will also be a wide range of individuals with which the FFT Family Manager will 
have contact--relatives, neighbors, friends, Alcoholics Anonymous sponsors, members of the clergy, 
teachers, employers, former spouses, and even family pets are all eligible for inclusion into the 
Generalization Phase of FFT Family Therapy. 

Specific Activity Requirements of  the Family Manager 

1. Know the community 

a. Current list of community providers 
b. Current list of community agencies 
c. Schedule of 12 step meetings 
d. Public transportation information 
e. Names, addresses, and phone numbers of community gatekeepers (e.g., probation 

officers and other juvenile court officials, school principals and administrators, men- 

. 

tal health service providers) 
f. School district policies, procedures, and programs 
g. Knowledge of  laws regarding juveniles 
h. Services available in the community 

Develop contacts 

a. Social agencies such as Mental Health Services 
b. School district and specific schools 
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c. List of potential sponsors for 12 step programs 
d. Physical Medicine support. Individual or group practice which can provide appropri- 

ate medication and detoxification services 
e. Juvenile Probation Officer 
f. Childrens' Protective Services 
g. YMCA\YWCA or other youth recreational programs 
h. Educational\vocational counseling service or contact person 

3. Ethical Clinical Practices 

a. Release of Information and informed consent 
b. Exceptions or limits to confidentiality with informed consent 
c. Knowledge of reporting laws for your state 
d. Signed consent for the treatment of minors 
e. Therapy contract with termination parameters 
f. Development of treatment plan with family members 

Contraindicated Activities for the Family Manager 

1. Do not act as an agent for special interests. 

2. Do not engage an adjunctive service without first understanding the impact this service 
may have on family functions. This aspect of FFT is unique and critical to successful 
long-term maintenance of the positive effects of intervention. Families may for a short 
while respond well to many forms of larger multisystem involvement, but for multisystemic 
changes to be maintained, the changes must be consistent with the intrafamily member- 
functions of behavior. 

3. Do not force your agenda on families. Persuade, debate, plead, or nag but do not force. 

4. Do not begin adjunctive services without having the full commitment and support of the 
community agency, provider, and the individual. 

5. Do not fail to demonstrate to family how community services augment the treatment plan. 

6. Do not forget to monitor the efficacy of the service. 

Special Considerations for the Generalization Phase of Treatment 

Multiproblem/Multiagency Involvement. Families referred for services with highly disruptive be- 
havior problems and substance abuse issues fall within a range from relatively low risk, low inten- 
sity to high risk, high intensity. For those families in the severe or high risk end of the continuum it 
may be necessary to alter the course of treatment to account for complexity of presenting problems. 
This is especially true when issues of immediate danger and/or severe neglect are present. In such 
cases, it is necessary to reverse, in a sense, the Behavior Change Phase and the Generalization 
Phase. For example, consider the following case: 

A single mother with boys ages 12 and 16 is referred to the local community mental 
health center by the Department of Childrens' Protective Services for suspected child 
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neglect. The oldest son is currently on probation for possession of marijuana and resi- 
dential burglary. The youngest son has been diagnosed as Attention Deficit Hyperactiv- 
ity Disorder, Combined Type, and is currently on psychostimulant medication. Both boys 
are academic failures and most recently the 16-year old has been evaluated for Depres- 
sive Disorder, Not Otherwise Specified. There is collateral information to support the 
diagnosis of  substance abuse for the 16-year old, and the 12-year old was recently sus- 
pended from school for substance use on school grounds. The mother is unemployed and 
currently on public assistance. It is alleged that she entertains men in her home, and 
there has been an earlier conviction for prostitution. Both boys report alcohol and drug 
abuse by their mother and that they routinely leave home when she"entertains." Both 
boys have previously been diagnosed as having a Conduct Disorder. 

In this type of case, FFT begins the case management or Generalization Phase of treatment before 
initiating the Behavior Change Phase of intervention. The family therapist will at this time begin 
case management and treatment planning services with the respective social service agencies in- 
volved with this family. The family will be expected to participate in this process, including the 
various legal entanglements, and they will be more likely to do so because the FFT interventionist 
will already have done the requisite Engagement and Motivation Phase activities (described above). 
The therapist's focus can then be on: 

~* Organizing the service providers into a treatment planning team, often including Proba- 
tion Officer, Mental Health Case Manager, Social Service Case Manager, School Psy- 
chologist, and Attending Psychiatrist(s) 
Clarifying family functions, especially as they relate to extrafamily involvements 
Identifying with the treatment team and the family appropriate adjunctive services; or- 
ganizing treatment team members and services around family functions 
Assigning tasks and developing a reporting system 

,-~ Identifying individual needs 
Identifying areas of potential splitting and communication breakdown 

After this task is completed the FFT interventionist can proceed with the Behavior Change Phase of 
treatment while continuing to provide oversight of the treatment planning process. As the family 
behaviors toward each other begin to change in a positive manner, the FFT interventionist can begin 
to terminate her/his role in the treatment. This process shortens the time in treatment, effectively 
mobilizes resources, and greatly enhances the treatment effect. 

Developmental Considerations. Although FFT does not generally alter functions or attempt to 
restructure them, it is sometimes necessary to attach functions to different subsystems within the 
family inorder to meet a developmental need of the family. For example, when the substance abuse 
problems of a 17-year old son have recruited mother.into an overly enmeshed relationship with her 
son, thereby functioning to serve her closeness needs and father's distance needs but impeding son's 
healthy emancipation, it is necessary to help the family reattach those functions to another sub- 
system in order to facilitate the sobriety and emancipation of the son. First, by fostering a relation- 
ship between the mother and an Alanon Sponsor, for example, and later by re-engaging the 
husband-wife subsystem, the interdependency (closeness) function for the enmeshed mother can be 
separated from her son's behavior, and anchored in appropriate adult subsystems as a more adaptive 
alternative. This allows the son to begin appropriate emancipation work while preparing the family 
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for his inevitable departure. Failure to do this would leave the family ill prepared for this develop- 
mental step and risk regression in the treatment trajectory. It is important to note, however, that this 
sort of realignment process cannot take place until after positive change has begun, and the func- 
tional needs which were first identified have been integrated into the treatment plan. 

Conjoint Case Management. In today's world of managed care the emphasis on cost savings has 
required service providers to rethink the ways in which service is delivered. A cost savings strategy 
which can be highly effective is to include a case manager, who is not the FFT interventionist, into 
the Generalization Phase of treatment. By including a case manager into the final sessions with the 
family, an FFT interventionist can oversee the Generalization Phase and ensure that case manage- 
ment services are in service of family functions. The family and the new case manager can develop 
their working relationship, agree on a course of action and begin identifying appropriate wrap around 
services. This greatly enhances the generalizability of the treatment and anchors the family in appro- 
priate community-based services. The cost for this seD, ice is considerably less than if the FFI'  inter- 
ventionist were to be solely responsible for this phase of treatment. 

Summary of Generalization Phase. FFT extends or exports family functioning into a variety of 
community systems, which helps the family as well as the community. It is our belief that adjunctive 
services must be developed in order for the treatment effect to generalize. We also believe that if this 
is done without looking to the family functions for guidance that these efforts will fail. The FFT 
Family Manager works from within the family system to promote change and then maintains that 
change with family specific support services and people. In doing so, the FFT Family Manager 
helps anchor the family and the family members to a larger supportive community. 

At the same time, successful intervention cannot begin with this phase of intervention. To simply 
wrap services around a family or family member without considering the impact on family function- 
ing is to risk destabilizing the already precarious family process. Thus, the accomplishments of the 
Generalization Phase are predicated on successful handling of therapist-family core therapy pro- 
cesses described above and once again summarized below. 

Review of  the Flow of  Intervention 

Functional Family Therapy is a multisystemic, multitechnique, multilevel, and multiphase interven- 
tion approach which requires a clear overview and sense of where the therapist and family members 
are with respect to each other and the requisite stages and core requirements for positive therapeutic 
change. Many of the families seen by FFT therapists are experiencing multiple system stresses (such 
as unemployment or working poor status, justice system interventions, family disruptions in many 
forms, and intense negativity from within and without). Without a clear framework within which to 
operate, interventionists can become overwhelmed, and if so, even the availability of multiple re- 
sources will not be able to overcome inconsistent and sometimes even contradictory delivery of 
services. The FFT framework provides the necessary clear framework, organizing into identifiable 
yet still interconnected segments the different tasks that are required to help families change. 

The following table, Anatomy of Intervention (Table 4), represents information which is redundant 
with the basic elements of FFT already described, but is provided to further elucidate the contextual, 
integrated, and sequential flow of FFT. In addition, it can represent an excellent tool or checklist for 
use by therapists, supervisors, and evaluators to monitor adherence to the FFT protocol. 
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Table 4. The Anatomy of the Functional Family Therapy 
Intervention Model 

COMPONENTS OF INTERVENTION 

THERAPIST Behavior 
DIMENSIONS Engagement Assessment Motivation Change 

Goals 

Central 
Tasks 

Attributes and 
Skills 

Representative 
Act ivit ies 

Maximize family's 
initial expectation of 
msitive change 

Appear appropriate & 
credible to family 
members 

Superficial qualities 
that reflect expertise 

If possible, present 
stimulus qualities that 
this particular family 
will see as 
appropriate (e.g., type 
& location of 
treatment center, 
clothing, office 
trappings, therapist 
appearance) 

Understand family 
parameters and 
potential for change 

Elicit, structure, & 
analyze information, 
develop plans 

Intelligence, 
perceptiveness, & 
conceptual model 

Identify the 
extrafamily & 
intrafamily context 
and function of 
problematic and 
adaptive patterns, 
including stressors, 
support, constraints, 
and family value 
systems. Evaluate 
resistance & 
cooperative 
responses 

Create motivational 
context for long-term 
change 

Use interpersonal 
sensitivity to impact 
negativity 

Relationship/ 
mterpersoual skills 

Modify adverse 
reactions to therapist. 
Provide rationale for 
treatment techniques. 
Change meaning & 
attribution, usually 
emphasizing the 
positive (e.g., 
reframe & relabel) 

Institute individual 
& interactive 
change programs 

Structure and 
monitor 
;performance in & 
outside sessions 

Structuring/ 
teaching skills 

Provide directives 
& apply behavior 
change techniques 
(e.g., 
:omnamication 
training, relaxation 
tasks). Modify 
antecedents & 
consequences, 
describe and model 
appropriate 
interactive 
behaviors 

Generalization 
and Termination 

Maintain change & 
facilitate 
independence 

Facilitate 
generalization of 
change into future 

Multisystemic 
perspective & skills 

Insure attainment of 
spontaneous & 
adaptive family 
processes & 
problem solving 
styles, as well as 
problem cessation. 
Anticipate future & 
extra-family stresses 
and intervene if 
necessary 

Planning and Implementation 

Needs Assessment 

Since  F F T  focuses  pr imar i ly  on youth  at risk for ins t i tu t ional izat ion,  F F T  is very sui table  to imple-  
men t  in a c o m m u n i t y  or agency  which  has as its emphas is  a reduct ion in ins t i tu t ional izat ion,  ei ther 
incarcera t ion  or foster care. F F T  in te rvent ion  techniques  focus on family  c o m m u n i c a t i o n  skills and 
effect ive paren t ing  techniques ,  and has developed specific approaches to mul t ip rob lem famil ies  and 
youth  who  exper ience  low mot iva t ion ,  high negativity,  and little init ial  hope for change.  Hence,  it 
wou ld  be most  appropr ia te  for co mmu n i t i e s  which  have assessed poor fami ly  re la t ionships  and 
nega t ive  paren t ing  pract ices as risk factors to cons ider  imp lemen t ing  FFT. 

Interagency Linkages and Collaboration 

F F T  therapists maintain  contacts with all persons or agencies with a vested interest in the youth undergo- 
ing treatment (e.g., clergy, teachers and school administrators, employers). The linkages may differ de- 
pending u p o n  the setting in which services are delivered and the population targeted. For instance, for 
court -mandated referrals, frequent contacts with the juveni le  court administrator and probation officer 
ensure strong juveni le  court support of  the therapy. During the Generalization Phase of  treatment, con- 
tacts with outside agencies are important  in anchoring the family to a larger supportive community.  This 
makes it important  for the therapist to have extensive knowledge of  communi ty  providers. 
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Funding and Program Costs 

FFT is a low cost treatment that can be administered by lower cost professionals. Recent analyses of two 
ongoing FFF programs and their available alternatives demonstrate FFF 90-day program costs of $3,750 
per family (Willow Run, Michigan, program) and $1,350 per family (Clark County, Las Vegas Juvenile 
Court program); on a per diem basis these costs are $41 and $15 per day respectively, and cover an 
average of 12 home visits per family. The cost savings resulting from this treatment are profound and 
dramatic, especially as they prevent institutionalization and residential treatment. Comparable costs for a 
90 day stay at a court program or a residential treatment program in Michigan are $13,500 ($150 per 
day); these figures go as high as $660 per day for hospitalization in a psychiatric treatment facility. In 
turn, comparative costs for youth placed in residential treatment in the Clark County program range 
between $160 and $220 per day, over ten times the daily costs of the in-home FFT program. 

Resources Necessary 

The primary resource integral to implementing FFT includes therapists who are trained and well- 
grounded in the theoretical tenets of the FFT model. Since FFT has demonstrated efficacy in home- 
based as well as clinic based programs, the only other requisite resources are therapist characteristics 
that include relationship and teaching skills, multicultural sensitivity, and persistance. In order to 
add direct monitoring of program integrity and direct clinical supervision, it is necessary to have 
clinic rooms which are large enough to accommodate families, as well as videotaping/audiotaping 
equipment.. In home-based programs where traditional approaches to training, supervision, and 
monitoring has been difficult, FFT has relied on audiotape recording and the use of intervention 
teams wherein a senior FFT therapist is paired with a trainee, and home visits are "processed" 
immediately after the visits. Therapists can also be provided Progress Note forms and Final Case 
Evaluation Forms (see Appendix B) in order to maintain constant monitoring. 

Staffing and Supervision 

FFT has been implemented with a variety of service providers, including graduate student thera- 
pists, undergraduate students in psychology, and experienced and credentialed social workers, and 
marriage and family therapists. 

Therapists may be part-time or full-time and should be supervised by an FFT supervisor who should 
be at least a Master's level therapist. Full-time therapists work with caseloads normally averaging 
12-16 "active" cases at any given time. Because FFT moves so effectively through intervention 
phases, full-time FFT therapists can average 150 cases per year. An FFT supervisor should manage 
no more than five therapists. 

The characteristics of successful FFT therapists were described earlier. They include a thorough 
understanding of the FFT model, willingness to maintain therapeutic focus, non-judgmentalness, 
non-blamingness, reasonable intelligence, humor, warmth, acceptance, and the ability to structure. 

Training of Staff 

Minimum training to be an approved FFT-trained site generally consists of an initial two to three 
day workshop with mostly didactic information presented. The agency should then arrange at least 
one on-site follow-up training/consultation by an approved trainer within a year of initial training, 
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involving a minimum of a three hour group meeting and one hour of one-on-one consultation with 
each interventionist (the duration of the follow-up will depend on the size of the staff). The follow- 
up can include, if desired, review of case notes and recordings. Finally, during that same time frame 
each intervention staff must experience two separate 45-50 minute telephone consultations. 

To continue as an approved FFT site, the agency must arrange for at least one follow-up on-site 
training annually (as defined above), plus at least one telephone consultation per already trained 
staff. The agency must arrange with their FFT contact person/trainer how to institute new training 
with staff additions as they join the program. 

Initial training cost is $2,600 plus expenses for the three-day workshop. The follow-up training 
costs include expenses plus $1,200 for one day, $2,000 for two days, and $2,600 for three days, if 
necessary. Telephone consultation costs are $75 per hour. 

Recruitment~Selection of Target Population and Retention Strategies 

FFT has been implemented among diverse populations including conduct disordered/oppositional 
youth, pre-delinquents (at-risk for delinquency), court-mandated referrals, and chronic delinquents 
released from state institutions. Substance use/abuse has been prevalent in roughly 80 percent of the 
treated youth across 28 years of program application. Retention of youth and families is a major 
focus of treatment. The Engagement and Motivation Phases are specifically geared to decrease 
resistance to treatment and increase hope and expectation of change. This is accomplished by changing 
the meaning of behaviors (primarily through various forms of refraining and introducing themes), 
by showing respect to the family, by making them feel comfortable (e.g., appropriate dress, gender 
and ethnic matches, when possible), and by helping them feel in control of the intervention process, 
all of which help families to experience a reduction in negativity (e.g., anger, blaming, and hopeless- 
ness) and increase therapeutic alliance. Decreasing such negativity and creating a respectful alliance 
in the early phases of treatment help families to make a realistic commitment to change. 

Setting 

During its 28 year history, FFT has been implemented in a variety of contexts including a mental 
health setting, a family and youth services agency, a family preservation program, a family outreach 
center, and within the juvenile justice system. 

FFT can be delivered in a clinical setting or in the home. Its effectiveness has been demonstrated in 
both settings. Replications have determined that the no-show rate is higher in the office than in the 
home. When there is an option for where the sessions will be delivered, the decision regarding the 

• location is made by both the client and the therapist, taking into account the family's comfort level, 
transportation issues, therapist's schedule/availability, and safety issues. 

Sequence of Intervention Activities 

FFT identifies specific phases: Engagement, Assessment, Motivation, Behavior Change, and Gen- 
eralization. Each phase has specific goals, therapy techniques, and activities necessary to facilitate 
movement into the next phase. These have been described above. Table 5 provides the sequence of 
FFT intervention. 
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Table 5. The Sequence of Functional Family Therapy Intervent ion 

Session 1 

Between Sessions 1 and 2 
(Done in weekly 
supervision meetings) 

Session 2 

Between Session 2 and 3 
(Done in weekly 
supervision meetings) 

Middle Phases 

Later Phases 

Termination 

• Establish relationship with family 
• Initiate Motivation (therapy) Phase and, simultaneously, 
• Begin assesgment 
• End Session with assignment of simple tasks and reschedule soon 

• Review each family member's behavior, feelings, & beliefs 
• Identify unclear relationships 
• Identify resistance patterns 
• Hypothesize functions for each family member 
• Plan specific techniques to complete assessment 
• Plan specific therapeutic interventions based on the above 

• Repeat techniques of Session 1 in order to clarify areas of confusion 
• Continue assessment 
• Hopefully complete Motivation Phase goals 
• Assign tasks and reschedule soon 

• Develop intermediate and long term change goals that will allow 
each member to remain within their preferred interpersonal functional 
range but change the family patterns around their functions 

• Review and develop specific behavior change & educational techniques 
that produce intermediate and long term goals 

• Apply Behavior Change technology 
• Resistance is feedback that one or more family members' 

functions have not been met--must return to Motivation & Assessment 
• Look for matching-to-sample with steadily decreasing assistance from 

therapist 

-, • Differentiate subsystems 
• Interface with extrafamilial systems to enhance temporal and setting 

generalizability of positive intrafamily changes 
• Evaluate quality of life issues and plan for future, if family members 

want to change functions at this point 

• Problem cessation--verbal report and observed 
• Spontaneous family process 
• Mutual payoff of new interaction styles and attributions for all family 

members 

Changes~Modifications 

The core program elements (i.e., adherence to the five phases) has remained constant in FFT. Over 
its 28-year history, FFT has undergone several minor modifications, however. One modification has 
been the provision of in-home services. FFT has been evaluated and found to be effective when 
implemented both at home and in a clinic setting. Another modification, which has been evaluated 
and found effective, has been to use trained paraprofessionals rather than licensed clinicians or 
professional social workers to implement FFT. As youth populations have become more "difficult" 
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(greater violence, more multiproblem families with fewer resources), F F r  has placed increasing 
emphasis on multisystem involvement during the Generalization Phase and developed the model of 
the "FFT Therapist as Family Case Manager." 

Implementation Problems 

FFT has been successfully replicated with diverse populations in a variety of contexts, with a num- 
ber of  different replication issues that emerged in each setting. 

In one mental health setting, state licensure laws imposed restrictions on supervisors' license re- 
quirements. These requirements were independent of FFT in particular, but such situations can oc- 
cur as FFT or any other program, is instituted in agencies that have state licensing oversite 
relationships. Another issue that arose in this site, as well as in others, was the resistance of some 
therapists to implement a model which focused on behavioral change strategies. Some therapists are 
concerned about "prescribing and manipulating" behavior. These problems can be addressed by 
carefully selecting clinicians who are conceptually in line with FFT and vested in the model. 

Some difficulties have been experienced when therapists come from widely varying backgrounds 
and experience levels. The lack of a common knowledge base and skill base makes supervision 
more difficult. 

Therapists who work within a correctional juvenile justice setting often encounter problems when 
dealing with the negative and punitive mindset of many of the staff in the correctional system. Open 
lines of  communication are important when two philosophically different ideas come into contact. 
Confidentiality has also been a difficult issue faced by therapists working within a juvenile justice 
setting. Maintaining a working relationship with Probation staff, who wanted to be privy to confi- 
dential information about their youth, while maintaining a trusting relationship with these youth and 
their families was difficult. The best answer came through the establishment of a good, solid, thera- 
peutic model and the committed, hard work of staff. 

There were logistical challenges such as clinic rooms not being large enough to accommodate fami- 
lies, and resistance by staff and security officers toward staying after hours. Videotaping was prob- 
lematic in that equipment wasn't  always available, and when a videotape observation suite was 
constructed, families and clinicians found it to be a sparse, uncomfortable room with glaring lights. 
Selecting staff who consider the program more than just a job as well as providing incentives such as 
time off on another day for extra hours will increase the likelihood staff and security officers will 
stay after hours when needed. Care must be taken in constructing clinic rooms that have enough 
space and are warm and comfortable. 

One site struggled with having a sufficient client base. In this case, treatment was offered in a uni- 
versi ty setting in the context of a research project, where links to community agencies were not well- 
established. This has not been a problem in other replications. Many replications have begun work 
with a specified referral base and, over time, have grown to receive referrals from many other de- 
partments. This has occurred as the reputation and success of FFT becomes known within a depart- 
ment or system. 

There were also difficulties with population differences in the replication for adolescent substance 
abusers. While equal numbers of telephone calls were received from White and Hispanic/Latino 
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clients interested in the program, nearly half of all Hispanic/Latinos who scheduled appointments 
did not complete the assessment process. Once families completed the assessment, no treatment 
engagement differences for Whites and Hispanic/Latinos were observed. Within the research litera- 
ture, similar ethnic differences have been found with respect to treatment utilization. Research has 
suggested that these differences in completion of the assessment process may be due to practical 
problems such as transportation and child care, which can be addressed by FFF staff. 

Monitoring Implementation and Treatment Integrity 

Therapists often audiotape their sessions as well as complete process forms on each family after 
each session. These are used in weekly supervision meetings with the therapist or with the treatment 
team. In many cases, these are sent to one of the FFT certified trainers to review prior to his follow- 
up consultation visits with the staff. Follow-up consultation visits are also videotaped to be used in 
future training. These consultation visits review family therapeutic processes as well as therapist 
techniques and processes employed in FFT. As stated earlier, Appendix B provides examples of 
materials for monitoring treatment sessions. 
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~ / ~ ; ~  for Violence Prevention 

E V A L U A T I O N  . , 

Overview 

Multiple field tests demonstrate FFT can be administered by a wide range of licensed professionals 
and paraprofessionals with equally robust outcomes. Multicultural and multiethnic in its approach, 
the efficacy of FFT is supported by 26 years of rigorous investigation (nationally and internation- 
ally) and has demonstrated superior results with difficult to treat adolescents and their families in a 
wide range of settings and delivery sites. Tests of effectiveness routinely demonstrate reduced rates 
in criminal behavior, recidivism, reinstitutionalization, and attendant behavior patterns such as sub- 
stance abuse and conduct disorder. Due tO the emphasis placed on engagement and retention by 
FFT, this program historically experiences low drop out rates and high completion rates. 

The outcomes from the controlled, empirical clinical trials and field tesl~s; plus additional replica- 
tions, have demonstrated that FFI" is capable of: 

Effectively treating adolescents with the entire range of Disruptive Behavior Disorders 
,-~ Interrupting the matriculation of these adolescents into more restrictive, higher cost services 
• -~ Reducing the access and penetration of other social services by these adolescents 
,~  Preventing further incidence of the presenting problem 
,~ Preventing younger children in the family from penetrating the system of care 

Preventing adolescents from penetrating the adult criminal justice system 
Effectively transferring treatment effects across treatment systems 

The following table (Table 6) describes the published studies that have evaluated FFF outcomes. 
Some of these studies have represented well-controlled investigations with random assignment to 
treatment conditions, some have involved matched but not randomly assigned comparison groups, 
and some have compared outcomes for families treated by F F r  with base rates for that population. 
Appendix C contains greater detail about each of these studies. Additional replications of FFF are 
described in a later section; they are not contained in the following table because they have yet to 
produce independently evaluated (e.g., jo.urnal) publications. However, they already have provided 
important information about implementing FFT in a range of new treatment contexts, new and 
multicultural populations, and with an increasingly varied cadre of intervention specialists. 
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Location Subjects 

Salt Lake City, UT 

Salt Lake City. UT 

Salt Lake City, UT 

Salt Lake City, UT 

40 delinquents 
arrested and 
detained for 
run away, 
ungovernable, 
or habitually 
truant 

13-16 yrs. old 

.99 delinquents 
arrested and 
detained for 
run away.. 
declared 
ungovernable, 
or habitually 
truant 

13-16 yrs. old 

40 families 

Mean age 14.1 

27 stattts 
offender 
delinquents 
(referred for 
3-6 status 
offenses: soft 
drug use, 
shoplifting, 
ungovernable 
status, or 
chronic school 
difficulties) 

Comparison/ Assignment 
Control Group Procedure 

4 groups (10 family therapy + random 
individual therapy (FT+IT); 10 
family therapy only (FT); 10 
ndividual therapy only (IT); 10 
control with minimum attention 
from probation officer (CG) 

4 groups: 46 short term'behavior 
therapy (FFT); 19 client centered 
family therapy; 11 eclectic 
psychodynamic farully therapy; 10 
non-treatment control group; 46 
post hoc selected controls; 2800 
countywide 

3 groups: 20 FIT, 10 client 
centered family therapy, 10 no 
treatment control 

District base rates 

random 

random 

n/a 

Follow-up 
Period 

10 Weeks 

6-18 mos. 

treatment 
termination 

13 mos. 

Risk/Protective 
Factors 

Reduce negativity, 
enhance positive 
communication, 
improve parent- 
child process 

Reduce negativity, 
enhance positive 
comrramication, 
improve parent- 
child process 

Reduce negativity. 
enhance positive 
conmaunication, 
improve parent- 
child process 

Reduce negativity, 
enhance positive 
communication, 
improve parent- 
child process 

Outcome 

Risk/protective process: 
Family therapy and family 
therapy plus individual 
therapy produced 
significantly greater 
i mprovement.s in 
communication style than 
other conditions. 

Recidivism: FFT 
recidivism was 26%, 
compared to 50% for no- 
treatment controls, 47% for 
client-centered family 
groups, and 73% for 
eclectic psychodynamic 
family therapy. 

Risk/protective process: 
FFT produced significant 
in~rovements in family 
interactions compared to all 
other comparison 
conditioos. 

Risk/protective process: 
FFT families displayed 
significant changes in 
interactions. No 
improvements in controls. 

Recidivism: 26% for the 
FFT group, compared to the 
51% population base rate 

Risk/protective process: 
Significant reductions in 
family defensiveness " 

Reference 

Alexander, 1971 

See also 
Alexander & 
Barton 1976, 
1980 

Alexander & 
Parsons, 1973 

Parsons & 
Alexander. 
1973; Alexander 
& Barton, 1976; 
1980 

Barton, 
Alexander, 
Waldron, Turner 
& Warburton, 
1985; Study I 

| 
w 
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Risk/Protective Outcome Reference 
Factors 

Location Subjects Comparison/ Assignment 
Control Group Procedure 

Salt Lake City. UT 

Salt Lake City, UT 

Salt Lake City. LIT 

Philadelphia, PA 

lafayette, IN 

325 status 
delinquents at 
risk for out- 
of-home 
placement 

74 seriously 
delinquent 
adolescents 
who had been 
incarcerated 
for serious 
and repeated 
offenses 
(average of 20 
adjudicated 
offertses) 

Siblings in 
families of 99 
delinquent 
adolescents 
referred for 
soft 

offenses. 

166 drug 
abusing 
adolescents 
89% White 

Mean age: 
17.8 

55 adolescents 
diagnosed 
with ADHD, 
referred to 
child 
protective 
services 

2 groups: 109 assigned to FFT 
trained therapists; 216 assigned 
to social workers with 
traditional training 

2 groups: 30 FFr; 44 
alternative treatment 

4groups: 46FFF: 19 clieut 
centered~milytherapy; 11 
eclecdc-psychodynam~c~mily 
therapy; 10 no treatmem 
controls 

2 groups: 91 FFT; 75 parent 
group 

3 groups: FFT, group therapy, 
no treatment control 

non-rnfldonl: 
assigned 
based on 
availability 

non-random 

random 

random 

random 

Follow-up 
Period 

treatment 
termination 

15 mos. 

30-40 mos. 

> 15 mos. 

pre-post 
(end of 
treatment) 

Reduce negativity, 
enhance positive 
communication, 
i reprove parent- 
child process 

Reduce negativity, 
enhance positive 
cornn'smication, 
improve parent- 
child process 

Reduce negativity, 
enhance positive 
conmamication, 
improve parent- 
child process 

Self esteem. 
symptomatology, 
conmamication, 
relationship 
quality, etc. 

family concept, 
ADHD behaviors 
at home and 
school 

Reduction in foster care 
placement referrals 
FFT (11%) versus non- 

FFT (49%) 

Reductio6-ih units of 
service per family to less 
than half (14.7 - 6.2) 

Recidivism: 60% for the 
FFT group, 93% for those 
who received regular 
services. Those in the FFT 
group who did reoffend did 
so at a lower 
rate/frequency than those in 
the regular services group 
(.202 vs..474). 

Recidivism in siblings of 
those who had received 
FFT was 20%, compared 
to 40% for no-treatmeut 
controls, 59% for client- 
centered family treatment, 
and 63% for eclectic- 
dynamic family treatment 

FFT produced greate r 
involvement of parents, 
lower family dropout rate 

FFT and group therapy 
produced significant 
improvements in ADHD 
behaviors at home and at 
school, but only FFT also 
led to positive increases in 
fan~ly concept 

Barton, 
Alexander, 
Waldron, Turner 
& Warburton. 
1985; Study 2 

Bano~ 
Alexandeh 
Waldro~Tarner 
&Warburto~ 
1985; Study 3 

Klein, Alexander, 
&Parsom, 1977 

Friedrnan, 1989 

Regas & 
Sprenideo 1982 
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Location Subjects Comparison/ Assignment 
Control Group Procedure 

Ohio 2 groups: 27 FFT. 27 probation 
services as usual 

Ohio 

Ohio 

Salt Lake City, UT 

Lurid, Sweden 

54 rural ,  
lower SES 
delinqnents 
(misdemean- 
ors and 
felonies), and 
status 
offenders 
(e.g., habitual 
truancy, petty 
theft, 
vandalism) 
Mean age 
15.4 

17 & 18 year 40 FFT subjects; statistical 

non-random 
' but matched, 
more severe 
assigned to 
FFT group 

Follow-up 
Period 

2-1/2 years 
and a 5 year 
follow-up 
of adult 
convictions 

Risk/Protective 
Factors 

n/a I 112 years 

Improve 
communication` 
positive parenting 

Improve 

Outcome Reference 

Recidivism: At 2 1/2 year 
follow-up, the FFT group 
had 11% recidivism 
compared to 67% in the 
regular services group. At 5 
year follow-up, the FFT 
group had 8.7% recidivism 
compared to 41% in the 
regular services group. 

Note: a cost-beneftt analysis 
on these groups indicated 
that FFT had significantly 
lower direct costs than 
t r e a t m e n t  a s  u s u a l .  

Recidivism: the FFT group 

Gordon, 1995 
Study I 

See also: Gordon, 
Arbutlmot, 
Gustafson` & 
McGreen` 1988: 
Gustafson` 
Gordon. & 
Arbuthnot, 1985; 
Gordon, Graves. 
& Arbuthnot, 
1995. 

Gordon, 1995 

old chronic 
offenders 
with an 
average of  3 
to 4 prior 
institutional 
commitments 

1 6 & 1 7 y r  
old 
delinquenLs, 
upon release 
~om 
irrsfitutionfor 
juvehile 
offenders 

46 
delinquents 

95 
adolescents 
referred 
following 
arrest for 
serious 
offenses 

control with data used to 
determine risk of  recidivating 
based on age of  onset, number 
of  offenses, and age at referral 

2 groups: 27 FFT; 25 regular 
probation services 

2 groups: 22 FFT; 24 
alternative treatment 

2 groups: 45 FFT; 50 services 
as usual (social work) 

non-random 
but matched 

random 

random 

16 rnos. 

t r e a l l n e n t  

termination 

2 years 

communication, 
positive parenting 

Improve 
communication, 
positive parenting 

Reduce negativity, 
I . .  

enhance p o s i t i v e  

couununication` 
improve parent- 
child process 

Reduce negativity, 
enhance positive 
communication, 
improve parent- 
child and overall 
family process, 
improve parental 
mental health 
problems 

had 30% with a new 
conviction after treaunent, 
(compared to 60-75% 
average expected) and 12% 
with a new institutional 
committment (compared to 
50-60% average expected) 

Recidivism: the FFT group 
had a 33% rate, compared to 
64% in the services as usual 
group 

Recidivism: 50% in the 
FFT group and 88% in the 
control group 

Out-of-home placement: 
18% in the FFT group and 
72% in the control group 

Recidivism: 50% in the 
FFT group, 80% in the 
control group 

Risk/protective process: 
reduced maternal depression, 
somatization` and anxiety in 
FFT group. 

Study 2 

See also:Gordon 
&ArbuthnoL 
1988 

Gordon, 1995 
Study 3 

Lantz, 1982 

Hannson, 1998 
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S u m m a r y  of  O u t c o m e  Stud ies  and  Repl icat ions:  
W h a t  We Have  L e a r n e d  T h u s  Far  

The original FFF outcome studies, conducted at the University of Utah, provide scientifically sound 
data that demonstrate the efficacy of the model. Subsequent studies performed elsewhere have en- 
hanced the impressive picture of FFT treatment effectiveness. Taken together, the combination of 
formal outcome studies and other replications have provided remarkable consistency with respect to 
FFT across populations, treatment sites, and years. In the 11 studies (spanning 1973-1997) that have 
included matched and/or randomly assigned control/comparison groups, representing an extremely 
wide variety of alternative programs (16 total comparisons), FFT has produced reductions in recidi- 
vism, out-of-home placement, or subsequent sibling referral of at least 25 percent, and as much as 55 
percent (average = 34.6 percent). These studies have included some follow-up periods of one, two, or 
three years, with one study involving a five year follow-up period (arrest rate as adults for FFT treated 
youth = 9 percent compared to a 41 percent rate for alternative treatment; Gordon, 1995). 

Some particularly intriguing findings emerged from the outcome studies. For example, it was dem- 
onstrated that the model can be effectively delivered by people without graduate level education. 
FFF also was demonstrated to prevent the development of conduct problems in the siblings of target 
adolescents. Additionally, real-world therapists who were compared before and after FFT training 
experienced significant reductions in the percentage of cases they referred to foster care after train- 
ing. The outcome studies also included initial measurements of the family processes targeted by 
FFF, processes that differentiate families with an acting-out adolescent from those without. Much of 
the more recent research at the University of Utah has been focused on the identification and study 
of the specific therapist characteristics, family characteristics, and in-session behaviors that are 
linked to changes in family process during early sessions of FFT. 

FFF has now been implemented at a number of sites outside Utah by a number of different replicators. 
The characteristics of the replication sites vary widely, and it is a testament both to the structure and 
flexibility of the model that it has been well received and utilized by such diverse organizations 
(including University programs, community mental health centers, and integrated state/private sec- 
tor programs such as Family Preservation). Many of the replications represent collaborative efforts 
between two or more agencies (e.g., juvenile courts and universities). All replication efforts have 
indicated that FFT can be learned through a two to three day training workshop, as long as adequate 
follow-up consultations and supervision commensurate with training level are provided. 

Additional clinical trials, from which data are not yet available, are being conducted in New Mexico 
and University of Nevada at Las Vegas. In the first of four replications in Sweden, FFT demon- 
strated a 30 percent reduction in recidivism. For many other replication sites, described below, 
indices of the utility of  the model aren't available in the traditional, scientific form (for example, 
service providers often simply can't  run control groups), but take the form of descriptions of effec- 
tiveness that are clinically compelling. Findings that FFT appears to reduce the number of sessions 
needed in a course of treatment, results in a 90 percent retention rate for families with severe youth, 
an 86.5 percent success rate in family preservation, and is well-liked by recipient families are impor- 
tant to therapists and administrators. 

The replications have also provided additional information about PTT's generalizability beyond the 
populations included in the original studies. The model has now been applied to populations varying 
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Functional  Family Therapy 

from rural Appalachian adolescents to those living in major urban centers. Families of White, Afri- 
can American, Hispanic/Latino, Asian American, Native American, and combined heritage have 
participated in Functional Family Therapy, as have families in Sweden. The data available thus far 
indicate that there are no differences in recidivism rate based on race/ethnicity of clients or thera- 
pists. The replications have provided indications of the viability, effectiveness, and efficacy of FFT 
applied in clients' homes, and with a wide range of family constellations. Replications have been 
conducted with youth with presenting problems ranging from the early behavioral indicators of 
delinquency (prevention level) to serious, chronic crimes. What becomes clear from surveying the 
replications, in all their complexity and diversity, is that the Functional Family Therapy model pro- 
vides both the structure (in the form of the Analysis of Intervention model and techniques) and the 
flexibility (techniques tailored and sensitively applied based on the characteristics of each family) 
necessary to provide effective therapy to widely varying populations. 

The replications have provided some important insights into issues that should be considered in 
implementing FFT in service agencies. It is clear from the replications, and probably obvious to 
most administrators, that the staff that will be utilizing the model should be approached with the 
same sensitivity and respect as client families. At the heart of the model is a non-blaming, respectful, 
sensitive, and non-punitive philosophy, and it is difficult for therapists who feel threatened or co- 
erced in their jobs to take this stance with clients. A related point is that it must be feasible for staff 
to adhere to the FFT philosophy, sometimes referred to as fearless empathy, with the populations 
that will be served by the agency. In one site implementing FFT, difficulties were encountered with 
session attendance when inner-city clients were asked to attend sessions at a University clinic, and 
therapists were reluctant to go to clients' neighborhoods to provide in-home services. The graduate 
student therapists undoubtedly had legitimate concerns. Regardless, sensitivity, respect, and empa- 
thy were able to overcome the clinical constraints that so often interfere with alliance formation and 
retention in treatment. In particular, the Las Vegas Family and Youth Services (Clark County Juve- 
nile Court) site has taught us that with many families in severely disadvantaged contexts it is impor- 
tant to very clearly acknowledge the severity of the offenses and living conditions, but then provide 
the reframes and themes that generate hope and alliance. This then must be followed by individual- 
ized, family sensitive behavior change procedures, and Family Case Management that builds upon, 
not replaces, the initial family work. 
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PROGRAM REPLICATION 

O v e r v i e w  

Functional Family Therapy has been replicated by different investigators upon diverse populations. 
In particular, the following report includes written contributions by Cole Barton, Davidson College, 
North Carolina; Don Gordon, Ohio University; Rich Harrison, Clark County Family and Youth 
Services in Las Vegas, Nevada; Susan Mears, Family Preservation in Las Vegas; Stewart Schulman, 
Francis O'Brien Center for Youth Development in Ann Arbor, Michigan; Tom Sexton, University of 
Nevada at Las Vegas; Holly Waldron, University of New Mexico; Kjell Hansson in Lund and V~ixj6, 
Sweden. These investigators provide accounts of their experiences conducting replications of Func- 
tional Family Therapy within the following contexts: (1) a mental health setting in a military com- 
munity; (2) court-mandated youth referrals; (3) a family and youth services agency; (4) a family 
preservation program; (5) a family outreach center; (6) within a collaborative partnership of em- 
ployer-agency-university; (7) adolescent substance abusers; and (8) adjudicated youth in Sweden. 

Note that some of these replications involve published data, and are therefore described in Table 6 
and Appendix B. What is described in this section are the less formal aspects of the replications 
involving implementation issues. This sort of information is rarely available in scientific outlets, but 
is essential for program replication. 
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Functional Family Therapy 

Program Replication in a Mental  Health Setting 

Cole Barton, Ph.D. 
Department of Psychology 
Davidson College 
Davidson, North Carolina 

Introduction 

The following describes two replications of Functional Family Therapy in Fayetteville, North Caro- 
lina. The motivations for implementing Functional Family Therapy (FFT) were prompted by the 
training needs of the agencies described, and any support for empirical scrutiny or conceptual devel- 
opment of the model was, at best, secondary to the principal missions of cost-effective training and 
service delivery. These replications took place over an eight to nine year period. In the first, a 
classically trained Boulder Model clinical psychologist selected FFT to be implemented with con- 
duct disordered/oppositional youth. This first replication was a series of one-year contracts, taking 
place over a three year period. Two years after this initial replication, key administrators and many 
of the clinicians in the original public mental health center were recruited to participate in a demon- 
stration project funded by the State of North Carolina and the United States Army. In this instance, 
FFT training was requested to enhance the skills of clinicians who had already shown a commitment 
to practicing family intervention models, and who had participated in a less structured and less 
ideologically driven training experience. 

The community. Fayetteville, North Carolina, is a town of about 40 thousand in the sand hills 
country of North Carolina. The town's economy is based on tobacco farming, cotton mills, and Fort 
Bragg. The economy is oriented to the spending habits of a military community (sports logo wear, 
tattoos, guns, media entertainments, used cars). The population is about 60 percent White, 30 per- 
cent African American, and there is a clinically visible population of approximately 10 percent 
Lumbee Indians. 

Specific Challenges to FFT Training Encountered During the Fayetteville Replications 

In North Carolina, masters' level psychologists and social workers must be supervised by 
licensed Ph.D.s. Training has the potential to threaten existing clinician supervisors; a super- 
vision model may therefore not only threaten someone's professional role, but may be a 
credentialing issue. 
FFF has a behavioral specificity associated with it, requiring some conceptual discipline 
which challenged some clinicians both conceptually and pragmatically. Some therapists re- 
sist the detail and attention associated with implementing behavior change technologies. 
Therapists with humanistic leanings get concerned about "prescribing and manipulating" 
behavior. Other therapists do not like to assume the accountability associated with behavior- 
ally specific session process or clinical outcome. 

'-~ The clinical demands of performing FFT demanded more therapist accountability and sus=" 
• tained commitment to accommodating families than several traditional models. With respect 
to what might be labeled "countertransference" issues, some psychotherapists have either a 
conceptual or affective resistance to taking on the clinical responsibility demanded by the 
model. Some therapists maintain a seemingly ideological distance from taking on responsi- 
bility for managing or manipulating perceptions, as a humanist might. Some therapists seem 
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"dug in" on rhetorical or political issues that constrain them from the flexibility of  clinical 
labeling or perceiving the "functional" properties of  behavior called for in the model. 

,-~* There were vestiges of  the "medical model" in these clinical settings. One of  the corollar- 
ies of  that model is that forms of treatment are tied directly to specific interventions. An 
implication of this corollary is that FFF was not always the treatment of  choice in the 
agency, since clinicians .were accustomed to treating a given modality with something 
else. In these circumstances it is necessary to accommodate  both a competing etiology, 
and/or broaden the treatment plan to engage FFT as a system-enhancing intervention 
around the diagnostic label. 

~0 There were some logistical challenges associated with FFF implementation: 
- Most clinic rooms were not large enough to accommodate families. 
- There was resistance from staff(and security officers) toward staying after hours, which 

was necessary to successfully convene families. 
The quality of  supervisor-trainee issues became salient very quickly. Some clinicians did not 
embrace the model and didn't want to do it, but were afraid of  their supervisor's sanctions if 
they did not appear invested. Some therapists tried to triangulate the supervisor with clinic 
administration. Some therapists brought clinical issues to supervision as challenges to the 
validity or utility of  FFT. 

,9* As in any clinical training enterprise, videotaping was an issue. Equipment was not readily 
available, and when a videotape observation suite was finally constructed, families and clini- 
cians didn't like its overly open and sparse feel, nor the glaring overhead lights. 
Format tuning in videotape supervision was also an issue. Some therapists became angry 
when supervisor spent most of  the hour on the first few minutes of tape, and didn't get to"the 
good stuff." Conversely, supervisors didn't have time to spend over an hour in tape review 
outside of  supervision hour. The resolution was to have trainees identify and explain "clini- 
cal incidents" on the tape. 
Workshop experiences were not adequate to create credibility with some trainees. It was 
often necessary to debrief therapy sessions with clinicians who observed it. Many of the 
nuances of  process were missed or misinterpreted by trainees who did not discern all the 
clinical moves in the videotape. Several trainees did not come to appreciate the value of the 
model and its potency until they got walked Socratically through some assessment epipha- 
nies, got advice on relabels, and/or saw families respond. Many times the apprehensions of  
being observed will facilitate reluctant trainees' utilization of FFT advice, and certainly 
make it more salient. More sophistication from the staff means it is harder to earn their 
credibility and to create perceived expertise. 

Lessons from the Fayetteville "Replications" 

Before conducting an FFT replication, some important questions to consider are: 

• -~ Why is this model being brought to this agency, and who (besides the FFF group) wants it 
here? Powerful boss, and boss only? Staff with no clout or resources? People outside or 
inside the agency? 
Where does FFT fit in the service delivery profile of  the agency? A supporting role? The 
conceptual centerpiece? The only model? How will it coexist with others? 

,~* How do the demographics of the staff suggest enhancements or supplements for the model 
itself?. How much indoctrination relative to supervision do they need? What are the incen- 
tives to sustain the impact of the training? 
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What do I need to find out about the clinical profiles of the clients? 
How well can the system's policies and accountability accommodate training, supervision, 
and high "front end", lower "back end" cost-effectiveness of FFF? 
What are the outcomes, direct or indirect, that will accrue to differing constituencies with the 
replication? 
Are there anyincent ives for those involved for professional development or model 
packaging? 

. .  • . 
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Program Replication for Court-Mandated Referrals and 
Addition of Interactive CD-ROM 

Donald Gordon, Ph.D. 
Department of Psychology 
Ohio University 
Athens, OH 45701 

The following studies conducted by Don Gordon represent three independent replications at differ- 
ent sites (i.e., different populations, therapists, outcome measures, and follow-up periods). The youth 
served ranged in age from 15-18, 60 percent were male. The families' socioeconomic status was 
generally lower to lower-middle class. 

First Replication: For outcome data refer to: Gordon, Arbuthnot, Gustafson, & McGreen 
(1988); and Gordon, Graves, & Arbuthnot (1995) in Table 6 and Appendix C 

Graduate student therapists, largely novices to therapy, used the model with court-mandated referrals. 
The court served a rural, poor county. Therapists were supervised weekly on each case in group 
discussions, after the supervisor listened to audiotaped sessions. Resistant families received several 
additional months of therapy, and the supervisor optimistically focused on small improvements. The 
therapists and their supervisor frequently talked by telephone to the juvenile court administrator and 
probation officer about the families' participation in weekly in-home sessions. This ensured strong 
juvenile court support of the therapy. Occasionally, the probation officer would meet the therapists at 
the home for the first session to make introductions and differentiate roles (probation officer and 
therapist). After the first year, subsequent to the court's discovery of greatly increased savings to their 
foster care budget (due to FFT's success in keeping the delinquents in the home), court support and 
referrals increased to the maximum. 

Principles for Dissemination. Regular contact between FFT supervisor and therapists with juve- 
nile court administrator and probation officers, and close supervisor support for resistant families is 
important, as well as a prompt court to evaluate cost-effectiveness of program. 

Second Replication: For outcome data refer to Gordon (1995) in Table 6 and Appendix C 

The juvenile court in Delaware County, a community outside Columbus, Ohio, hired part-time workers 
to conduct FF'I" in the homes of chronic delinquents just released from a state institution. The Court 
was advised on qualities these workers-trainees should have. Workshop training was provided, fol- 
lowed by weekly phone supervision after listening to parts of each trainee's audiotapes of family 
sessions. On-site trainees met weekly for support and brainstorming, with the most advanced trainee 
serving as the group facilitator (this replaced direct supervision). Three to four times per year, 
booster workshops were provided on issues of interest to the trainees. This court-run program has 
expanded to serve more delinquents, including lower risk youth. 

Principles for Dissemination. Repeat workshops, in addition to regular phone supervision over the 
course of the first few years helped maintain FFT integrity, group cohesion, and supervisor-trainee 
relationships. Several meetings with the court administrator helped insure upper-level support (he 
worked hard every year to get outside grant support for the FFT program). The FFT supervisor 
should be involved in the selection of trainees for FFT. Local support for trainees should include an 
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on-site supervisor and weekly team meetings to brainstorm tough cases, and an advanced or spe- 
cially skilled trainee, who calls such meetings and networks with trainees. The on-site supervisor 
gets additional supervision from the FFT supervisor. 

Third Replication: For outcome data refer to Gordon (1995) in Table 6 and Appendix C 

Graduate student therapists went into homes of delinquents just released from a state institution. These 
Appalachian families were rural, poorly educated, and had low incomes. The training model was similar 
to that used in Study 1. Referrals came from four to six juvenile courts of the Ohio Department of Youth 
Services (DYS), which had control of delinquents until their probation expired. Quarterly contact be- 
tween the therapist, FFF supervisor, and referring probation officer, and monthly meetings with DYS 
regional administrators kept a positive relationship with DYS. Absence of cost-effective programs in the 
region helped generate enthusiasm for FFT. In about a third of the referrals, FFT began a month in 
advance of the delinquent's release from the institution. Therapists worked in teams of two, pairing a 
more experienced (by a year) therapist with a novice. These teams discussed the case during their 40 
minute drive to see the family. This project is ongoing. 

Principles for Dissemination. Upper-level administrative support for the program is important. 
Therapist support is increased by working in pairs and discussing case outside of supervision. Early 
intervention with family (prior to delinquent's return home from institution) helps build rapport. If 
delinquent is re-committed, therapy continues if younger siblings are present. Initial referral gives 
priority to families with several younger siblings since behavior change with younger children is 
easier and motivates parents as well as meeting longer term delinquency prevention goals. 

Integration of Interactive Video (CD-ROM) Training into FFT 

Gordon and colleagues at Ohio University developed an interactive video program for parents of delin- 
quents and pre-delinquents. There are nine problems (e.g., covering communication and problem solving 
skills, assertive discipline, reinforcement, contracting, chore and homework compliance, monitoring chil- 
dren who are hanging out with peers who are a bad influence, stepfamily and single parent issues, etc.) 
depicted in this two-to three-hour program. After viewing a scene, such as chores not being done, parents 
are asked when they would use a certain solution. By simply clicking a "mouse" to select the solution, 
parents then view what happens when that particular solution is used. All of the problems and their 
solutions ai'e videotaped sequences of families in their homes, portrayed by actors, and are quite realistic. 
After each solution, a printed message on the computer screen tells the parents what was good and bad 
about the solution they chose. This message can be read aloud by the computer if they so choose. After 
the parents are finished viewing each solution (most parents elect to see all three solutions), the computer 
asks them questions about the parenting practices they viewed and gives feedback about their answers. 
More information on this video is avaiable from Don Gordon. 

This program is based on FFT, and was developed to mimic the change processes of FFT. The effective- 
ness of the program has been tested in four studies. Recently, we have integrated this program, Parenting 
Adolescents Wisely (PAW), into our home-based FFT project with delinquents released from state insti- 
tutions. We are also starting to refer parents to PAW prior to starting FFI', as well as those in FFT. 

Parents of younger children (ages 6-12) show similar benefits from the program, as do their children. The 
program is being used as a preventive approach for children at risk. Mental health, children's services, 
and adult literacy programs have used the program successfully with non-court-involved families. 
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Program Replication in Clark County Family and Youth Services 

Rich Harrison, M . A .  
Clark County Family and Youth Services 
Las Vegas, Nevada 

Clark County Family and Youth Services (DFYS) aspired to incorporate an intensive family coun- 
seling service into the Freedom Program for youth and their families.The Freedom Program was 
developed as an alternative program for youth who otherwise would be institutionalized in a juve- 
nile correctional facility. The youth, considered to be the more severe, high risk cases whom judges 
would formerly have institutionalized, remain at home and are involved in intensive programming 
all day. Dr. James Alexander was consulted to investigate the possibilities of using Functional Fam- 
ily Therapy (FFT) as the model for this new counseling service, as the State of Nevada's Family 
Preservation Services was already using FFT as their model of choice. 

In May of 1993, two therapists were hired to begin this new service at DFYS. Both were White, one 
male and one female. For the first month and one half these two therapists were immersed in FFT 
and began to put into placethe protocol for this new venture. Some of the more unique features of 
this new service were its "co-therapy" approach, an emphasis on "in-home" sessions, multiple weekly 
sessions, a clearly defined plan of providing ninety days of service, the involvement of as many 
family members as possible (especially younger siblings), and the participation of at least one re- 
sponsible adult family member. 

During the first six months, the program dealt specifically with Freedom youth, their families, and 
the Freedom Probation staff, and involved a process of learning, experimenting, and adapting. Hours 
of service were set and later adjusted. Much time was spent in a variety of situations with staff and 
youth. The program was continuing its development when two additional therapists, both White 
females, were hired. One of these therapists had worked previously in the juvenile justice system for 
about seven years in the area of probation/diversion. The other had also worked with adolescents 
and their families, with an emphasis on substance abuse treatment. The teams were informal, that is, 
whoever had time in their schedule teamed up with whoever else had that time slot open. Thus, 
everyone had an opportunity to work with all three remaining team members, which expanded skills 
and styles and helped to maintain flexibility. Training sessions with Dr. Alexander were scheduled 
by the Division Director to familiarize e~/eryone with the FFT model, and later to answer specific 
therapist questions about the model's applications. 

Sessions are primarily conducted in the homes of the families; however, some families are seen at 
the Family Intervention offices. Decisions regarding location of the sessions are made by both the 
client and the therapist, taking into account the family's comfort level, transportation issues, therapist's 
schedule/availability, and safety issues. Since introducing in-office therapy, we have determined 
that the cancellation and/or no-show rate is higher in the office than in the home. Nevertheless, when 
time is an issue, being able to see families at the office allows us to see more families. 

Family Intervention Services is now operating with only three full-time therapists, but we are also devel- 
oping an intensive intern program through the University of Nevada at Las Vegas. Currently, we are 
utiliz!ng two Mb'T post-master's interns, four graduate-level MPT student interns, and two graduate-level 
MSW student interns. All student intems are working in teams with professional full-time staffon Family 
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Intervention Services cases. They are able to work with all of  the therapists in a rotating style, providing 
them a variety of  therapeutic styles and techniques within a Functional Family Therapy model. The 
benefits derived by having full-time staff no longer working in teams, but instead utilizing interns as 
partners, is that many more families are able to be serviced. Current caseloads for each full-time therapist 
range from fifteen to twenty, with interns working on anywhere from one to five cases each, depending on 
availability, scheduling, and intern hours needed. 

Referrals are now from any Division within the Department ,  including Intake, Probation, Child 
Protective Services, and Spring Mountain Youth Camp/Parole.  Due to the increasing number of  
referrals that continue to filter in, we are faced with the need to frequently adjust schedules and 
consider  starting a "waiting list." Although the high number of  referrals is an indication of increas- 
ing acceptance of  our program, we continue to face difficulties related to offering a therapeutic 
intervention within a correctional juvenile justice setting. Time, exposure, and positive results con- 
tinue to help open minds and change attitudes. 

Difficulties Encountered 

9 .  One of the most difficult issues the therapists faced was confidentiality. The foremost diffi- 
culty for these therapists was maintaining a working relationship with Probation staff, who 
wanted to be privy to confidential information about their youth, while maintaining a trusting 
relationship with these youth and their families. Setting and maintaining these boundaries 
was very difficult. These and other issues were worked on and are still being addressed. The 
best answer to most questions came through the establishment of  a good, solid, therapeutic 
model and the committed, hard work of staff. 

9* Another  difficult task was developing and implementing a new program, while at the 
same time adjusting to the new division to whom we had been assigned, Psychological 
Services. It was essentially the responsibility of  the four therapists to format the new 
program of  services. 

9* Those therapists who had not worked in thejuvenilejustice system were not prepared for the 
negativeness and punitive theoretical constructs of  this system. Although individual proba- 
tion officers and other staffwere sometimes on our wave length as far as trying to help, rather 
than simply punishing these youth and families, these instances seemed to be the exception 
instead of the rule. 

9* One counselor left, leaving just three counselors, a growing caseload,  and word that the 
position would not be filled for several months. Out of necessity, we began doing cases 
alone, teaming only on cases which were very difficult, or in which safety concerns were a 
factor (due to extremely high risk areas). We also began seeing a few cases in the office, if 
scheduling was a problem; the rationale for this being that if we didn't have to drive across 
town we could see more families in a given day. We enlisted graduate level interns from the 
University of  Nevada,  Las Vegas. Within a few months, we had six interns, so we could 
again begin to work in teams, pairing one full-time therapist with one intem. We provided all 
necessary training, staffing, and supervision. This help was timely, as our referrals were 
increasing, and each therapist's caseload was at an all time high with respect to numbers of  
active cases. 
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Program Replication in a Family Preservat ion Program 

Susan Mears, MSW 
Family Preservation Supervisor 
4220 S. Maryland Parkway, Bldg. D 
Suite 820 
Las Vegas, NV 89119 

Functional Family Therapy (FFT) is the model utilized at the Las Vegas Family Preservation Pro- 
gram. This program works with families at two points of intervention in the child welfare con- 
tinuum. At the "front end" the program works with families who are at risk of having a child removed 
from the home due to a substantiated report of abuse and/or neglect. The program receives referrals 
directly from Child Protective Services. Reunification referrals are made by foster care workers. 
The child has been placed in foster care and with intensive services in place, reunification with 
family members can be initiated. Reunification efforts are at the opposite end of child welfare con- 
tinuum. Presenting issues vary depending on the point at which services are initiated. 

The FFF model of family therapy is compatible with the philosophy of family preservation. Both 
emphasize identifying strengths of family members, in a non-blaming, non-judgmental approach. 
There is a shared belief in focusing on the system, not the individual. In FFT, as in family preserva- 
tion, the therapist takes responsibility for motivating the family. FFT has a strong emphasis on 
education and skill building. This is imperative in family preservation services where families are 
taught such skills as parenting, communication, anger management, relapse prevention, etc. A shared 
common v.qlue of FFT and family preservation is that the family is the most desirable place for a 
child to grow when his/her security and safety can be maintained. 

Implementing the FFT model of therapy within this family preservation program has been a process 
of stages. The initial stage was to become familiar with theory. This was accomplished through 
didactic presentation provided by Dr. James Alexander. Follow-up training came in the form of 
consultations where specific families were discussed or were brought in for live demonstrations. 
These case consultations allowed for experiential learning where therapists could "see" how the 
model was applied. In addition, conceptual learning included reading materials on FFF. Between 
consults with Dr. Alexander, staff attempted to apply the model and would generate questions and 
feedback for him at follow-up meetings. Interaction occurs when the student becomes the teacher. 
As a now mature program, new therapists are welcomed into family preservation and are expected 
to learn and apply this particular model of family therapy. 

Teaching therapists the FFT model of family therapy within the context of a family preservation model is 
as difficult (or as easy) as teaching a systems approach. The first question becomes what does the super- 
visee bring to his/her job. What knowledge and experience do they possess? Most often the new family 
preservation therapist has some clinical experience but is probably a recent graduate. They are enthusias- 
tic about clinical practice and want to earn licensure. The process of teaching the model follows the 
model itself. The first step is to assess what the therapist brings to the program. They are introduced to the 
model through reading material, videotapes, case staffing, and the co-therapy team. 

The therapist begins the Assessment Phase with the family. In family preservation, genograms and 
sequencing are used as assessment tools to gather information on the family system in the past and 
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the present. Because there is a need for accountability, this information creates a "baseline" which 
allows for measuring change. Functions of family members are ascertained in preparation for the 
Motivation Phase. The therapist is also developing a working relationship with the family. The 
beginning therapist requires much structure, guidance and support at this point, not unlike family 
members. When support and encouragement is provided, therapists are more likely to allow them- 
selves to be directed. A new therapist can be guided to collect information, and although they may 
not be yet able to discern what is relevant and what is not, they can be assisted in developing work- 
ing hypotheses. 

The Motivation Phase begins with identifying themes and simple reframes/relabels. The therapist is 
encouraged to encourage the family (parallel process). So often families are very discouraged and 
scared as they fear losing their children, although they express it in sometimes unrecognizable ways. 
The reframe/relabel is used to identify the strengths among family members. The therapist reframes 
the family 's  interactions in an effort to help them view their situation from a different, more positive 
perspective, and the supervisor uses the model to ground the therapist to view their interventions 
within this normalizing context. 

Recently, a three-year staff member came to staffing requesting a reframe for a family who was 
struggling with reunification issues. The two adolescents had been separated from their mom, a drug 
and alcohol user, for five years. The daughter had been back in the home for the past year but the 
older son had just been returned home a week earlier. The mother was very frightened about having 
the son back in the home and was easily overwhelmed by his acting out behaviors. The therapist 
went back to the family with a reframe which pointed out how the son had not given up on her. He 
believed that she could parent him and was providing her with the opportunity to do so. The thera- 
pist went on to describe how important she is to her children (both children have voiced a strong 
desire to be with their mother, particularly the son). It should also be mentioned that these teenagers 
could easily choose to act out in other ways such as running away. Neither has opted to leave the 
family. In delivering this reframe the therapist reported that all family members listened intently and 
agreed with him. Thus, the reframe provided a context in which to move onto parent training and 
relationship building. The therapist, in turn, experienced the power of the reframe and felt success at 
this juncture in the therapeutic process. 

The therapist was able to ask for and receive support from his supervisor and peers. He already had 
a working relationship with the family and his assessment had been accurate. He simply needed a 
creative approach to dislodge the family (and himself) from becoming too discouraged. Sometimes 
it is difficult to see progress when you're in the middle of process. This therapist, through his ability 
to ask for and implement feedback, was able to generalize his learning of the model. 

This example brings up the issue of program structure. In family preservation, the caseloads are small, 
allowing for intensive (at least two sessions per week for I ½ hours each), brief (for approximately 90 
days), home-based (sessions are conducted in client homes), and family-centered services. The program 
was originally created in the context of providing intensive, brief services and therefore supervision 
followed this format. Family preservation staff meet three times a week for 1 ½ hours each case presen- 
tation and discussion. Therapists are expected to present their cases in a structured format which follows 
the phases of FFT. A case staffing form is used to further reinforce the FFF model and the family preser- 
vation philosophy. 
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Although it can be difficult teaching FFr  withinthis context due to the abstract notions of functions 
and systems thinking, the result can be very beneficial. It can produce true systems thinkers who can 
analyze and reframe not only family systems but organizational systems as well. These therapists 
can often see their own functions within the system more easily and are apt to be more proactive. 

Independent evaluation (University of Nevada at Las Vegas) has demonstrated that with the first 52 
families referred to FFF, 86.5 percent of the families were able to remain intact, a very positive 
impact of FFT given the traditional base rate of out-placement for such high-risk families. 
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Program Replication in a Family Outreach Center 
The O'Brien Center Supportive Homebased Intervention Program 

Stewart Schulman, ACSW 
Project Director 
Francis L. O'Brien Center for Youth Development  
2260 Platt Road 
Ann Arbor, MI 48104 

Willow Run is in the eastern sector of Washtenaw County in southeastern Michigan and has been an 
economically disadvantaged, high crime area community. The sole law enforcement in Ypsilanti 
Township is provided by the Washtenaw County Sheriff's Department. There are several apartment 
complexes that, according to the Sheriff's Department, have been taken over by local gangs, and 
there are many fewer commercial enterprises than in other parts of the county. A large portion of the 
area is "landlocked" or surrounded by expressways, which further exacerbates mobility and access 
to services, recreation, and employment. Scores on the Michigan Education Assessment Program 
(MEAP) for Willow Run School District youth are low, with most tested categories receiving a 
"high needs" status. Recognizing the needs of this community, the O'Brien Center proposed a fam- 
ily outreach in-home program for pre-delinquent youth. FFT was joined with the existing Aftercare 
Program and became the O' Brien Center's main interventions in the Willow Run area. Dr. Alexander 
provided training and consultation in the implementation of our Supportive Homebased Interven- 
tion Program (S.H.I.P.). The program provided a new resource (where there were previously none) 
for the Juvenile Court, Sheriff's Department, and Willow Run Schools for families requesting assis- 
tance with their children. The project targets families with preadolescents in the Willow Run area 
who are already exhibiting some delinquent behaviors. Services are provided in the home by a two- 
person outreach team (bachelor's level social worker or equivalent) and a team leader (master's 
level social worker or equivalent). The outreach team is coordinated by a .50 full-time MSW em- 
ployee under the direction of the Project Director. 

Functional Family Treatment services for each family in the S.H.I.P. Program constitutes 30 contact 
hours from the outreach team during the first 90 days. After the initial FFT phase, a family can 
contract for an additional 90 days of service through our aftercare team. This less intensive service 
is designed for supportive work and skill building through the use of training modules which we 
developed. The scope of the aftercare services follows the discharge recommendations of the Func- 
tional Family therapists during the initial 90 days of treatment. The family can elect an additional 90 
to 180 days of aftercare services bringing the total maximum length of service to nine months. Each 
outreach team is expected to service 40 families per year. 

The Delinquency Prevention Grant outlined our primary program goals as: 

Decrease suspensions, expulsions, and truancy from school. 
Decrease the number of petitions filed in Juvenile Court. 
Increase reciprocity among family members. 
Establish clear and consistent communication between family members. 
Increase family members ability to specify what they desire from one another. 
Improve family members ability to negotiate constructively. 
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Initially two full-time BSWs were designated as Family Specialists, who would learn FFT and work 
as a team to go into the families' homes and provide counseling services. We then recruited social 
work interns and organized them into two-person teams to provide aftercare services following the 
S.H.1.P. services. The social work interns were also divided into work teams to develop training 
modules (e.g., communication, nutrition, etc.) for use in the aftercare program. Approximately 30 
days after the staff were hired, Dr. James Alexander completed a three-day training workshop on 
FFT which was attended by both S.H.I.P. and Aftercare program staff. 

Since this project has been funded, in part, by a federal grant through the Juvenile Justice Delin- 
quency Prevention Act, all staff members were trained in procedures for data collection. 

Family cohesivity was measured upon initial visit and was re-evaluated every 90 days of service (at 
the same time, families rated satisfaction with services). We also tracked school problems and ex- 
pulsion rates within the school district of the target area as well as new court petitions. 

Most referrals came from the schools and the Sheriff's Department, though some came from the 
state police, community churches, and the Public Health Department. We experienced a reduction 
of referrals during the summer months when school was not in session. We issued certificates of 
appreciation to individuals who were especially helpful in supporting S.H.I.P. services. 

The paperwork requirements of any program are directly linked to accountability issues. Each S.H.I.P. 
case file includes: 

1. Referral form 11. Two service treatment plans 

2. Consent for treatment 12. Assessment summary 

3. Consent to video/audiotape 13. Client information form (data collection) 

4. Release of information form(s) 14. Family evaluation form 

5. "My Three Wishes" 15. Incident report 

6. Emergency procedure to clients 16. School attendance 

7. S.H.I.P. status report 17. Discharge summary 

8. Progress notes 18. Post test 

9. Treatment plan for family 19. Evaluation 

10. Assessment 

Casework supervision is done twice weekly by the Social Worker and Outreach Team. One session 
is devoted to monitoring data collection, paperwork flow, and case file management. The other 
session reviews each family in the program in terms of appointment time, number of times seen per 
week, what phase of FFT the family is currently involved in, any possible recommendations for 
aftercare, and specific family issues and process. 

Monitoring Program Integrity 

Dr. Alexander's three-day training workshop on FFT was videotaped so that in the event of staff 
turnover, new employees would have the opportunity to view the original training. 

The family specialists audiotape most of their sessions as well as complete process forms on each 
family. These are used in supervision meetings and are also sent to Dr. Alexander to review prior to 
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his follow up consultation visits with the staff. His consultation visits are also videotaped to be used 
in future training. These consultation visits review family therapeutic processes as well as therapist 
techniques and processes employed in the Functional Family Therapy modality. 

Issues Specific to This Replication 

Psychological Assessment. Because of the nature of FFT and how the phases are worked through 
with the family, conducting an ordinary psychosocial assessment would interfere with and be counter- 
productive to the Motivational Phase in FFT. A large part of a traditional assessment focuses on the 
individual's prob.lems, set backs, difficulties, and failures they may have had. This type of shopping 
list goes against the philosophy inherently behind FFI'. Agencies still need some type of assessment. 
The O'Brien Center overcame this dilemma by having the family specialists do an assessment at the 
end of 30 days based on the information that they had acquired in the context of doing FFT by 
focusing on the family's strengths and without subjecting the family to a formal assessment proce- 
dure. Although not as comprehensive as a traditional assessment, it is nevertheless sufficient and 
does not interfere with the therapeutic process. 

Safety of the Family Specialists. A number of the families receiving services in their homes live in 
areas of high crimeand gang violence. In order to provide a safe work environment the treatment is 
always done in two-person teams. Magnetic signs were printed and placed on the side of the out- 
reach team's car identifying them as Washtenaw County O'Brien Center Outreach Team. The treat- 
ment team carries a cellular phone with them as well as pagers. The Sheriff's Department has 
community stations in these high crime neighborhoods. The Outreach Team has been introduced to 
the officers who staff these mini-stations. When the treatment teams go out into the area, particularly 
after hours, they contact the mini-stations and alert the officers that they will be in the area at a 
certain address for a certain amount of time. 

Anecdotal Evaluation 

As the first year of services has been completed, the program has been well received. There have 
been two very positive articles in the Ann Arbor News, and the evaluations filled out by the families 
have been very positive. Families report that having specialists come to their home is what they like 
most about the program. They report liking the audiotaping the least. The O'Brien Center is hopeful 
that the S.H.I.P. Program will be extended to cover all of Washtenaw County and that FFT will be 
used not just as a prevention initiative but become the treatment of choice for dealing with delin- 
quency and families served by the Juvenile Court. 
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Program Replication Using a Collaborative Partnership 
(Employer-Agency-University) 

Tom Sexton, Ph.D. 
University of Nevada 
Las Vegas, Nevada 

A Unique Collaboration 

We have developed a Unique model of collaboration through which we are continuing the develop- 
ment, elaboration, and verification of Functional Family Therapy. The collaborative model is unique 
in that it provides for a community-based approached designed to identify successful family inter- 
vention strategies while at the same time delivering needed services to high risk youth in troubled 
families. We think the collaborative model is a model that other communities might adopt in order to 
implement and measure new approaches to juvenile problems. Furthermore, this replication may 
serve as a future model for implementing and evaluating community-based familY services. 

The Context : 

Like other communities, Las Vegas has entered a new era of mental health and social services. We 
have increasingly limited 'county and state programs and funds for family services and a private 
sector in which mental health centers are dominated by the concerns of managed behavioral health 
care. We have a major University in which numerous independent researchers are investigating the 
efficacy of individual and family counseling approaches. As in other communities, these different 
players operate independently. 

The'major players in our collaborative effort each provided a unique contribution to the project. The 
Boyd Gaming Group is a major employer in the Las Vegas community. The group owns and oper- 
ates eight gaming properties and employs over 15,000 employees. The company has a publicly 
stated commitment to providing a continuum of quality health care services to its employees. To that 
end, the company has an independently funded behavior health plan serviced by a single community 
center, Harmony Health Care, Inc. As a private company, Harmony Health Care has an interest and 
commitment to mental health services that are both high quality and fiscally prudent. The University 
researcher (Tom Sexton) provided the resources to coordinate the project, provided solid research 
principles to the project, and communicated results to the involved parties. 

An Employer-Agency-University Collaboration 

Our FFT replications are based on a collaborative partnership among an employer (Boyd Gaming), 
a mental health provider (Harmony Health Care), and a University (University of Nevada, Las Ve- 
gas). The employer funded the project. The funds came from those already allotted for behavioral 
health care for employees. The agency did the initial intake and access to other treatments that 
would serve as comparison groups. The University provided the training and supervision of FFT 
services as well as data collection and evaluation. The collaboration has allowed us to provide FFT 
to the employees of a large community employer, evaluating the efficacy of that approach, and 
feeding our results back to the community mental health provider so that they might make better 
decisions regarding the services they provide. 
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Our initial target population was juveniles diagnosed with Conduct Disorders. As documented else- 
where in the literature, Conduct Disorders are a pervasive cluster of problems that can have a major 
impact on families. For the employer, such family problems often result in an increase in the amount 
of  time off work. For the mental health agency attempting to treat such families, services often 
involve a series of"revolving door contacts" or, as a last resort, expensive out-of-home placements. 
Thus, this population was of great interest to all collaborating parties. 

The first phase of this project was guided by two research questions. First, we were interested in 
evaluating the efficacy of short term FFT ( 10 to 12 sessions) as a therapeutically effective treatment 
and cost effective service for conduct disorders. Along this line, we compared FFF treatment to 
individual treatment, generic family treatment, and inpatient hospitalization/treatment. Our second 
question focused on the efficacy of providing treatment in the homes of the families. The evaluation 
phase of this study is in progress, and these questions will be answered in the near future as the data 
are analyzed. 

Unique Replication Issues 

In replicating FFT, treatment fidelity was our major concern. We were lucky in that we had access to 
a number of experienced clinicians who had been trained in FFT. However, the clinical research 
literature increasingly highlights the need to provide the treatment that one expects to investigate. In 
real life, treatment fidelity is a complex problem. Even though our therapists had previously been 
trained, each had developed their own unique twist to family treatment. 

Our treatment fidelity plan involved three phases. First, our therapists went through a summer long 
training program that involved reading, discussion, and video presentations. The outcome of that 
training was a common Treatment Plan model that was to be used by each therapist. This model 
constituted the second component of our treatment fidelity plan. The intent was not to take out the 
unique contributions of individual therapists but instead to provide a common FFF foundation to the 
treatment. The Treatment Plan model was based on the phase nature of FFT and incorporated the 
essential treatment goals outlined elsewhere in this document. The Treatment Plan model became 
the "map" that each therapist followed as they progressed through the phases of FFI'. To help with 
compliance, the model was translated to a written form that was completed by each therapist after 
each session. These forms constituted the basis of our treatment fidelity check. The final component 
involved regular supervision with the treatment teams. The focus of supervision was to remain 
focused on the phases, remediation of risk factors, and successful completion of treatment goals. 
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Program Replication for Adolescent Substance Abusers 

Holly B. Waldron, Ph.D. 
Center for Family and Adolescent Research 
The University of New Mexico 
Albuquerque, New Mexico 

The Center for Family and Adolescent Research at the University of New Mexico has been awarded 
funding for five years from the National Institute on Drug Abuse to conduct a randomized clinical 
trial to evaluate family therapy for adolescent substance abuse using the Functional Family Therapy 
(FFT) model. Clients in the trial are randomly assigned to one of four treatment conditions. In one 
condition adolescents and their parents receive FFT, in a second condition the adolescents receive 
individual cognitive-behavioral therapy. In the third condition they receive family therapy in con- 
junction with individual therapy. In the fourth comparison condition adolescents participate in an 
education-based group. The family therapy and individual therapy alone protocols consist of 12 
weekly sessions. Clients in the education group attend eight 90-minute sessions for a total of 12 
hours of intervention. Clients in the combined therapy condition receive individual and family therapy 
weekly (from two different therapists) for a total of 24 therapy sessions in a 12 week period. 

Therapist Characteristics and FFT Training 

FVI" is provided by three therapists. One is an Hispanic/Latino male currently working on his Master's 
degree in counseling. He has extensive experience working with the adolescent population in the 
form of alcohol and drug related interventions for the local public school system, but little formal 
training in family therapy. The other two ~ therapists are White females completing post-doctoral 
training in clinical psychology. Both have had some prior clinical experience with adolescents and 
the FFT model. 

FFT at this site is intended to closely follow the FFT manual by Alexander and Parsons (1982). 
Other manuals utilized include the Functional Family Therapy with Families of Substance-Abusing 
Adolescents Training Manual, under development for this project, as well as the Functional Family 
Therapy Outline by Alexander. In addition to on-site training provided by Dr. Holly Waldron, the 
Principal Investigator of the project, training on the FFT model was provided by Dr. James Alexander 
during a two-day seminar in New Mexico. He also provided videotaped lectures and sample cases 
for ongoing review. Weekly clinical supervision, in both group and individual format is conducted 
by Dr. Waldron who completed her doctorate working directly with Dr. Alexander. All therapy 
sessions are videotaped and supervision consists of review of tapes and discussion of relevant is- 
sues. Treatment adherence is monitored by Dr. Waldron in the context of supervision and is assessed 
using a checklist developed to identify the presence or absence of core FFT features in each therapy 
session. Dr. Alexander provides additional clinical supervision via review of videotapes and visits 
to the treatment site. 

Distinctive Features of the Program 

The research client population is well defined: clients are between the ages of 13-17 and must have 
lived at home with their parent(s) for the past two years. Both one- and two-parent families are 
treated. The substance abusers in our treatment program must have a diagnosis of substance abuse 
or dependence. The majority of adolescents are predominantly heavy marijuana users, although we 
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have also treated more moderate users and those with an extensive history of polysubstance use. To 
date, at least 95 percent of the adolescents in the study use at least one other drug in addition to 
marijuana, usually alcohol. However cocaine, amphetamine, and hallucinogen use are also com- 
mon. Approximately 50 percent of the youths have a non-substance use co-morbid diagnosis. Con- 
duct disorder is seen most frequently, followed by anxiety and depressive disorders. Many of our 
clients are experiencing difficulty in school, oftenhaving been suspended and/or expelled. A num- 
ber are also on probation and face threats of incarceration. In the family context, adolescent issues 
related to chores, jobs, trust, communication, and adolescent autonomy; and parent issues of 
supportiveness, limit setting, and adequate supervision frequently emerge. 

Our clients represent an ethnically diverse group, drawn from Hispanic/Latino, Native American, 
and White sub-populations. The ratio of males to females is approximately 2:1. Referrals to the 
study come primarily from the Albuquerque Public High Schools, with some adolescents referred 
from outpatient mental health facilities, the criminal justice system, and self-referrals from newspa- 
per advertising and publications describing the program. 

Research Participation 

Families who receive FFT at the Center agree to participate in the grant project in exchange for 
therapy provided at no charge. Thus, at the time they are referred for treatment, the nature of the 
study, the randomization procedures, and the participation requirements are explained. Families 
willing and eligible to participate then undergo an extensive assessment battery which includes 
diagnostic assessment for the adolescent and the parents, interview and self-report of substance use 
for the adolescent, parents, and siblings, videotaped family conflict-resolution discussions, urine 
toxicology screens for the adolescents and siblings, and a variety of self-report questionnaires and 
checklists to assess the psychological functioning of each family member. The assessment portion 
of the process ranges in length from three to six hours. 

Following the initial assessment, adolescents are randomized to a treatment condition and are sched- 
uled for their first therapy session withiri a week of the assessment. Follow-up assessments, replicat- 
ing the intake assessment battery, are conducted four, seven, and eighteen months after the 
pre-treatment assessment session. Families are compensated for completing the assessments. 

Implementation 

Several issues have emerged with respect to implementing FFT in this project. The largest single 
• problem for the study is client recruitment. Because treatment is offered in a university setting in the 
context of  a research project, a steady referral stream had not been established at the beginning of 
the trial. Massive staff resources have been spent developing a client base for the investigation. 

A second issue is related to the ethnic diversity of the sample and differential recruitment and en- 
gagement on the basis of ethnicity. Eligibility screening forms are completed for individuals inquir- 
ing about the program, allowing us to track clients who schedule appointments and then fail to 
appear for assessment and clients who complete the assessment but withdraw from the study before 
beginning therapy. Although we receive phone calls from equal numbers of White and Hispanic/ 
Latino clients, nearly half of all Hispanic/Latino families eligible for the study schedule appoint- 
ments but do not complete the assessment process. Once families complete the assessment, no treat- 
ment engagement differences for Whites and Hispanic/Latinos are observed. No data are collected 
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that would explain the differential participation rates. Within the research literature, however, simi- 
lar ethnic differences have been found with respect to treatment utilization. We are in the process of 
developing a systematic engagement procedure for Hispanic/Latino families, joining with family 
members on the telephone, anticipating practical problems such as transportation and child care, 
and providing reassurances of consequences and that the problems they are experiencing are not 
unusual. Although the challenges we have encountered with respect to engagement across different 
ethnic groups may stem solely from aspects of the research and not from FFT, more systematic 
evaluation of this issue may be needed. 

We have also experienced some difficulty with FFT training for therapists who come from widely 
varying backgrounds and experience levels. The lack of common knowledge base and skill base 
makes supervision more difficult. For example, the Behavior Change Phase of FFT is more chal- 
lenging when therapists have little familiarity with the broader behavior change literature and the 
specific techniques used during this phase (e.g., communication training, contingency contracting). 
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Program Replications in Sweden 

Kjell Hansson, Ph.D. 
University of Lund 
Lund, Sweden 
Kjell.hansson @ soch.lu.se 

These studies primarily represent clinical trials funded by the Swedish Government. FFT has been 
replicated in Sweden on four independent samples of juvenile delinquents: 

1. Functional Family Therapy in Lund 

This project began four years ago in collaboration with Dr. James Alexander, and is a controlled 
study including 45 families in the FFT group and 20 families in a control group. The group consisted 
of families of youth who had been arrested by the police in Lund. Excluded were (1) those who had 
been in treatment at the social agency or child guidance clinics; (2) those who could not speak 
Swedish (because interpreters were not affordable); and (3) those who had been caught by the police 
for very minor crimes such as shoplifting and breaking a window. Over two years, half were ran- 
domly assigned to FFT, and half were assigned to a control group who received traditional social 
work treatment. Four therapists have been involved in the project but two of them had the heaviest 
responsibility for the treatment. Information was gathered at the beginning of the study and after two 
years. Information was gathered about psychopathology (SCL-90, CBCL, YSR), family function 
(family climate, family relation scale), the actual social situation, sense of coherence, self-reported 
criminality, and antisocial behavior, etc. The same questionnaires were given to the families after 
two years. It was quite hard to motivate those families who had been i:andomly assigned to social 
work. Because of that we have only 20 families in that group. All of the follow-ups were completed 
by June, 1997. 

Some preliminary results of this study are available. There are differences between FFT and the 
control group The mothers in the FFT group were much better than control group mothers on the. 
SCL-90 (Anxiety, Depression, Somatization, and the total score). The fathers' scores did not change 
much, but they did reflect less irritability. Family function has been changed due to FFT, but there 
were no changes seen in the social work group. Two year follow-up of criminal records reflect a 30 
pe~:cent reduction in subsequent criminal arrests in the FFF group (50 percent, compared to 80 
percent reoffense rate in the control group). 

It is extremely important to note that all of the families who have been assigned to FFT have fulfilled 
the treatment in a way that both the family and the therapist agreed on. This is particularly important 
because it is typical in Swedish culture for families to come to child guidance clinics if they are 
transferred to them, but to only come once or twice and never again. 

2. Functional Family Therapy in V~ixjii 

This project started two years ago by one of the therapists who worked in Lund. This study is a 
collaboration between the child guidance clinic and the social agency in V~ixj6 and the surroundings 
in the county of Smi'land. This study does not have a control group because the social agencies in 
V~ixj6 did not accept that strategy. At the time of this writing, there are 50 families included in the 
therapy group. The therapy was conducted by four different therapists and the follow-up in that 
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project will take place after one year. In V~ixj6 they have used the same evaluation instruments as in 
Lund. The results will be ready in 1998. 

3. Multicenter Study of Functional Family Therapy 

This study is done as a part of a psychotherapy educational program in family therapy. A group of 13 
candidates are participating in a conjoint project with Functional Family Therapy. They are ex- 
pected to do five FFTs each in their hometowns. The therapists come from different towns in the 
southern part of Sweden. We have now collected in the FFT group 27 families, and the report from 
this project will be ready in June, 1997. This group of families will be followed-up after two years 
by another family therapy educational group. Just as in V~ixj6 we have no comparison group for the 

group, but we use the same evaluation instruments as in Lund and V~ixjti. 

4. Functional Family Therapy with Serious Juvenile Delinquents 

This replication consists of Fb-T with a severe delinquent group. The families and the patients in 
these groups are referred from St. Lars Hospital. All the patients have committed numerous crimes 
and many of them also have drug abuse problems. This is a small group with 10 families, and this is 
a continuous project in which we are trying to expand the group to at least 20 or 30 families. This 
group will be followed for five years after the intake at the hospital. In this group we have a compari- 
son group with other patients that have not been included in the FFT group. 

In all the replications in Sweden we use the same research battery. This allows us to examine the 
follow-up at different levels. 
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APPENDIX  A 

References by Document Section 

Full citations are located at the end of the document. 

Program as Designed and Implemented 

Bates, Bayles, Bennett, Ridge, & Brown, 1991 
Baumrind, 1983 
Brook, Gordon, Whiteman, & Cohen, 1986 
Campbell, 1990 
Campbell, Pierce, March, & Ewing, 1991 
Coie& Jacobs, 1993 
Dishion, French, & Patterson, 1993 
Dodge & Coie, 1987 
Farrington, 1991 
Greenberg, Speltz, & DeKlyen, 1993 
Hawkins, Catalano, & Miller, 1992 
Hinshaw, 1987 
Jouriles, Murphy, & O'Leary, 1989 
Kandel, Kessler, & Margulies, 1978 
Kazdin, 1995 
Kazdin, 1987 
Loeber, 1991 
Loeber & Dishion, 1983 
Luthar & Zigler, 1991 
Magnusson & Bergman, 1988 
McMahon & Forehand, 1988 
Moffitt, 1993 
Moffitt, Gabrielli, & Mednick, 1981 
Moffitt & Silva, 1988 
Parker & Asher, 1987 
Patterson, 1982 
Patterson, DeBaryshe, & Ramsey, 1989 
Pettit & Bates, 1989 
Rae Grant, Thomas, Offord, & Boyle, 1989 
Reid, 1993 
Reitsma-Street, Offord, & Finch, 1985 
Robins, 1978 
Robins, 1984 
Robins & Przybeck, 1985 
Sameroff, Seifer, Zax, & Barocas, 1987 
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Sandier, Miller, Short, & Wolchik, 1989 
Simcha-Fagan & Schwartz, 1986 
Wahler & Dumas, 1984 
Watzlawick, Weakland, & Fisch, 1974 
Webster-Stratton & Herbert, 1994 
Webster-Stratton, 1985 
Werner & Smith, 1982 
Williams, Anderson, McGee, & Silva, 1990 
Wills & Filer, 1996 

Evaluation (and Outcome Studies in Appendix C) 

Alexander, 197 ! 
Alexander & Barton, 1976 
Alexander & Barton, 1980 
Alexander & Parsons, 1973 
Barton, Alexander, Waldron, Turner, & Warburton, 1985 
Friedman, ! 989 
Gordon, 1995 
Gordon & Arbuthnot, 1988 
Gordon, Arbuthnot, Gustafson, & McGreen, 1988 
Gordon, Graves, & Arbuthnot, 1995 
Gustafson, Gordon, & Arbuthnot, 1985 
Hannson, 1998 
Klein, Alexander, & Parsons, 1977 
Lantz, 1982 
Parsons & Alexander, 1973 
Regas & Sprenkle, 1982 

Program Replication 

Alexander & Parsons, 1982 

Additional FFT References not Cited in Blueprint 

Alexander, 1973 a, b 
Alexander, 1986 
Alexander, 1987 
Alexander, 1988 
Alexander, 1989 a, b 
Alexander, 1991 
Alexander, 1992 a, b 
Alexander & Barton, 1990 
Alexander & Barton, 1991 
Alexander & Barton, 1995 
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Alexander, Barton, Schiavo, & Parsons, 1976 
Alexander, Barton, Waldron, & Mas, 1983 
Alexander, Holtzworth-Munroe, & Jameson, 1993 
Alexander, Jameson, Newell, & Gunderson, in press 
Alexander, Mas, & Waldron, 1988 
Alexander & Newberry, 1988 
Alexander, Newell, Robbins, & Turner, 1995 

• Alexander & Pugh, 1996 
Alexander, Pugh, Gunderson, & DeLoach, 1996 
Alexander & Turner, 1995 
Alexander, Waldron, Barton, & Mas, 1989 
Alexander, Waldron, Newberry, & Liddle, 1988 
Barton & Alexander, 1977 a, b 
Barton & Alexander, 1981 
Barton, Alexander, & Sanders, 1985 
Barton, Alexander, & Turner, 1988 
Forehand & McMahon, 1981 
Friedman & Utada, 1989 
Gendreau & Ross, 1980 
Gurman & Kniskern, 1978 
Gurman, Kniskern, & Pinsof, 1986 
Hazelrigg, Cooper, & Borduin, 1987 
Hinshaw, 1987 
Jameson & Alexander, 1993 
Jameson, Newell, Robbins, Gunderson, & Alexander, 1992 
Klein, Alexander, & Parsons, April, 1975 
Klein, Barton, & Alexander, 1980 
Lujan, Alexander, Newell, & Robbins, June, 1996 
Mas, Alexander, & Barton, 1985 
Mas, Turner, & Alexander, 1991 
Morris, Alexander, & Waldron, 1988 
Morris, Alexander, & Turner, 1991 
Newberry & Alexander, 1987 
Newberry, Alexander, & Liddle, 1988 
Newberry, Alexander, & Turner, 1991 
Newell, Alexander, & Turner, 1996 
Pugh, Alexander, & Turner, 1996 
Robbins, Alexander, Newell, & Turner, 1994 
Robbins, Alexander, Newell, & Turner, 1996 
Robbins, Alexander, & Turner, 1995 
Rogers & Forson, 1957 
Sanders, Alexander, Liddle, & Newberry, 1989 
Sanders, Newberry, Alexander, & Liddle, 1989 
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Shadish, Montgomery, Wilson, Wilson, Bright, & Okwumabua, 1993 
Waldron, Turner, Alexander, & Barton, 1994 
Warburton & Alexander, 1983 
Warburton & Alexander, 1985 
Warburton, Alexander, & Barton, 1980 
Warburton, Newberry, & Alexander, 1989 
Williams, Anderson, McGee, & Silva, 1990 
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APPENDIX  B 

Supervision Materials for Functional Family Therapy 

The following materials are provided to serve as a format for supervising the continuing develop- 
ment of Functional Family therapists. Proper use of the materials requires considerable grounding 
and expertise in the FFT model, and helps maintain consistency with the model's principles. For 
therapists, the materials will serve as a reminder of the components of FFT that are important, and 
consistent use of the materials will prompt focused therapist appraisals of families and the therapist's 
own performance. For supervisors, this format is a vehicle for discussion of FFT criteria and a 
relatively focused structured format for feedback to therapists. 

The creation of these materials should in itself communicate several important messages about Func- 
tional Family Therapy standards for effective therapy training and development. First, the process 
of supervision is an important one. Therapists, like most people, find it difficult to be objective 
about themselves. Supervision provides critical objective clinical impressions and novel solutions 
to problems that therapists can't create independently. Second, the service delivery demands on 
most therapists in most agencies are awesome. Therapists should be mandated the time to critically 
appraise their work with their clients, as well as to plan their next sessions with families. While at 
outset this may seem administratively expensive, in the long run careful and focused out of session 
activity leads to intervention which pays off in reduced re-referral, reduced dependency on agen- 
cies, and less social costs. Besides serving clients more effectively, supervision attenuates therapist 
burnout. Therapists receive personal attention, support, and opportunities for continued growth as 
professionals. Finally, the checklist and evaluative flavor of these instruments should communicate 
a sense of both clinical and data-based accountability. These instruments are a way to responsibly 
focus attention to important variables in Functional Family Therapy, to monitor aspects of the thera- 
pist, family, and the FFT model which are important. The quality and quantity of the data are of 
course subject to the commitment of supervisors and therapists to gather them. The therapist's inde- 
pendent pursuit of the data will make him or her a better therapist, just as the therapist-supervisor 
joint appraisals of the data can point to areas of strength and potential growth. 

The materials included here are not all relevant for each session, but all of them are relevant for a 
total FFT case file. Materials such as "Administrative Setting Up" or "Termination" only need to be 
completed once, while "Session Sheets" are useful for each session. Each form has a cover sheet 
with some brief instructions/suggestions for its use. Many of the forms include FFT terminology 
which requires considerable familiarity with the model and the meaning of the terms. When pos- 
sible, therapist and supervisor forms are the same. This is so that both can dialogue from a common 
set of dimensions, and with repeated experience and relationship building both can arrive at com- 
mon evaluative scaling. 
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F U N C T I O N A L  F A M I L Y  T H E R A P Y  CASE FILE C H E C K L I S T  

Supervisor: Therapist: 
r 

Start Date: Family Name (Code): 

ACTIVITY Date/Initial 
When complete 

Task 1. Preliminary relationship building meetmg, scheduling, emphasizing fixed 
appointment, taping, getting referrals. 

Task 2. Personalized presupervision trainee meeting, FFT training debrief, preliminary _ _  
referral screening/planning. 

Task 3. Supervision Session 1. "Administrative Setup" 
"First Session Checklist" Pre 

Task 4. Supervision Session 2. "First Session Checklist" Debrief 
"Between Sessions Checklist" Pr.__g 
"Therapist Characteristics" Debrief 

Task(s) 5 Supervision Session 3. "Between Sessions Checklist" Debrief 
"Between Sessions Checklist" Pr__g 
"Therapist Characteristics". Debrief 

*The format for "Supervision Session 3" is the same for each Supervision Session prior to 
the "Next-to-last Session." Anticipating the "Next-to-last Session" and Termination Ses- 
sions is possible if therapists and supervisors monitor "The Sequence of Intervention" for 
therapy progress, and anticipate the dimensions described on the "Termination Checklist." 

Task 6. "Next-to-last" Session: "Between Sessions" Debrief 
"Therapist Characteristics" Debrief 
"Termination" Pr___ge 

Task 7. "Termination" Session: "Termination" Debrief 

Task 8. Paperwork Complete 
Paperwork Filed 
Audiotapes Coded, Filed 

Task 9. Outcome evaluated: Other follow-up data: 
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Date 

Family rating 
Therapist rating 
Agency rating 
Supervisor rating 

"Administrative Setup" Form 

The Administrative Setup form is intended to be a prompt for appropriate professional/ethical con- 
cerns, to ensure proper negotiation of a supervisory relationship, to serve as a reminder/commitment 
for thei'apists to overcome their reluctance to audiotape, and to prepare the therapist for a first 
session "set" and plan for an active FFT session. 

For the therapist, the form creates a checklist for preparation. 

For the supervisor, the form creates a vehicle for shaping professional behavior, negotiating super- 
vision arrangements. 

Suggested training/supervision experiences for the form: 

1. Discuss the material on the form; is it all necessary? 

2. Role play the "professional concerns." 

3. Role play phone calls to clients, dealing with excuses for why the whole family 
can't /won't  come in. 
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Therapist: 

Date: 

Family: 

Supervision 

Family 

Agency Concerns 

Professional Concerns 

FFT Preparation 

Administrat ive Setup Checkl ist  

Supervision arranged? Yes _ _ _  No _ _  

With whom? When? 

Where? 

Do I have a presentation for phone contact to recruit all family 
members? 

Famil.y knows first appointment is when? Ti me 

Date 

Do they have instructions how to get to appointment? 

Do I have a place scheduled for session? 

Do I have a Tape Permission Form? 

Tape Dec? 

Tape? 

Is receptionist notified of  appointment? • 

Do I have an introduction prepared for myself and my agency 
I 'm comfortable with? 

Do I have a presentation of taping and of observation (if relevant) that I 'm 
comfortable with? 

Do 1 have a comfortable presentation of billing and charges? 

Have I reviewed first session goals? 

Does their problem, status, or age of their children lead me to: 

Anticipate need for relabels for a sensitive issue 

Anticipate a standard developmental issue 

Am 1 "setting myself up" with preconceived biases or impressions? _ _  
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,First Session Checkl ist*  

The first session is more effective when it is prudently planned, and the therapist is committed to 
goals, sensitive to status variables and interpersonal processes, and is committed to "making some- 
thing happen." This checklist can be used in planning or anticipating the first session, but to be 
consistent with the "goal setting" behavior it should be critically reviewed with the supervisor after 
the session. 

Training/Supervision issues associated with the form: 

1. Therapist discuss three types of people, interpersonal styles, or forms of behavior that 
"push therapist's button." 

2. Hypothesize what a family could do that would be most problematic for the therapist. 

3. Plan a strategy for cuing therapist to talk to everyone as equivalently as possible. 

4. First session must be planned/conducted consistent with "Functional Family Therapy 
Assessment Checklist." 

* Use in conjunction with "Functional Family Therapy Assessment Checklist", and "Therapist 
Characteristics Form." 
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First Session Checkl ist  

Therapist: 

Date: 

Family: 

Family Fixed 
Characteristics 

Therapist Fixed 
Characteristics 

Family-Therapist 
Relationship 

Assessment 

Initiating Therapy 

Task Assignment 

Identify the following "fixed characteristics" of the family: 
Developmental Stage(s): 
Who should be included in sessions: 
Gross fixed limits: 

Identify how Therapist Fixed Characteristics "Match": 
Their expectations/stereotypes of therapist: 

Did I accomplish credible presentation of myself, agency, 
why we're here? 

Was I able to influence and predict the style of responding from each? 

Who do I find "hooks me in"? Who "turns me off"? 

(See Assessment Checklist) 

Prior to session--have I reviewed what I need to get? 

At the c o n t e n t  level, who/how did I relabel? 

Was I able to shift their focus from their definition of the problem? 

DidI  use nonblaming words? 

Did I spread talking around to each? 

Did I create any confusion? 

Did I provide any novel interpretations that seemed to have impact? 

Did I assign a task? 

What hypotheses will task confirm, or disconfirm? 

When did I reschedule? (Do they need further contact to ensure coming in?) 
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Between Session Checklist: Filled out by Therapist Between 

Sessions and 

Therapist: 

Date: 

Family: 

Understanding and "Therapizing" Family Members  
(Alexander & Parsons, 1982) 

Member Clarify 
Meaning 

Relabel- 
Nonblame 

Relationship Interpersonal 
Focus Impact/Function 

Sequence 

Education Goals 

Resistance 

Improvement 

Why are there missing cells? 

What is my plan to fill them? 

Identify where I am relative to the "Sequence of Intervention" 
Do I need to/How can I catch up? 

What are my education goals for this family? 

a. How does this education protect functions for each member? 

b. How will the education be "packaged" for each member? 

Who's resisting? How? 

Where is the "Fit" problem? How do I remediate it? 

Do they report out of session problem-solving? 

Have I observed within-session appropriate communication? 
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T e r m i n a t i o n  Sess ion C h e c k l i s t  

Therapist: 

Date: 

Family: 

Family Efficiency 

Follow through Issues 

Are all relevant dyads interacting adaptively? 

Have complaints or reports of problems ceased, or are they being described 
in benign and "workable" terms? 

Have I seen any evidence of the family's ability to spontaneously resolve 
conflict, or solve a problem? 

Do family members report or show evidence of behaving in ways that 
maintain: 

a. benign reattributions? 
b. functions? 

Has the family given any indication they would prefer to handle problems 
without the therapist's help or involvement? 

Are subsystems in the family wanting to "change functions," or struggle with 
"quality of  life" issues? (Referral?) 

Do I need to make a follow-up referral for a family member for some 
specialized education/technology (e.g., hypnosis, weight loss, sex therapy)? 

Have important outside resources been mobilized in ways which will support 
and maintain therapy (e.g., parole officers, school officials, employers)? 

Have I notified the family who and how to Contact (including myself) for 
follow-up support or monitoring? 

Are there any special last minute reminders or prompts I should pass on to 
promote continuity (e.g., books, training procedures, having them schedule 
appointments with each other)? 
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Therapist  Characterist ics Form 

Rating Good Example  Poor Example 
on Tape on Tape 

Relationship "Linking" - 
Skills Humor - 

Warmth - 
Nonblaming - 
Self-disclosure - 

Structuring Clarit2£ - 
Skills Self-Confidence - 

Directiveness - 

Therapy Skills Creative Relabeling - 
Integrative Interpretation - 

Process Skills Equivalent Talk Time 

Drawing out "The 
Quiet One" 

Slowing down "The 
Chatty One" 

Successful Interruptions 

Generating Effective Family 
Communication between 
Members 

Meeting "Between Progress in "Sequences of  
Session" Intervention" 

Completion of "Understanding 
and 'Therapizing' Family 
Members" 

Protecting Functions 
w/Education 

"Packing" Education 

Dealing with Resistance 

Identifying/ 
Reinforcing Progress 
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Family Intervention Services 
Session Progress Note 

Developed b y  Tom Sexton, Ph.D. 
University of Nevada, Las Vegas 

Case # Date 

Therapist(s) Session # 

Treatment Phase of this session (circle one or two) 

1. Engagement 
2. Assessment 
3. Motivation 
4. Behavior Change 
5. Generalization (Termination) 

Critical Session Incidents (Treatment Phase related) 
Examples of critical incidents: 

-Engagement Phase (Initial Session(s)) 

(1) positive 
-eager acceptance of role of therapist and therapy 
-statements of optimism or hope about process 

(2) negative 
-overt challenges to therapists's credentials, understanding, competence 
-pessimism about family therapy process 
-apparent racism 
-participation/noncompliance refusals 

-Assessment Phase (early sessions) 

(1) positive 
-acceptance of responsibility 
-interpersonal sequences reported 
-self-disclosure, emotional risk taking 

(2) negative 
-refusals to answer questions 
-blaming attributions 
-helplessness/hopelessness 
-escalating/runaway processes 
-constructive process "shut down" 
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-Motivation Phase (early sessions) 

(l) positive 
-use of constructive attributions 
-responsiveness to therapy 
-requests advice/structure 

(2) negative 
-refractory negative attributions 
-inability to sustain focus, derailing 
-complaints about lack of progress 
-denial, avoidance 

-Behavior Change Phase (middle sessions) 

(I) positive 
-follow through 
-improved efficacy 
-requests for feedback 

(2) negative 
-overt non-compliance 
-passive-aggressiveness 
-"what is in it for me" attitude/questions bribery or control attributions 

-Generalization/Termination (ending sessions) 

(l) positive 
-spontaneous problem solving 
-plan for use of community resources 

(2) negative 
-inability to apply skills 
-poor anticipation of challenges 
-unfinished issues 
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APPENDIX  C 

F F T  O u t c o m e  S t u d i e s  

Alexander (1971); See also Alexander and Barton (1976), (1980) 

Clients: 40 families with court-referred juvenile delinquent adolescents, 13-16 
years old, living in a moderate sized city. Predominantly White, lower to 
middle income. 

Therapists: Social workers on the staff of the juvenile court, trained in family com- 
munication and contingency management techniques. 

Treatment: 8 hours of family therapy provided in a clinic. 

Outcome: Risk/protective factors: families that received family therapy or a com- 
bination of family and individual therapy displayed significantly greater 
improvements in communication style (less defensive, hostile, and sub- 
missive communication) than those who received regular probation ser- 
vices or individual therapy only. 

Alexander and Parsons (1973) 

Clients: 99 court-referred juvenile delinquent adolescents, 13-16 years old, liv- 
ing in a moderate sized city. Predominantly White, lower to middle SES. 

Therapists: I st and 2nd year graduate students in psychology. 4 weeks of initial training 
and 6 hours of training/supervision during the course of treatment. 

Treatment: Approximately 10 weeks of therapy provided in a clinic. 

Outcome: At 6-18 month follow-up, FFT families had a re-offense rate of 26%, 
compared to 50% for no-treatment controls, 47% for client-centered fam- 
ily group therapy controls, and 73% for the eclectic psychodynamic fam- 
ily therapy group~ Overall, post-project court referrals were 50-66% lower 
in the FFT group. Risk/protective factors: FFT families were signifi- 
cantly improved in the process of family interactions compared to those 
who received other treatments. They displayed greater equality in inter- 
action and talk time, less silence, and more positive interruptions for 
clarification and feedback. 

Parsons and Alexander (1973); See also Alexander and Barton (1976), (1980) 

Clients: 40 families with juvenile delinquents, court-ordered into treatment. 13- 
16 years old, living in a moderate sized city, predominantly White, lower 
to middle SES. 

Therapists: I st and 2nd year graduate students in psychology. 4 weeks of initial training 
and 6 hours of training/supervision during the course of treatment. 
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Treatment: 8 hours of family therapy provided in a clinic. 

Outcome: Risk/Protective factors: Families who received FFT displayed signifi- 
cant changes in interaction patterns, including less silence, more equality 
in talk time, and greater frequency and duration of simultaneous speech. 
No improvements were seen in the interactions of families that did not 
receive FFT. 

Barton, Alexander, Waldron, Turner, and Warburt0n (1985), (Study 1): 
Undergraduate paraprofessionals trained in FFr  

Clients: Status delinquents (adolescents with offenses including runaway, truancy, 
sexual promiscuity, possession ofalcohol, and ungovernability). Referred 
by probation workers. 

Therapists: Paraprofessionals (undergraduate students in psychology). 32 hours of 
training. 

Treatment: An average of 10 sessions provided in a clinic. 

Outcome: Equivalent to those obtained by senior/graduate level therapists in ear- 
lier studies. Recidivism (court referrals after treatment) 26% for the FFT 
group, compared to a population base rate of 51%. Risk/Protective fac- 
tors: Changes in the family processes characteristic of families with 
delinquent youth, most notably decreases in family defensiveness, were 
seen with this sample, just as they were with the senior therapists. 

Barton, Alexander, Waldron, Turner, and Warburton (1985) (Study 2): 
Referral rates for out-of-home placement before and after FFT training 

Clients: Children and adolescents at risk for foster care placement, referred by Work- 
ers who investigate cases for protective or alternative custody. Status delin- 
quent offenses, school problems, and custody issues/ineffective parenting. 

Therapists: State Division of Family Services Social Workers. Trained in FFT afier 
they had worked for Family Services for some time, and compared to 
their co-workers and to their own pre-training rates of referrals for foster 
care placement. 

Treatment: Services provided to the cases as the workers saw fit, usually based on a 
crisis incident that would normally place the youth at risk for out-of- 
home placement. 

Outcome: Comparisons of cases treated by the trained workers before and after 
their trai n i ng showed sign i ficant decreases i n rates of referrals (from 48% 
to 11%). Comparisons of cases treated by the trained workers following 
their training (11% referred to foster care) to those seen by co-workers 
during the same time period (49% referred to foster care) showed similar 
results. 
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Barton, Alexander, Waldron, Turner, and Warburton (1985) (Study 3): 
"Hard core"clients 

Clients: "Hard core" adolescents, Conduct Disordered, with multiple felonies, 
heavy substance abuse, and considerable violence. Incarcerated in a state 
facility for serious and repeated offenses (an average of 20 prior adjudi- 
cated offenses). 

Therapists: Graduate level psychology students. 

Treatment: 30 hours of direct service, mostly home-based treatment. 

Outcome: The FFT group had a 60% recidivism rate, compared to 93% for controls 
and an 89% average institutional base rate. Those from the FFT group 
who did reoffend did so with significantly less frequency than reoffenders 
in the non-FFT group. 

Klein, Alexander, and Parsons (1977) 
Sibling study: multiple levels of prevention/intervention 

Clients: Juvenile court-referred delinquents, primarily "soft" delinquency offenses. 
Primarily White, lower- to middle-SES clients. 

Therapists: I st and 2nd year graduate students in psychology. 4 weeks of initial training 
and 6 hours of training/supervision during the course of treatment. 

Treatment: Approximately 10 weeks of therapy provided in a clinic. 

Outcome: Reductions in recidivism of target adolescents are reported above (#2) in 
Alexander and Parsons (1973). The current study found that at the 2 V2 to 
3 V2 year follow-up, siblings in the families that received FFF had a 20% 
rate of court referral. Siblings of adolescents in the other groups had 
recidivism rates as follows: no treatment 40%; client centered family 
therapy 59%; eclectic-dynamic family therapy 63%. Risk/Protective fac- 
tors: At initial follow-up evaluation, families who received FFT were 
significantly improved in the process of their family interactions com- 
pared to those who received other treatments. Reductions in recidivism 
were linked to changes in family process. At the time of the current study, 
family process differentiated families with a sibling referral from those 
without. In other words, all families in which there was a sibling referral, 
regardless of treatment group, displayed family process that differed from 
those with no sibling referrals. 

Friedman, A. S. (1989): An outpatient drug treatment population 

Clients: ! 66 adolescents in an outpatient drug treatment program. 

Therapists: Experienced family therapists, trained in a two-week workshop with fol- 
low-up seminars and case consultations. 
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Treatment: 

Outcome: 

Up to 24 weeks of therapy provided in clinics. All subjects in both groups 
also received individual substance abuse counseling. 

Both FFT and parent group conditions produced positive changes in drug 
use, related symptomatology, family behaviors, and parent-child com- 
munication. 93% of families assigned to the FFT condition had a parent 
that participated in treatment. Only 67% of those assigned to the parent 
group had a parent that participated in treatment. FFT demonstrated sig- 
nificantly better engagement/retention of parents. 

. 

10. 

Regas a n d  S p r e n k e  (1982): An ADHD population 

Clients: 

Therapists: 

55 ADHD adolescents at risk for out-of-home placement. 

Not reported. 

Treatment: Not reported. 

Outcome: The FFT group displayed significant decreases in hyperactivity post-treat- 
ment and at follow-up. Risk/Protective factors: Compared to group 
therapy and no treatment conditions, families that received FFT reported 
significantly improved family effectiveness on a self-report measure. 

Gordon (1995); See also Gordon, Arbuthnot, Gustafson, and McGreen (1988); 
Gustafson, Gordon, and Arbuthnot (1985); Gordon, Graves, and Arbuthnot (1995) 
(Evaluation Study 1): Juvenile offenses at 2 I/2 year follow-up, cost-benefit analysis, 
and criminal offenses at adult follow-up 

Clients: Delinquents with multiple offenses at risk for out-of-home placement, 
court-ordered into the family therapy treatment condition. Rural poor 
clients. 

Therapists: 

Treatment: 

Outcome: 

2nd to 4th year graduate students in psychology, 30 hours of training in 
FFT. 

Average of 16 sessions, in-home. 

Study la:  Compared to juveniles who received regular probation ser- 
vices (n=27, 67% recidivism rate), clients in the FFT group (n=27) had 
an ! 1% recidivism (reconviction) rate at 2 ~/2 year follow-up. In any given 
12-month period, the FFT group committed 1.29 offenses, and the treat- 
ment as usual group committed 10.29 offenses. Study lb:  A'cost-ben- 
efit analysis of these recidivism data and additional data (including 
oubof-home placement costs and base numbers of offenses committed) 
on the same set of clients determined that FFT treatment had signifi- 
cantly lower direct costs than the probation group. Study lc: At 5 year 
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12. 

13. 

follow-up, the same subjects were compared for rates of adult convic- 
tions. The group that received FFT had a 9% recidivism rate as adults, 
while the control group had a 41% recidivism rate as adults. 

Gordon (1995); See also Gordon and Arbuthnot (1988) (Evaluation Study 2): 
Paraprofessional therapists: rates of reoffending and recommitment of severe 
conduct-disordered adolescents 

Clients: 17- and 18- year old chronic offenders with an average of 7 offenses and 
3 to 4 institutional commitments (in an institution for juvenile offenders) 
prior to treatment. Court-ordered into treatment upon release from a state 
institution for juvenile offenders. Rural poor. 

Therapists: Paraprofessional trainees hired by the court with no graduate level train- 
ing in mental health services. Training took place during a 2-day work- 
shop, and was updated with a ½ day workshop every 4-6 months. 

Treatment: In-home. 

Outcome: Compared to regular services (recidivism 60 - 75%), juveniles who re- 
ceived FFT (n=40) had a 30% rate of re-conviction at 18 month follow- 
up. Of these same juveniles, 12% were re-committed, compared to the 
50-60% rate among those receiving regular services. 

Gordon (1995) (Evaluation Study 3): Recommitment rates of serious juvenile offenders 

Clients: 16'and 17-year old delinquents with an average of 2 prior institutional com- 
mitments and 4 prior offenses. Court-ordered into home-based FFT therapy 
upon release from state institutions for juvenile offenders. Rural poor. 

Therapists: 2nd - 4th year graduate students in psychology who received 30 hours of 
training in the FFT model. 

Treatment: 18 to 24 sessions of FFT in-home. 

Outcome: At 16 month follow-up, 33% of those who received FFT were re- 
committed, and 64% of those who received standard probation services 
were recommitted. 

Lantz, B. (1982): West Valley City. UT 

Clients: Adolescents at risk for out-of-home placement due to serious delinquency. 

Therapists: Not reported. 

Treatment: Not reported. 

Outcome: The FFT group had significantly less removal from the home (18% vs. 
72%) and significantly less reoffending/recidivism (50% vs. 88%) than 
the group that received services as usual. 
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Hansson (1998): Data from the first Lund, Sweden, FFF study 

Clienis: Predominantly male youth (average age 15) arrested by police in Lund, 
Sweden, for serious offenses. 

Therapists: Professionals with graduate level training in mental health services who 
participated in a training workshop by Dr. Alexander. 

Treatment: Treatment in a clinic, not time-limited. 

Outcome: At 2 year follow-up, the FFT group (n=45) had significantly less recidi- 
vism (50% vs. 80%) than the treatment as usual grouP (n=50). Risk/ 
Protective factors: maternal improvements on symptom checklists evalu- 
ating depression, anxiety, and somatization in FFF group only. 

FFT Replications 

Las Vegas: Family Intervention Services (Rich Harrison): 
In-home therapy with serious juvenile offenders 

Clients: Initially Freedom Program youth, high risk repeat offenders (ages nine to 
seventeen years) who chose an intensive supervision program (with FFT) 
rather than institutional commitment. Multicultural urban population, in- 
cluding White, African American, Hispanic/Latino, Asian American, and 
Native American youth and families. 25-30% female. 

Therapists: Master's level counselors who received training in a 3-day work-shop 
and occasional supervision consultations by Dr. Alexander. 

Treatment: In-home, duration not reported. 

Outcome: 90% retention of families after initial contact. Initial data indicate equally 
successful retention in FFT for White, African American, and Hispanic/ 
Latino youth and their families. Enthusiasm of the Juvenile Court system 
has led to the program being used by not only Freedom Program youth, 
but probation services, intake services, Child Protective Services, judges, 
and other areas in the Court system. 

Las Vegas: Family Preservation (Susan Mears): Preservation of families at risk for 
removal of a child; reunification of families with a child in foster care 

Clients: Families at risk of having a child removed from the home due to substan- 
tiated abuse or neglect. Child Protective Services referrals. Reunifica- 
tion referrals by foster care workers. Multicultural urban population 
(approximately 24% African American, Hispanic/Latino, Native Ameri- 
can, Asian American). Approximately 50% female children. In approxi- 
mately 70% of families, females were identified as the child's primary 
caregiver. Children range in age from 0 to 18 years (familes referred for 
FFT if at least one child is school-aged or older). 
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Therapists: Family preservation therapists and social workers, trained through a 3- 
day workshop and follow-up consultations with Dr. Alexander. 

Treatment: 

Outcome: 

Therapy is provided in clients' homes, twice weekly for approximately 3 
months. 

Independent evaluation reports that 86.5% of FFr  families (n=52 in the fu'st 
group) have been able to remain intact. Very positive impact given the tradi- 
tional base rate of out-of-home placement for such high-risk families. 

Las Vegas: University of Nevada at Las Vegas, Harmony Health Care Agency, and 
Boyd Gaming Co. (Dr. Tom Sexton, UNLV, El.): Treatment of Conduct Disorder through 
a collaborative, community-based approach 

Clients: Juveniles (ages 12-17) diagnosed with Conduct Disorder whose parent(s) 
are employed by Boyd Gaming Company and receive mental health care 
services through Harmony Health Care Agency. The company and agency 
collaborated with UNLV in the provision of services. Multicultural ur- 
ban population (25% African American, 25% Hispanic/Latino, 50% 
European American), half female juveniles. 

Therapists: Trained and supervised by UNLV employees who had previously been 
trained in FFT. Type of degree and prior training not reported. 

Treatment: 10 - 12 sessions at the health care agency. 

Outcome: No data yet available. 

Urban Ann Arbor, Michigan: COPE/O'BRIEN Center (Stewart Schulman): 
Delinquency prevention in a high-crime urban area 

Clients: Preadolescents (must be age 10 or above) in a high-crime, low-income 
urban area, who display delinquent behavior. Predominantly White and 
African American youth, 1/3 female. 

Therapists: Bachelor's level social workers, supervised by an M.S.W. Training con- 
sisted of a 3-day workshop that was videotaped for review. FoUow-up 
consultations as needed. 

Treatment: In-home, 12 weeks/30 contact hours of FFT service. 

Outcome: Data are not yet available. Well-received by the community and press, 
and families that received the treatment filled out largely positive evalua- 
tions. Expected expansions to cover entire county and Juvenile Court cases. 

Albuquerque, New Mexico: University of New Mexico (Holly Waldron): 
NIDA research, substance abusing youth 

Clients: 13-17 year old substance abusing or dependent adolescents, frequently 
comorbid Conduct Disorder and internalizing problems, threat of incar- 
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ceration, school problems, and probation. White, Hispanic/Latino, and 
Native American youth and families, 1/3 female. 

Therapists: Ph.D.- and M.S.W.- level therapists, trained in a 2-day seminar by Dr. 
Alexander. On-site supervision by Dr. Waldron, and follow-up consulta- 
tions with Dr. Alexander as requested (approximately 2 per year). 

Treatment: 12 weeks of therapy provided at the University of New Mexico. 

Outcome: No data yet available 

Fayetteville, North Carolina: Community Mental Health Center (Cole Barton): 
Treatment of aggressive/Conduct Disordered youth 

Clients: Aggressive/conduct disordered adolescents, 60% White, 30% African Ameri- 
can, 10% American Indian, in a low-SES military base/city, population 40,000. 
Of children aged 4- l 0, diagnosed predominantly with Attention Deficit Dis- 
order and/or Oppositional Defiant Disorder, 75% boys. Of children aged 11- 
19, diagnosed predominantly with Conduct Disorder and/or substance abuse, 
55% males. Females more likely than males to be diagnosed with affective 
or anxiety disorders as secondary diagnoses. 

Therapists: Masters' level psychologists, Ph.D. supervisors. Trained in a 3-day work- 
shop. Follow-up supervision by a Ph.D. level consultant once a month 
for 6 months. 

Treatment: At the mental health care center. Varying duration. 

Outcome:• Fewer sessions needed, more people served, fewer residential service 
referrals made than there had been prior to FFT training. 

Lurid, Sweden: 3 additional replications, all in different types of agencies, all underway 
(Kjell Hansson): Treatment of arrested adolescents 

Clients: Youth arrested by police in Lund for serious offenses. 

Therapists: Graduate level training in mental health services. Training workshops by 
Dr. Alexander. 

Treatment: At the mental health care center. Varying duration. Control treatment youth 
received probation services as usual. 

Outcome: Significantly better treatment motivation and completion of treatment course 
in those assigned to the FFT condition. Maternal improvements on symptom 
checklists evaluating depression, anxiety, and somatization. Outcome data 
from Study 1 are reported above in the outcome studies section (see #14). 
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A P P E N D I X  D 

Functional Family Therapy (FFT) 
Contributors 1968-1997 and Current Contact Persons 

FFF Program Director and Principal Investigator 
James E Alexander, Ph.D. 
Department of Psychology, SBS 502 
University of Utah, Salt Lake City, UT 84121 
801-581-6538, Fax 801-581-5841 
ALEXAN @ Psych. Utah.Edu 
JFAFFT@AOL.COM 

FFT Cofounder & Director of Clinical Services Dissemination 
Bruce V. Parsons, Ph.D. 
BVPGRIZZ@AOL.COM 
406-457-0379 

Primary Research and Grant Co-Investigator 
Charles W. Turner, Ph.D. 
Charles.Turner@ Behsci.Utah.Edu 
801-58 ! -8939 

Primary Manual Developer, Replicator, & Initial Research Program Coordinator 
Cole Barton, Ph.D 
COBARTON @ DAVIDSON.EDU 

Currrent Funded (NIAAA, NIDA) Clinical Trials Principal Investigator . 
Holly B. Waldron, Ph.D. 
HWALDRON @ UNM.EDU 

FFT Core Concept and FFT 
Cole Barton 
Crystal M. DeLoach 
Donald Gordon 
Penny B. Jameson 
Nancy Klein 
Kjell Hansson 
Gretta Cushing 
James F. Alexander 

Literature Contributors 
C. Haydee Mas 
John Malouf 
Roberta Malouf 
Steven B.Morris 
Robert M. Newell 
Alice M. Newberry 
Joan L. Coles 
Bruce V. Parsons 

Christie Pugh 
Michael Robbins 
Jill Sanders 
Holly B. Waldron 
Janet R. Warburton 
Tom Sexton 
Le Ngu 
Charles W. Turner 

Additional Replication Site Project Directors 
Rich Harrison Susan Mears Stewart Schulman 
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