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Youth who develop disruptive behavior disorders (DBDs), such as oppositional

defiant disorder and conduct disorder, often have complex developmental histories

that involve a variety of risk and protective factors (Boden, Fergusson, & Horwood,

2010; Dodge & Pettit, 2003; Frick, 2012; Loeber, Burke, & Pardini, 2009). In addi-

tion to individual characteristics (e.g., male gender, problems with executive func-

tioning, limited prosocial personality traits), the onset of DBDs is strongly

associated with characteristics of the youths’ familial and social backgrounds such

as poor parent�child relationships, ineffective monitoring and discipline, associa-

tion with antisocial peers, exposure to maltreatment, and community violence. As a

result, families that present for treatment of a youth DBD frequently evidence mul-

tiple problems that impact treatment participation and success (Weisz, Ugueto,

Cheron, & Herren, 2013). Indeed, these families may be the recipients of interven-

tions from multiple youth service systems (e.g., mental health, juvenile justice, edu-

cation), whose efforts are difficult to coordinate and often fail to fully

conceptualize families’ strengths and challenges (Greenberg & Lippold, 2014).

Thus, a small proportion of youth with severe behavior problems receive the major-

ity of resources and services from those systems (Shufelt & Cocozza, 2006). Taken

together, these observations indicate a clear need for comprehensive, family- and

community-based treatments that can address the complex needs of youth with seri-

ous DBDs and their families.

Unfortunately, even youth with severe, chronic behavior problems rarely receive

such comprehensive treatments in the United States. Instead, typical interventions

focus on individual youth characteristics associated with behavior problems, rather

than familial and social characteristics, and are delivered in restrictive or difficult-

to-access settings (e.g., outpatient clinic, group home, juvenile detention) that may

impede generalization to the youth’s daily life and relationships (see McCart &

Sheidow, 2016). In fact, only 5% of youth who engage in serious and violent crimi-

nal behavior receive a treatment that targets factors in the familial and social back-

ground (Greenwood, 2008; Henggeler & Schoenwald, 2011). On the other hand,

individually-focused interventions with demonstrated null or even negative effects

continue to be widely used, including Scared Straight and wilderness challenge pro-

grams (Lipsey, 2009) and antipsychotic medications (Correll et al., 2009; Maayan

& Correll, 2011). Without effective treatment, persistent patterns of antisocial
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behavior are associated with poor educational, occupational, and health outcomes

(Moore, Silberg, Roberson-Nay, & Mezuk, 2017; Odgers et al., 2008) and result in

serious personal (e.g., victimization) and economic effects (Kilpatrick & Acierno,

2003; McCollister, French, & Fang, 2010; Robinson & Keithley, 2000). Thus, an

increased emphasis on family- and community-based treatments is necessary to

address the needs of youth with DBDs and their families, with the resultant reduc-

tions in antisocial behavior in turn benefitting taxpayers, victims, and society at

large (see Greenwood & Welsh, 2012).

Despite the need for additional large-scale progress, several family- and

community-based treatments of DBDs have demonstrated considerable promise

over the past several decades both in controlled research studies and in widespread

dissemination to community settings. This chapter provides an overview of the fam-

ily- and community-based models with the strongest empirical support for treatment

of DBDs. We begin by introducing the five models, including their respective clini-

cal characteristics and associated research evidence. We then discuss the common

theoretical, empirical, and clinical foundations that underlie all family- and

community-based treatment models and likely account for their effectiveness with

serious and complex DBD cases. A case example involving one such model, multi-

systemic therapy (MST), is used to illustrate all of these foundational characteris-

tics. Finally, we conclude by discussing several areas that will require additional

attention in the continued development of family- and community-based treatments

for youth DBDs.

Family and community-based treatment models

Inclusion criteria

We reviewed treatment models in the present chapter that met the following three

inclusion criteria: (1) Used a family- or community-based mode of intervention,

defined as interventions that addressed DBD symptoms by making positive changes

in the youth’s family and broader social ecology through direct interventions (e.g.,

home-based service delivery involving multiple family members). (2) Targeted

youth (i.e., less than 18 years of age at the beginning of treatment) with a history of

behavior problems requiring treatment due to associated distress, impairment, or

risk of harm. We did not require specific DBD diagnoses because youth were often

referred by service systems, such as juvenile justice, and were not necessarily

assigned a formal diagnosis. (3) In at least two published, prospective research stud-

ies, showed positive effects on a measure of behavior problems or related outcomes

(e.g., arrests) relative to a comparison condition (e.g., alternative treatment,

treatment as usual, no-intervention control). Inclusion criteria were met by five

treatments: multisystemic therapy (MST; Henggeler & Borduin, 1990; Henggeler,

Schoenwald, Borduin, Rowland, & Cunningham, 2009; see www.mstservices.com),

treatment foster care Oregon (TFCO; Chamberlain, 2003; see www.tfcoregon.com),

functional family therapy (FFT; Alexander & Parsons, 1982; Sexton, 2011; see
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www.fftllc.com); brief strategic family therapy (BSFT; Szapocznik, Hervis, &

Schwartz, 2003; Szapocznik & Kurtines, 1989; see www.bsft.org), and multidimen-

sional family therapy (MDFT; Liddle, 2002, 2009; see www.mdft.org).

MST

MST (Henggeler & Borduin, 1990; Henggeler et al., 2009) is a family- and

community-based treatment for serious conduct problems in youth. MST interven-

tions target risk factors that have a demonstrated association with illegal and/or

violent behaviors, such as individual mental health problems, caregiver parenting

skills, family functioning, association with antisocial peers, and poor academic

performance. Therapists use clinical techniques from evidence-based behavioral,

cognitive-behavioral, and structural/strategic family therapies to achieve short-

term therapeutic goals, which are designed to address the needs and strengths of

the social�ecological systems in which the youth is embedded (i.e., family, peers,

school, community). Treatment proceeds through an iterative process of assess-

ment, case conceptualization, and intervention that follows nine core treatment

principles. To facilitate engagement and minimize barriers to treatment, MST

therapists deliver services in the home and other community settings (e.g., school,

recreation center) at times convenient to the youths and caregivers (including eve-

nings, weekends, and 24-7 crisis management). MST teams consist of two to four

therapists and a supervisor, with each therapist carrying a caseload of four to six

families. The average course of treatment lasts 3 to 5 months, with frequent initial

contacts (i.e., 31 per week) that are reduced commensurate with clinical

progress.

The developers of MST have prioritized rigorous evaluation of the model over

the past 40 years (see Henggeler, 2011), with more than a dozen clinical trials dem-

onstrating that MST can produce reductions in youth behavior problems and related

negative outcomes (e.g., incarceration and probation). Early quasi-experimental

(Henggeler et al., 1986) and randomized (Borduin et al., 1995; Henggeler, Melton,

& Smith, 1992) trials by the MST developers indicated that the model produced

significant reductions, relative to usual mental health (i.e., individual or group)

treatment or probation services, in youth behavior problems, rearrests, weeks incar-

ceration, association with deviant peers, and youth and family psychiatric symp-

toms, as well as increases in family functioning and peer relations. Long-term

follow-ups of those randomized trials demonstrated that reductions in arrest rates

were robust for as long as 2.4 years (Henggeler, Melton, Smith, Schoenwald, &

Hanley, 1993) to 21.9 years (Sawyer & Borduin, 2011) post-treatment.

Furthermore, for families in the Borduin et al. study, MST also produced reductions

in arrests and incarceration for closest-in-age siblings (Wagner, Borduin, Sawyer, &

Dopp, 2014) and primary caregivers (Johnides, Borduin, Wagner, & Dopp, 2017)

over 20 years post-treatment. In addition to research conducted by treatment devel-

opers, several randomized trials conducted by independent investigators have repli-

cated the effectiveness of MST for severe conduct problems in the United States

(Timmons-Mitchell, Bender, Kishna, & Mitchell, 2006), Norway (Ogden & Hagen,
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2006; Ogden & Halliday-Boykins, 2004), the United Kingdom (Butler, Baruch,

Hickey, & Fonagy, 2011), and the Netherlands (Asscher et al., 2013).

Adaptations of MST

The MST model has been flexibly adapted for the treatment of a number of com-

plex clinical problems. Two of those adaptations, MST for problem sexual beha-

viors (MST-PSB; Borduin & Munschy, 2014; see www.mstpsb.com) and MST for

substance abuse (MST-SA; see www.mstservices.com), are relevant to the present

chapter. Both models consider the targeted problem behaviors to be specific mani-

festations of a general underlying tendency for antisocial behavior, rather than

representing unique populations each requiring a different treatment approach, as in

adult populations.

MST-PSB is an adaptation of MST for youth who engage in serious (e.g.,

repeated, violent) problematic sexual behaviors. The MST-PSB model uses the

same social�ecological framework and model of service delivery as in standard

MST, but focuses on aspects of the youth’s ecology that are functionally related to

PSB (e.g., caregiver and youth denial about sexual offenses, barriers to effective

parental monitoring of sexual development, developmentally inappropriate peer

relations) as well as relapse prevention and victim safety. To date, three clinical

trials of MST-PSB are the only randomized trials that have been conducted with

juvenile sexual offenders (see Dopp, Borduin, Rothman, & Letourneau, 2017) and

include (1) a small initial trial (Borduin, Henggeler, Blaske, & Stein, 1990) of

MST-PSB vs individual therapy, as well as (2) a hybrid efficacy�effectiveness trial

(Borduin, Schaeffer, & Heiblum, 2009) and (3) an effectiveness trial (Letourneau

et al., 2009, 2013) that each compared MST-PSB to cognitive-behavioral therapy.

Across studies, MST-PSB has been found to produce greater improvements in

behavior problems (sexual and nonsexual) than the comparison treatments; the effi-

cacy trials found lower rearrest rates (for sexual and nonsexual offenses) and fewer

days incarcerated up to 8.9 years post-treatment in the MST-PSB conditions.

MST-SA focuses on youth who engage in serious antisocial behavior in the con-

text of a substance use disorder. As in MST-PSB, MST-SA applies the standard

MST framework and service delivery model to address social�ecological factors

that increase the risk of substance use (e.g., physiological addiction, parental model-

ing of substance use behavior, association with substance-using peers). The thera-

pist also helps caregivers to regularly monitor youth substance use (e.g., with urine

drug screens) and enforce consequences associated with use and abstinence. Two

randomized trials of MST-SA have demonstrated decreases in substance use rela-

tive to usual community treatment (Henggeler, Clingempeel, Brondino, & Pickrel,

2002; Henggeler, Pickrel, & Brondino, 1999) and when delivered to participants in

a juvenile drug court (vs. drug court alone; Henggeler et al., 2006). In the former

study, MST-SA was also associated with decreased violent crime (Henggeler et al.,

2002). A follow-up of the latter study revealed decreased substance use among sib-

lings in the MST-SA group (Rowland, Chapman, & Henggeler, 2008).
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TFCO

TFCO (Chamberlain, 2003), previously known as multidimensional treatment foster

care, is an intensive community-based foster care intervention used as an alternative

to residential settings, group care, and juvenile detention centers. The TFCO model

primarily targets youth with severe emotional and behavior disturbances whose dif-

ficulties have not been well-managed by intensive outpatient treatment. Youth

receiving TFCO are placed in highly trained therapeutic foster homes for periods of

6 to 9 months, during which time a multidisciplinary TFCO team supports the youth

and families through daily monitoring, weekly individual and family therapy

focused on behavioral (e.g., behavior management), and cognitive-behavioral (e.g.,

problem-solving skills training) interventions, medication management, and on-call

crisis management. Each team carries a caseload of approximately 10 families at a

time. Interventions focus on close supervision, consistency and stability of place-

ment, supportive relationships with adults and peers, and diversions from associa-

tion with deviant peers. Involvement of caregivers from the youth’s aftercare

placement is emphasized to maximize the maintenance and generalization of gains

made during the TFCO placement. Separate adaptations of TFCO target the devel-

opmental needs of preschool-age children (TFCO-P), school-age children (TFCO-

C), and adolescents (TFCO-A); TFCO-C and TFCO-A are most relevant to this

chapter, whereas TFCO-P is primarily used to address child maltreatment rather

than DBDs.

Controlled evaluations have provided support for the clinical effectiveness of

TFCO over the past several decades. Previous studies have demonstrated the bene-

fits of TFCO versus group care-as-usual in terms of decreases in DBD-related out-

comes such as arrest rates, number days in detention centers, disruption of

placement, and self-reported delinquency in samples of male (Chamberlain &

Moore, 1998; Chamberlain & Reid, 1998) and female (Leve, Chamberlain, & Reid,

2005) adolescents. Other studies have found evidence of additional positive out-

comes for the samples in the aforementioned clinical trials, such as reduced teen

pregnancy rates (Kerr, Leve, & Chamberlain, 2009), depressive symptoms (Harold

et al., 2013), substance use (Rhoades, Leve, Harold, Kim & Chamberlain,2014),

and psychotic symptoms (Poulton et al., 2014), as well as increased school atten-

dance and homework completion (Leve & Chamberlain, 2007). In addition, follow-

up studies of these TFCO clinical trials have demonstrated the persistence of gains

over periods as long as 24 months post-treatment (Chamberlain, Leve, & DeGarmo,

2007; Eddy, Whaley, & Chamberlain, 2004). Moreover, the positive effects of

TFCO on youth behavior problems were replicated in randomized clinical trials

conducted by independent researchers in the United Kingdom (Westermark,

Hansson, & Olsson, 2011) and Sweden (Bergström & Höjman, 2016).

FFT

FFT (Alexander & Parsons, 1982; Sexton, 2011) is a family-based treatment

designed to work with families of adolescents who engage in a range of problematic
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externalizing behaviors such as status offenses (e.g., breaking curfew, skipping

school), delinquency, and substance use. FFT therapists seek to address dysfunc-

tional youth behavior by changing family interactions and improving intrafamilial

relationship functioning. Given the lower acuity of its target population, FFT teams

can support up to eight therapists (per supervisor) each with caseloads of 15�20

families; furthermore, the treatment can be delivered as a home-based model or in

traditional outpatient settings. FFT is comprised of five major phases delivered over

3 to 4 months of weekly sessions: (1) engagement, (2) motivation, and (3) relational

assessment, which together comprise assessment and treatment planning; (4) behav-

ior change, in which problem behaviors are targeted for change using behavioral

(e.g., communication training) and cognitive-behavioral (e.g., assertiveness training,

anger management) interventions; and (5) generalization, during which the therapist

helps the family extend gains into multiple behavioral domains and systems (e.g.,

increasing endogenous support from family or school personnel) while planning for

future challenges.

Several controlled trials support the efficacy and effectiveness of FFT.

Compared to alternative treatment conditions (e.g., family group treatment, group

homes), FFT has demonstrated greater reductions in status offenses in randomized

(Alexander & Parsons, 1973) and quasie-xperimental (Barton, Alexander, Waldron,

Turner, & Warburton, 1985) studies. More recently, a large (N5 917) quasi-experi-

mental effectiveness study demonstrated that FFT produced lower rates of felony

and violent crimes compared to usual probation services, but only when therapists

had high supervisor ratings of adherence to the FFT model (Sexton & Turner,

2010). In addition, siblings of participants in the Alexander and Parsons (1973) trial

had less court involvement in the FFT group vs comparison groups at 40-month fol-

low-up (Klein, Alexander,& Parsons, 1977). Regarding replication by independent

investigators, quasi-experimental trials have found favorable recidivism rates for

FFT participants with a predominantly rural sample (Gordon, Arbuthnot, Gustafson,

& McGreen,1988; Gordon, Graves, & Arbuthnot, 1995) in follow-ups from 2.5 to

5.0 years. Other studies have found benefits of FFT in terms of reduced emotional

and behavioral problems (Celinska, Furrer, & Cheng, 2013; Hartnett, Carr, &

Sexton, 2016). FFT has also shown some promise, albeit with inconsistent results,

in the treatment of youth substance use problems (Waldron, Brody, & Hops, 2017).

However, a recent study found no difference between FFT and probation as usual

with a racially diverse sample (Darnell & Schuler, 2015) and it has not shown

effectiveness with juvenile sexual offenders (Erickson, 2008). Overall, the evidence

for effectiveness of FFT is promising but is generally limited to youth with less

serious or complex DBD presentations.

BSFT

BSFT (Szapocznik et al., 2003; Szapocznik & Kurtines, 1989) is a family-based

treatment that primarily targets substance use in youth (ages 8�17) but has also

demonstrated significant effects on associated behavior problems (e.g., vandalism,

truancy). BSFT focuses on the role of the family as a foundation for socilization
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and development and uses a variety of behavioral (e.g., contingency management),

cognitive-behavioral (e.g., communication skills training), and structural�strategic

interventions, over approximately 12 to 16 weekly sessions, to target individual,

family, school, and peer factors that contribute to problem behaviors. Early BSFT

research focused primarily on intervention with black and Hispanic youth in south-

ern Florida and, as such, the model provides more explicit guidance for consider-

ation of cultural factors than other family- and community-based treatments (see

Robbins et al., 2003). BSFT can be delivered in home-based or outpatient mental

health formats; in either case, the therapist incorporates a number of engagement

strategies that maximize family participation in treatment (Coatsworth, Santisteban,

McBride, & Szapocznik, 2001; Santisteban et al., 1996). BSFT teams typically con-

sist of four therapists and a supervisor, with each therapist carrying a caseload of

approximately 12 families at a time.

In addition to evidence for its effectiveness in reducing adolescent substance use

(see Hogue, Henderson, Ozechowski,& Robbins, 2014; Robbins et al., 2011), the

results of several controlled trials suggest that BSFT can reduce youth DBD symp-

toms as well as improve family functioning and socialized aggression (Santisteban

et al., 2003; Szapoczniket al., 1989). In fact, a recent effectiveness study found

lower incidences of incarceration and decreased externalizing behaviors 3�7 years

following treatment for the BSFT group versus treatment as usual (Horigian et al.,

2015). The generalizability of the aforementioned study findings is limited by the

involvement of BSFT developers, but an independent effectiveness trial recently

demonstrated the promise of BSFT (vs. phone contact and referrals) in reducing

conduct problems and substance use with gang-affiliated Mexican�American ado-

lescents (Valdez, Cepeda, Parrish, Horowitz, & Kaplan, 2013).

MDFT

MDFT (Liddle, 2002, 2009) is a family-based treatment for substance use and asso-

ciated behavior problems in youth and young adults (ages 9�26). It is similar to

other family- and community-based treatments in that problem behaviors are con-

ceptualized in terms of risk and protective factors associated with the individual,

parent, family, and community (e.g., school, juvenile court). These risk and protec-

tive factors are targeted through weekly sessions across three stages of treatment:

(1) engagement (“build the foundation”); (2) behavior change (“prompt action and

change”) through behavioral, cognitive, and structural�strategic interventions; and

(3) generalization and sustainment (“seal the changes and exit”). A course of

MDFT typically lasts 3 months, with 2�3 sessions per week in the first two phases

and less frequent (weekly or biweekly) contact in the third phase. MDFT teams pri-

marily operate in outpatient office settings but therapists sometimes deliver in-

home services.

As with BSFT, controlled studies of MDFT have indicated considerable effec-

tiveness in the treatment of substance use disorders (see Hogue et al., 2014; Van

der pol et al., 2017). Moreover, several of those studies (e.g., Liddle et al., 2001;

Liddle, Rowe, Dakof, Henderson, & Greenbaum, 2009) revealed that MDFT
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resulted in greater reductions in DBD symptoms, as well as associated risk factors

in family, peer, and school domains, than did comparison group therapy condi-

tions up to 12 months post-treatment. The positive impact of MDFT has also been

replicated with youth participating in juvenile drug court (Dakof et al., 2015) and

at sites in five European nations (Schaub et al., 2014). It is important to note that

a core group of researchers, often including the treatment developer, has gener-

ated all of the aforementioned data. Thus, independent replications of the effects

of MDFT on DBD symptoms is warranted to assess the generalizability of find-

ings to date.

Theoretical foundations

Family- and community-based treatments for DBDs are rooted in several theoreti-

cal traditions that emphasize contextual factors in the development, maintenance,

and amelioration of mental disorders and symptoms. These theories inform the

emphasis in each of these models on intervention capacity to address a compre-

hensive and individualized (i.e., specific to a particular youth and family) set of

risk factors while concomitantly building protective factors. Moreover, the impor-

tance of parents and other caregivers is highlighted across theoretical schools,

given that those individuals are the most proximal (i.e., direct) influence on youth

behavior. Nevertheless, as we discuss next, there are key differences between

various theories and the relative emphasis on each theory differs between treat-

ment models.

Family systems theory (Bateson, 1972; Hoffman, 1981; P. P. Minuchin, 1985)

underlies all of the family- and community-based treatments for DBDs to some

extent. This theory views the family as a rule-based system in which all behaviors,

including problematic ones such as DBD symptoms, “fit” within the context of

reciprocal and circular relations between family members (Pinsof & Lebow, 2005).

Thus, a family systems therapist might consider how caregiver discipline strategies

influence youth aggressive behaviors, how the aggressive behaviors of the youth

shape and guide the responses of the caregivers, and what function each of these

behaviors serves in the family’s daily functioning when planning interventions.

Therapeutic approaches that are based on family systems theory include structural

therapy, which emphasizes the organization of relationships within the family and

seeks to reorganize dysfunctional structures into functional ones (S. Minuchin,

1974); strategic therapy, in which problem behaviors are understood in the context

of modifiable behavioral sequences that serve functions within the family (Haley,

1987); and family communications therapy, which attempts to modify the ways in

which family members communicate about and jointly understand problems

(Watzlawick, Bavelas, & Jackson, 1967). MST, BSFT, and MDFT tend to empha-

size structural and strategic interventions in particular, through processes such as

“joining” the family system and targeting sequences of family interaction for modi-

fication. On the other hand, FFT is most strongly associated with communication-
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focused interventions, given the strong emphasis on developing a shared under-

standing (e.g., through reframing and communication skills training) in FFT (see

Alexander & Parsons, 1982; Sexton, 2011).

Social learning theory (Bandura, 1977) is an extension of classic behavioral the-

ories that complements family systems theory in several ways. Most importantly,

this theory emphasizes the influence of social context on learning (e.g., through

modeling and vicarious reinforcement) as well as the reciprocal nature of those

learning experiences. Of particular relevance to DBDs is coercion theory, an exten-

sion of social learning theory that describes a cyclical pattern of behavioral contin-

gencies in which parent and youth engage in aggressive behavior (e.g., yelling,

threatening, physical force) to control one another’s actions, increasingly eroding

both family members’ abilities to engage in alternative, noncoercive behaviors over

time due to differential reinforcement (Granic & Patterson, 2006). For example, if a

parent and teenager disagree about household rules, either could escalate coercion

until the family reaches a crisis (e.g., parent hits the teenager as punishment, after

which the teenager complies; teenager threatens to run away from home, after

which the parent acquiesces their demands). Social learning theory is relevant to all

family- and community-based treatments for DBD, but it was most influential to

the development of TFCO (see Chamberlain, 2003) as indicated by a heavy empha-

sis on learning-based (e.g., behavioral, cognitive-behavioral) interventions in that

model.

The aforementioned theories are most readily applied to interactions between

immediate family members, yet all of the treatment models presented in this

chapter include interventions involving external systems with which families

interact. The theory of social ecology (Bronfenbrenner, 1979) extends the basic

tenets of family systems and social learning theories to characterize broader

and more numerous contextual influences on psychosocial functioning: The

individual is viewed as nested within a network of interconnected systems that

include the family, peers, school, neighborhood, and community. In terms of

youth behavior problems, the theory of social ecology suggests that such beha-

viors can be maintained by problematic transactions between the youth and any

given system (e.g., a youth is truant from school due to a history of negative

experiences in academic settings) as well as among the pertinent systems (e.g.,

disagreement between parents and school personnel undermines enforcement of

consistent consequences for youth truancy). This theory also emphasizes the

importance of ecological validity in understanding human behavior; i.e., the

assumption that behavior should be understood within its naturally occurring

contexts. Thus, all family- and community-based treatments for DBDs are con-

sistent with the theory of social ecology to the extent to which assessment and

treatment take place in the same contexts in which problem behaviors occur. In

particular, MST (see Henggeler, Schoenwald, et al., 2009) most explicitly

incorporates principles of the theory of social ecology into its model of clinical

services (i.e., service delivery in home, school, and community settings) and

interventions (i.e., extrafamilial drivers of behavior targeted from the outset of

therapy).
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Empirical foundations

As would be predicted by the previously reviewed theories, empirical research has

identified a number of risk factors for DBDs across family, peer, school, and neigh-

borhood domains (see Farrington & Loeber, 2000; Frick, 2012; Henry, Tolan, &

Gorman-Smith, 2001; Herrenkohl et al., 2001; Liberman, 2008; Loeber et al., 2009;

Monahan, Steinberg, & Cauffman, 2009). Individual youth characteristics, such as

impulsivity, hostile attribution biases, and limited prosocial traits are also associated

with DBDs and may serve as important clinical targets or moderators of treatment

effectiveness in family- and community-based treatments. Nevertheless, those

individual-level variables also have been well-characterized in previous reviews, as

well as in other chapters in this book, and thus are not discussed in detail here.

Moreover, it should be noted that many social�ecological risk factors for DBDs

are also associated with youth problem sexual behaviors (Ronis & Borduin, 2013;

van Wijk et al., 2005) and substance abuse (American Academy of Child and

Adolescent Psychiatry, 2005; Hawkins, Catalano, & Miller, 1992).

Family context is a key influence on the development of DBDs in youth. Parents

of youth with DBDs have been found to use frequent, yet unpredictable, punitive

behaviors (e.g., yelling, nagging, threatening, spanking) and infrequent reinforce-

ment, including highly aggressive forms of punishment (e.g., hitting, slapping)

meant to gain control over the youth’s behavior (Salzinger, Feldman, Hammer, &

Rosario, 1993; Stormshak, Bierman, McMahon, & Lengua, 2000). Furthermore,

parental relationships of youths with DBDs are often characterized by low warmth,

high rigidity, and ineffective communication (Burke, Loeber, Lahey, & Rathouz,

2005; Caspi et al., 2004; McCarty & McMahon, 2003) that exceed the effects of

passive genotype�environment correlations (Bornovalova et al., 2014). However, it

is important to note that parenting behaviors may be influenced by various

social�ecological factors, such as youth temperament and behavior (Pardini, 2008)

or cumulative socioeconomic disadvantage across generations (Scaramella, Neppl,

Ontai, & Conger, 2008), in addition to individual characteristics of the parent such

as learning history, intelligence, or psychopathology. Moreover, the behavior of

other members of the family can indirectly influence the development of youth

DBDs through modeling of conflict and antisocial behavior. For example, discord

in caregiver relationships is linked to delinquency and externalizing behaviors in

youth (Amato, 2001; Burt, Barnes, McGue, & Iacono, 2009; Bornovalova et al.,

2014), and children of parents who engage in antisocial behavior are more likely to

engage in similar behaviors (Herndon & Iacono, 2005).

Outside of family functioning, association with deviant peers is the other corre-

late with the strongest relationship to behavior problems in youth (Gifford-Smith,

Dodge, Dishion, & McCord, 2005; Keenan, Loeber, Zhang, Stouthamer-Loeber, &

van Kammen, 1995; Monahan et al., 2009). Youth with behavior problems are often

rejected by their typically developing peers, leading to delays in social development

and increased affiliation with peers who also exhibit behavior problems (Cillessen

& Mayeux, 2004; Dishion, Spracklen, Andrews, & Patterson, 1996). This is
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concerning because many of the typical interventions (e.g., group treatment, resi-

dential settings) for youth behavior problems group together peers with similar dis-

ruptive behaviors and isolate them from prosocial peers (Gifford-Smith et al.,

2005). Furthermore, school underachievement is associated with DBDs, although

the causal pathways of this relation are highly complex. Indeed, DBD symptoms

may interfere with school performance, especially in the context of attention-defi-

cit/hyperactivity symptoms (Frick et al., 1991; Metcalfe, Harvey, & Laws, 2013),

yet, academic difficulties may also lead to poor self-image and social bonding that

increases problematic behaviors (Hinshaw, 1992) or affiliation with deviant peers

(Herrenkohl et al., 2001). Moreover, neighborhood and community factors may pro-

vide an important context for the development of DBDs. Youth from economically

disadvantaged neighborhoods are exposed to significantly more stress, which may

heighten aggressive behavior (Attar, Guerra, & Tolan,1994). Youth who reside in

neighborhoods with high levels of community violence are at greater risk of engag-

ing in violent behavior themselves (Margolin & Gordis, 2000; Schwartz & Proctor,

2000) and families in such neighborhoods experience less cohesion and social sup-

port among community members (Sampson, Raudenbush, & Earls, 1997).

Finally, it is important to note that the relative importance of various risk factors

may depend on other youth characteristics. For example, youth gender appears to

differentiate both the strength and relevance of certain risk factors, yet the findings

presented in this section are based on samples largely or entirely comprised of male

youth (see Keenan, Loeber, & Green, 1999). Female youth seem to be more

strongly affected by conflictual or disengaged relationships with caregivers

(Kroneman, Loeber, Hipwell, & Koot, 2009; Pittman & Chase-Lansdale, 2001) and

also engage in higher rates of relational aggression in family interactions (Taylor &

Borduin, 2014). Furthermore, compared to male peers with DBDs, they show

greater susceptibility to peer influence (e.g., from deviant peers; Rose & Rudolph,

2006) and can be more strongly ostracized due to their aggressive behavior conflict-

ing with stereotypical gender roles (Kroneman et al., 2009). In sum, treatment pro-

viders need to consider risk and protective factors for DBDs from all levels of a

youth’s social ecology as well as interactions between those factors and the youth’s

characteristics.

Clinical foundations

Consistent with their theoretical and empirical foundations, family- and

community-based treatments for DBDs are designed to provide intensive interven-

tions that target the social�ecological risk factors that influence serious antisocial

behaviors. As a result, the five treatment models described in this chapter share a

number of common features in terms of clinical service delivery strategies. For

example, parents and other family members are directly involved in therapy, as

these individuals are viewed as valuable resources even if they are characterized by

serious and multiple needs. The models also place a high degree of responsibility
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on the therapist to select (and continuously refine) intervention strategies that will

achieve targeted changes in youth behaviors and associated risk factors.

Nevertheless, there is some variability between models depending on their theoreti-

cal underpinnings and specific target population.

Family- and community-based treatments use different strategies to address the

challenge of engaging families and other relevant stakeholders. Such efforts are

critical, given the inconsistent attendance and high drop-out rates in more tradi-

tional services (e.g., office-based treatment; Kazdin, 2015). MST and TFCO thera-

pists deliver all services in home, school, and community settings as a way to

decrease barriers to service access. FFT, BSFT, and MDFT providers sometimes

deliver services in this way, but may also deliver office-based services depending

on the needs of each case or the administrative structure of their service organiza-

tion. Regardless of delivery method, therapists who provide these models seek to

engage and increase motivation of family members through processes such as “join-

ing” with the family (i.e., establishing and balancing a complex network of thera-

peutic alliances with all members), identifying benefits to all family members for

making desired changes, and problem-solving practical barriers to treatment

attendance.

An added benefit to the delivery of interventions in natural settings is the

increased ecological validity of services. By assessing and intervening with problem

behaviors within the relevant social contexts, family- and community-based treat-

ments maximize the likelihood that changes will generalize across time, settings,

and family members. In FFT, BSFT, and MDFT programs, the family is viewed as

the primary social ecology for the youth’s behavior problems and thus even office-

based services can be ecologically valid to the extent that they involve the entire

family. For the more severe forms of DBD treated by MST and TFCO programs,

delivery of services in home, school, and community settings is essential to allow

participation of all relevant family members (e.g., siblings, godparents, grandpar-

ents) as well as promote participation of other important adults in the youth’s life

(e.g., teachers, probation officers) across all phases of treatment. Due to the high

risk of harm (e.g., by assault, runaway, self-harm) in more clinically complex fami-

lies, MST and TFCO provide on-call crisis services 24 hours a day, 7 days a week,

to ensure that an interventionist can coach the family through clinical crises at the

moment they occur. Overall, by providing intensive, accessible, and ecologically

valid services for brief periods, family- and community-based treatments can pro-

duce large reductions in DBD symptoms that are sustained many years after com-

pletion of treatment.

The organizational structure of service provision should be matched to support

differences in clinical procedures between the various models of family- and

community-based treatments. For instance, organizations must support the ability of

MST or TFCO therapists to travel to community settings for service delivery, flex

schedules to hold appointments at times convenient to the family (e.g., evenings

and weekends), and provide multiple services to a family in a given week.

Moreover, these family- and community-based treatments are all delivered by

licensed teams who together attend training, participate in group supervision and
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expert consultation, and (when relevant) provide on-call crisis coverage while

exclusively delivering the selected treatment model. MST and FFT providers are

generalists who provide all clinical services to a limited caseload of families,

whereas clinical roles in TFCO are highly specialized such that an individual thera-

pist, family therapist, and skills coach each provide services to all families on the

entire team’s caseload. These role differences reflect the relatively higher emphasis

on skills training versus family interventions in TFCO. In contrast to those three

models, BSFT and MDFT (as well as MST-SA) require extensive specialized

knowledge of youth substance use disorders and treatment, as does MST-PSB for

problem sexual behaviors.

It is notable that all of these treatment models allow for considerable flexibility

in delivery, with fidelity to the model guided by general principles rather than spec-

ification of session-by-session content. Such an approach facilitates use with com-

plex cases that present a variety of clinical needs and strengths. The specific

guiding principles differ from model to model but typically emphasize factors such

as consideration of the social�ecological context of behaviors; present-focused and

action-oriented solutions to problems that require effort from all individuals

involved; matching of interventions to the developmental needs of the youth; and

empowerment of parents and other caregivers to effect long-term change. FFT,

BSFT, and MDFT further organize the tasks of treatment into phases that guide

engagement, behavior change, and generalization of gains. To promote therapist

fidelity to the specified model and principles, each family- and community-based

treatment requires quality assurance activities such as training, expert consultation,

and monitoring of outcomes. The nature and duration of these strategies differ

between treatment developers; e.g., all require a period of expert consultation, with

MDFT permitting full certification after the shortest period (6 months) and MST

requiring ongoing quality assurance for the duration of program certification.

Case example: MST with Carlos

The following case example illustrates the theoretical, empirical, and clinical foun-

dations of MST. The individuals described in the case example are composites of

various families whom we have seen benefit—or suspect would have benefitted —

from MST over the years. All identifying information has been modified to protect

confidentiality.

Carlos was a 14-year-old Hispanic male who lived with his mother, maternal

uncle, and three younger siblings (ages 12, 8, and 5) in Springdale, AR. He was

referred to MST following an incident in which he stole his uncle’s car and ran

away from home overnight following an argument. That incident was the culmina-

tion of an escalating pattern of interpersonal conflicts between Carlos and various

family members, coupled with occasional property offenses (e.g., shoplifting), over

the past 2 years. Based on a psychosocial evaluation conducted in juvenile deten-

tion, the family court judge assigned Carlos and his family to participate in MST as
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a term of his probation. However, she warned them that she could execute an order

of incarceration for any future offense (e.g., minor probation violation). The case

was referred to Mary, a clinical social worker, who provided the family with a

4-month course of MST.

Initial sessions focused on engaging with the family and other relevant systems,

developing overarching treatment goals, and identifying proximal intervention tar-

gets to achieve those goals. At the first session, Mary met with Carlos and his

mother in their home and was also introduced to each of the younger siblings. All

parties agreed to family goals of spending quality time together, solving problems

through words, and respecting others’ property. Carlos agreed to pass on what he

learned in treatment to his younger siblings, and they agreed to listen. However, it

quickly became clear that Mary had failed to identify a key driver of conflict in the

family—Carlos’s uncle—which resulted in failure of this initial plan. The uncle had

moved in and become the primary disciplinarian in the home after Carlos’s father

left his mother 4 years ago; when Carlos entered puberty, he began insisting that

his uncle no longer had authority over him and that he should be the “man of the

house.” After a particularly heated argument in which Carlos punched a wall, his

mother privately admitted to Mary that she would prefer to be in charge of

disciplining her own children, but doubted her ability to manage Carlos’s “out of

control” behavior on her own. Mary and the mother invited the uncle to participate

in future sessions, which required a change to evening appointments to accommo-

date his work schedule.

Over the course of several weeks, Mary—in consultation with the supervisor

and other therapists on her MST team—designed a series of tailored interventions

to address the individual and familial factors that influenced the

Carlos�mother�uncle triad. Ongoing assessment was a critical component to

ensuring that the case conceptualization was accurate and for determining when

each family member was prepared for the next step in the sequence. For example,

Mary conducted several individual meetings with Carlos to teach him anger man-

agement skills such as relaxation and cognitive reappraisal (e.g., “I am becoming

a man, and that means learning to be in touch with my emotions”), so that he

could exert better self-regulation during heated family discussions. On the other

hand, Mary quickly discontinued parent management training with Carlos’s

mother; it became clear that the mother had adequate skills in this area, but did

not want to disrespect her brother by asking him to provide less support. Using a

structural family therapy approach recently covered in a booster training by her

MST Expert Consultant, Mary placed the mother back at the head of the family

by assigning her the role of mediator between Carlos and his uncle; mother moni-

tored the appropriateness of their discussions and was tasked with determining

when an issue had been adequately resolved. As she gained confidence, she sug-

gested that her brother teach her son about “the ways of being a man” —topics

such as shaving, sexual education, and respecting women. These “man-to-man”

talks were uncomfortable at first but brought Carlos and his uncle closer together

over time.
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Everyone agreed that family life was better with mom in charge. An increasingly

warm, cohesive, and structured family life freed up additional resources to address fac-

tors outside the home that had impacted Carlos’s behavior. For example, approxi-

mately 2 months into treatment, Carlos was caught with a pack of cigarettes by one of

his teachers. Initially, his mother was furious and called his probation officer to com-

plain about the behavior, but she regretted that decision when the probation officer

informed her that Carlos would have to go back to court because he had committed a

probation violation. Noting a chance for the mother to develop better advocacy skills,

Mary arranged a meeting with her and the probation officer and conducted extensive

preparation with the mother ahead of time. In contrast to her previous passive

approaches, mother was able to convince the probation officer to forego another court

hearing by stating “I’m gonna come down on him with much tougher consequences

than anything the court can throw at him.” Indeed, Carlos was grounded for a month

and his mother arranged for him to volunteer at the local Ronald McDonald House, so

that he could learn more about the effects of smoking and cancer. She also worked

with Mary to identify prosocial peers with whom he could spend time on a “trial

basis” before his grounding officially ended. Carlos attempted to defy the terms of his

consequences—e.g., by sneaking out of the house after curfew—several times, but

mother had “learned her lesson” about crises and always consulted with the on-call

MST therapist rather than the probation officer. Through coaching from Mary, mother

was able to maintain control of the family dynamic for that critical month. During one

session, Carlos told his siblings, “Mom is different now—she really means business.

We better do what she says.” The siblings listened attentively to his advice.

Three years after the end of treatment, Mary received a phone call from Carlos’s

mother informing her that Carlos was getting ready to graduate from high school

and that she could not be more proud. His uncle had eventually moved out of the

home, but Carlos still looked up to him—in fact, his plan was to attend trade school

and get a job at his uncle’s company. The mother started to thank Mary for getting

their family “back on track,” but Mary quickly pointed out—as she had many times

during their 4 months of working together—that every good thing in Carlos’s life

could be traced back to his mother’s influence. They agreed to disagree.

Future research directions

Despite the promise of family- and community-based treatments to reduce the indi-

vidual, familial, and societal impacts of youth problem behaviors, none is effective

with every youth and even the most well-researched models still have limited avail-

ability in community settings. Thus, continued development and refinement of fam-

ily- and community-based treatments for youth DBDs should be a priority for

scientists and policymakers alike who are interested in maximizing the public

health impact of these treatments. In this section, we offer several recommendations

for key research that would expand the existing literature in this area.
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Moderators and mediators of change

Most studies evaluating family- and community-based treatments for youth DBDs

have focused on comparison of group means (vs. comparison conditions) on key

post treatment outcome measures. It would also useful be for researchers to identify

the mechanisms by which the treatments achieve their effects (i.e., mediators) as

well as the conditions under which they are most effective (i.e., moderators), yet far

less research has rigorously evaluated these aspects of effectiveness.

Regarding mediators of clinical effects, identification of such variables is key to

validating the theories of change that underlie family- and community-based treat-

ment models and might ultimately help to improve their efficiency in achieving

clinically significant changes. All of the treatment models reviewed in this chapter

propose that changes in family functioning (e.g., adaptability and cohesion, parent-

ing skills) are a primary mechanism for reductions in youth problem behaviors. In

the most comprehensive mediation study in this area, Deković, Asscher, Manders,

Prins, & van der Laan (2012) demonstrated that reduced DBD symptoms in MST

(vs. treatment-as-usual) were mediated by month-to-month improvements in paren-

tal self-efficacy and positive discipline skills, with change in self-efficacy preceding

change in discipline skills. Other, simpler mediation studies have also found

changes in parenting practices to mediate the effects of MST (Henggeler,

Letourneau, et al., 2009; Huey, Henggeler, Brondino, & Pickrel, 2000) and TFCO

(Eddy & Chamberlain, 2000) on youth antisocial behavior (including problem sex-

ual behaviors). Findings regarding BSFT (Horigian et al., 2015; Santistebanet al.,

2003) and MDFT (Henderson, Rowe, Dakof, Hawes, & Liddle, 2009) are consistent

but have focused primarily on mechanisms for reduced substance use, and the pro-

posed mechanisms of FFT have not been formally evaluated. Moreover, reduced

association with deviant peers has been found to mediate effectiveness of TFCO

(Eddy & Chamberlain, 2000; Van Ryzin & Leve, 2012) and MST-PSB (Henggeler,

Letourneau, et al., 2009), although it remains unclear whether changes in peer rela-

tions are themselves mediated by changes in parenting. Given the heterogeneous

risk factors for youth DBDs, studies that match specific clinical techniques (e.g.,

interventions targeting peer relations) to youths’ clinical presentations (i.e., risk pro-

files) may be necessary to conduct adequately powered tests of all possible mediat-

ing pathways (see Dopp, Borduin, White, & Kuppens, 2017).

In terms of moderating variables, identification of factors that influence the

effectiveness of a treatment can help to define the appropriate scope of its delivery

or suggest refinements to address subpopulations of interest. For example, several

studies have indicated that MST does not show differential effectiveness with youth

from a variety of racial and ethnic backgrounds (Letourneau et al., 2009; Sawyer &

Borduin, 2011), but outcomes may be enhanced by ethnic match between the thera-

pist and caregiver (S. L. Foster et al., 2009; Halliday-Boykins, Schoenwald, &

Letourneau, 2005). In contrast, other studies have found reduced effects of FFT

with black and Hispanic youth (Darnell & Schuler, 2015), of MDFT with Hispanic

youth (Greenbaum et al., 2015), and of BSFT for some subpopulations of Hispanic

youth (Santisteban et al., 1996). Thus, attention to cultural sensitivity will likely be
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of critical importance to the continued refinement of these treatment models, given

their high levels of family involvement and emphasis on contextual variables.

Similarly, it would be useful to consider treatment modifications that enhance

appropriateness for female youth (as has been done for TFCO).

More controversial is the role of limited prosocial (i.e., callous�unemotional;

see Frick, 2012) traits in responsiveness of youth DBDs to treatment; some studies

found that youth with such traits demonstrated smaller reductions in symptoms

(Manders, Dekovic, Asscher, van der Laan, & Prins, 2013), whereas others showed

the opposite relation (Sinclair et al., 2016; White, Frick, Lawing, & Bauer, 2013).

Additional research is needed to disentangle these processes of clinical change, per-

haps by specifying and testing candidate mediators that are specific to youth with

limited prosocial traits. Finally, systems-level characteristics beyond the youth and

family may also serve as important moderators. For instance, Woolfenden,

Williams, & Peet (2001) noted that involvement in the juvenile justice system

should be explored as a moderator of family- and community-based treatment

effects, given the emphasis on justice-involved youth in most clinical trials in this

area. As one such example, Letourneau et al. (2009) did not find differential effec-

tiveness of MST-PSB for youth who were diverted from legal intervention versus

referred as a term of probation (i.e., pre- vs. post-adjudication).

Economic impact

Crime and other problematic behaviors of youth with DBDs are associated with

high societal costs (E. M. Foster, Jones, & the Conduct Problems Prevention

Research Group, 2006; McCollister et al., 2010); yet the comprehensive family-

and community-based treatments that are best suited to the treatment of those beha-

viors are also quite expensive. Therefore, administrators, policymakers, and

researchers have been increasingly interested in documenting the economic costs

and benefits of clinically effective treatments for this population (see Greenwood &

Welsh, 2012). In one of the most comprehensive economic research efforts in this

area, researchers at the Washington State Institute for Public Policy developed a

cost-benefit model (i.e., WSIPP model; see WSIPP, 2017b) to estimate the eco-

nomic costs and benefits of various social services, including family- and

community-based treatments for DBDs. Their most recent estimates (WSIPP,

2017a) indicated returns per dollar spent (i.e., across taxpayers and crime victims)

of $1.14�$2.42 for MST (including MST-PSB and MST-SA), $2.08 for TFCO,

$8.87 for FFT, $0.65 for BSFT, and $0.28 for MDFT. These findings indicate that

family- and community-based treatments are sometimes capable of producing eco-

nomic as well as clinical benefits, with the treatments that focus on youth at high

risk for particularly expensive outcomes (e.g., incarceration) being the most likely

to recoup the cost of treatment. Nevertheless, the WSIPP analytic strategy is limited

by reliance on general information to estimate treatment costs, such as market rates

for labor and services, and benefits, such as pooled treatment effect sizes for dichot-

omous outcomes (e.g., presence or absence of arrest, substance use disorder, etc.).
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In response to the aforementioned limitations, researchers have modified the

WSIPP model to incorporate more precise data (e.g., real-world program costs,

continuous measures of post-treatment outcomes) from clinical trials of MST. For

example, Dopp, Borduin, Wagner, & Sawyer (2014) adapted the WSIPP model to

analyze rearrest data for serious juvenile offenders (Sawyer & Borduin, 2011) and

their siblings (Wagner et al., 2014) who had participated in the Borduin et al.

(1995) clinical trial of MST. The results showed that every dollar spent on MST

recovered $5.04 in savings to taxpayers and crime victims over the 25 years fol-

lowing treatment. Similarly, Borduin and Dopp (2015) applied the adapted

WSIPP model to rearrest data from the Borduin et al. (2009) clinical trial to esti-

mate the economic benefit of MST-PSB. That cost-benefit study found that every

dollar spent on MST-PSB recovered $48.81 in savings to taxpayers and crime vic-

tims. Moreover, the economic savings from the Dopp et al. (2014) and Borduin

and Dopp (2015) analyses were even greater when estimated on a year-by-year

basis rather than averaged across a lengthy follow-up period, although the analytic

procedures for such computations are highly complex (see Dopp, Borduin,

Willroth, & Sorg, 2017). Taken together, these three studies suggest that eco-

nomic analyses that incorporate detailed data from clinical trials are useful to con-

sider alongside population-level estimation methods (e.g., WSIPP, 2017b). It is

unfortunate that no such studies of TFCO, FFT, BSFT, and MDFT have yet been

published.

Overall, it is important for administrators and policymakers to consider the

economic impact of family- and community-based treatment models, given that

treatments of no or unknown effectiveness are often cheaper to implement in the

short-term (see Schoenwald & Henggeler, 2004). Moreover, future economic stud-

ies of all of family- and community-based treatment models should expand the

scope of monetized outcomes beyond the prevailing focus on crime rates and

incorporate service utilization in other sectors (e.g., social welfare, mental health,

primary care) to explore the possibility of cost-shifting during treatment or

follow-up.

Dissemination and implementation

As noted previously, the developers of family- and community-based treatments for

youth DBDs use a variety of training and quality assurance strategies to maintain

treatment integrity in community settings. These strategies are executed by pur-

veyor organizations (i.e., MST Services [MST Associates for MST-PSB]; TFC

Consultants; FFT, LLC; BSFT Institute; and MDFT International), who oversee the

dissemination and implementation process for a given treatment model. In addition

to training in clinical intervention techniques, purveyor organizations often provide

technical assistance in the substantial changes in the organizational structure (e.g., a

shift to community-based services) and culture (e.g., a continuous quality assurance

and improvement system) required by these models.
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Despite the associated costs and burden, intensive support for the dissemination

and implementation of family- and community-based treatment models are critical.

Indeed, there is a well-established positive association between fidelity to the model

and reductions in targeted problem behaviors in MST (Henggeler, Melton,

Brondino, Scherer, & Hanley, 1997; Schoenwald, Chapman, Sheidow, & Carter,

2009), FFT (Sexton & Turner, 2010), BSFT (Rohrbaugh, 2014), and MDFT (Hogue

et al., 2008). To use MST as an example, a randomized clinical trial in Sweden

(Sundell et al., 2008) had low fidelity to the MST model and failed to find a signifi-

cant treatment effect relative to community services. In the time since that trial,

Sweden has sustained MST and demonstrated associated improvements in both

treatment fidelity and outcomes (Löfholm, Eichas, & Sundell, 2014). In contrast,

discontinuation of quality assurance from MST services has been associated with

decreases in fidelity and treatment effectiveness within three years of discontinua-

tion (Smith-Boydston, Holtzman, & Roberts, 2014). In sum, research has consis-

tently supported the importance of treatment fidelity in maximizing the clinical

benefits of family- and community-based treatments, which are exceptionally com-

plex and would be challenging to implement in isolation. However, it is important

to note that statistics on fidelity are rarely reported in journal articles unless imple-

mentation problems occurred during the study. Systematic assessment and reporting

of implementation variables in clinical trials would allow for more rigorous exami-

nation of their moderating effects.

Numerous additional areas of research have the potential to inform efforts by

treatment developers and purveyor organizations in their efforts to promote treat-

ment fidelity. For instance, measurement of fidelity is challenging and must balance

scientific validity with feasibility and usefulness in routine care (Schoenwald et al.,

2011). This task is complicated by the multiply-determined nature of fidelity in

family- and community-based treatment models for youth DBDs, which captures

various aspects of provider behavior (e.g., frequency of behaviors, competence in

service delivery) among therapists, supervisors, and consultants (see e.g., MST

Services, n.d.). The “gold-standard” of observational coding is rarely used in this

area, even in clinical trials (cf. Robbins et al., 2011; Hogue et al., 2008), as it is

time- and cost-prohibitive. One example of innovation in fidelity measurement is a

multimedia web-based system for monitoring TFCO fidelity that permits video

observation for supervision and consultation (Feil, Sprengelmeyer, Davis, &

Chamberlain, 2012). It will be important for future research to evaluate the validity,

feasibility, and usefulness of these and other fidelity measurement strategies, espe-

cially in light of recent indications that existing measures may not demonstrate

measurement equivalence in novel contexts (e.g., Lange et al., 2016). Moreover, lit-

tle research has examined organizational factors that predict the adoption, imple-

mentation, and sustainment of family- and community-based treatment models for

youth DBDs. To date, examples of organizational variables such as therapist job

satisfaction, participatory decision-making, and opportunities for growth and

advancement have predicted fidelity and outcomes in MST (Schoenwald, Chapman,
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Henry, & Sheidow, 2012). Additional research in this area is indicated, given the

implications of such variables for maintaining high-quality service delivery with

complex treatment models and challenging clinical populations.

Conclusions

The present review demonstrated that family- and community-based treatments (in

particular, MST, TFCO, FFT, BSFT, and MDFT) for youth with complex or severe

DBDs have the potential to produce greater reductions in behavior problems and

more improvements in a variety of secondary outcomes than usual community ser-

vices. When considered along with endorsements from numerous national organiza-

tions (e.g., Blueprints for Healthy Youth Development, http://www.

blueprintsprograms.com/; National Registry of Evidence-based Programs and

Practices, http://nrepp.samhsa.gov/landing.aspx; Office of Juvenile Justice and

Delinquency Prevention Model Programs Guide, https://www.ojjdp.gov/mpg/), our

review suggests that increased implementation of family- and community-based

treatments are likely to result in greater reductions in youth problem behaviors,

financial savings for taxpayers, and decreases in criminal victimization (see e.g.,

Dopp et al., 2014).

Our conclusions must be considered in the context of three key limitations. First,

continued validation and replication are needed for even the most well-established

treatment models and especially for those, such as BSFT and MDFT, for which the

bulk of existing research has directly involved the treatment model developer(s). As

the evidence base for family- and community-based treatments expands over time,

it should be subjected to regular review through a combination of narrative and

meta-analytic (see e.g., Dopp et al.,2017) reviews. Second, we focused on published

research regarding family- and community-based treatments for DBDs, but it may

be useful for other reviews with different purposes to more thoroughly explore

unpublished research as well (e.g., to mitigate effects of publication bias). Finally,

it is notable that all of the reviewed treatment models were developed in the United

States, which may limit how well the present results generalize to family- and

community-based treatments that have been developed in other countries, cultural

contexts, and languages. Nevertheless, it is encouraging that research on these mod-

els in international settings has demonstrated their ability to achieve comparable

effects as in the United States.

In sum, given the importance of reducing the personal, social, and financial con-

sequences of DBDs in youth, we believe that priority should be placed on the evalu-

ation and dissemination of promising family- and community-based treatment

models. However, we also wish to emphasize effective large-scale strategies to

address youth DBDs will require strong partnerships between provider organiza-

tions, treatment developers, and policymakers. These stakeholders should consider

the research described in this chapter as they select treatment options to meet the

needs of youth with DBDs, their families, and the communities in which they live.
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