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CYNTHIA ROWE, HOWARD A. LIDDLE, KATRINA McCLINTic, AND TANYA J. QUILLE

I

HIS TOR Y 0 F THE A P PRO A C H adolescent drug abuse (Center for Substance
Abuse Treatment [CSAT], 1999; National Insti-.

Multidimensional family therapy (MDFT) is an tute on Drug Abuse [NIDA], 1999).
outpatient, family-b~sed drug abuse treatment The model has evolved over its 16 years in
for adolescent sub~tance abusers (Liddle, Dakof, response to the unique clinical needs of each
& Diamond, 1991). It blends the clinical and population studied, empirical advances in our
theoretical traditions of developmental (Liddle, understanding of the clinical phenomenon of
Rowe, Dakof, & Lyke, 1998; Liddle et al., 2000) adolescent drug abuse, and treatment outc:ome
and ecological psychology (Hogue & Liddle, and process research findings that gui~e our
1999; Liddle & Hogue, 2001) and family therapy clinical approach (see Liddle & Hcrgue, 2001, for
(Liddle, 1995, 1999). The approach is manualized an overview of the MDFT research program
(Liddle, 2001), cpmprising modules that organize and findings). Consistent with treatment devel-
the assessment! and intervention into key areas opment guidelines (Kazdin, 1994), the model
of the teen's life: the adolescent as an individual has undergone tests of therapeutic process and
and as a member of a family and peer group; the outcome. We are interested in questions about
parent as an individual adult and mother or fa- child, parent, family, and environmental factors
ther; the family environment; and extrafamilial that influence treatment outcomes (e.g., Dakof,
sources of positive and negati'1e influence (see Tejeda, & Liddle, 2001), We also test the impact
Liddle et al., 1991; Liddle, 2001, for an overview of systematic variations of MDFT. These dif-
of the MDFT therapeutic model). MDFT has re- ferent versions of the approach are designed to
ceived national recognition as an "exemplary" more effectively target the needs of different
en1pirically supported approach for treating groups of adolescent drug abusers, such as
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adolescent girls, adolescents from different cul- prevention, manualized interventions to ",lork '~I
tural backgrounds, ~nd adoles:ents witl: multi- collaboratively ",lith the ju'lenile jus.tic~ sy~tem, :\1
pIe prob~ems. For msta~ce, 111 ap~lymg the and. close management of PS)I:hlatrl.c mter- ;~;1te'f
model ",11th a largely Afncan Amencan urban \lenhons. Each of these modules IS an Integral, ,;:iii
sample, ",Ie examined the cultural themes being s)lstematicall)' a}"1plied component of case con- ]"" ;
expressed in therap)l, studied the literature on ceptualization and intervention in the high- ::~'!
the risk and protecti\le forces at "'lork in the sn"ength \lersion of MDFT. The current chapter
lives of urban African American teens, and cre- higluightsrelevant as}"1ects of this ap}"1roach, em- ;

ated a new treatment module that integrates phasizing efforts to integrate these modules into ':~;
th~s con:ent (Jackson-~i~fort, Liddle, Da~of, & a coh~rent, :omprehensi\le, c~inicall)l acceptable I
TeJ.ed~, m. press). ~mplnc~l study of allIance- and vIable hIgh-strength verSIon of MDFT. 3;!
bUIldIng mter,'enhons ",71th adolescents ",lho #& :

,initially demonstrated poor therapeutic relation- }ji
shi}"1s enabled us to develo}"1 early-stage inter'len- THEORY OF CHANGE IN M D F T'
tions necessar)' to succeed in engagll1g teens in
MDFT (Diamond, Liddle, Hogue, & Dakof, Adolescent drug abuse is \,,'idely recognized as a
1999). Relatedly, Dakof (2000) has de\leloped multidimensional }"1henomenon. A \lariety of ~:ti :
clinical guidelines for appl)ling MDFT with ado- risk factors are present in each of the major do- ',11
lescent girls and their families. Rowe, Liddle, mains of the adolescent's life (HaVl7kins, Cat a- ~{~~ ;
and Dakof (2001) are pursuing a line of research lano, & Miller, 1992). Accordingl)l, MDFT is ~ ;
to articulate a clinicall.)1 informati\le tYl"1ology of organized around these functional domains, {if i

adolescent substance abusers. targeting change in each of the S)'stems main- n~~:

In one current \lersion of MDFT, the treat- taining dru.g 'use and other problem beha,'iors.
ment intensit)' and dosage have been increased MDFT targets all of the processes iml"1licated in
to create a "high-strength" \lersion of the model the de\lelopment and persistence of the adoles-
that \"lill respond to the needs of more se\lerely cent's problems: intrapersonal factors (identity,
impaired teens and'-families, including dually self-competence, etc.); inter}"1ersonal factors
diagnosed adolescent drug abusers. Kazdin (family and peer relationships); and contextual
(1994) explains that "the high-strength model is and en\lirOl1ffiental factors (school support,

,. '-'

not OIUY an effort to maximiz~ cli~ical cha~ge, con1111unit)1 influences? The risk and ~rot~ctive tl'i'
but also a test of where the held IS at a gI,'en factors frameVllork guIdes the therapIst m as- f.
point. Gi,'en the best a\lailable treatment(s), sessment and inter\lention efforts. Qrug abuse t'
Vllhat can we expect from the maxiri1um dose, is seen as a deviation from health)l, adaptive de- ~:regimen, or variation?" (p. 583). Gi,'en the exist- ,'elopment, and inter,'entions aim to place the ¥4 '

ing empirical ~upport for MDFT, can ",le effec- adolescent on a more functional trajectory (Lid- j~i,iJ,f
ti,'el)' treat adolescent substance abusers \,,7ith a dIe et al., 2000). Table 7.1 outlines the most k '
higher le'~el of dysfunction in multiple do~1ains important risk factors ll1 the.de"elopment of ado- '.
by changIng the parameters (e.g., dose, mten- lescent drug abuse and pro"Ides examples of cor- ~I:ii;
sity) and exp~ndin~ the .ta~gets of c~ange of the respond~ng MDFT interventi.ons desigI~ed to ;~~
treatment? WIth thl~ guldl.ng questIon, ,.,,'e ha'le reduce nsk and bo:ster proteCu\le .mecharusms. II
sought to Integrate mtensl,'e therapeutIc ",'ork Knowledge of rIsk and proteCU\le factors and :~~
iJ.1 important areas, including case l11anagement, the interactions l"1etween them that create con- ~lJ
s~hool ~nterventions, drug counseli~1g methods dition~ fo~ neg~ti"e behavior~l.c)lc:es helps the ~~
(mcludmg the use of drug screens 111 therapy), theraplst Idenuf)l factors facllItaung d)lsfunc- ~~
the therapeutic use of multimedia, HI V / AIDS tion. Yet, initiating change in these areas is ;J1J

:-i¥~"~;'4"~~,~~"..,~I:;'r.~

..'co
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Integrative Treatment Development 135

Table 7.1 Blueprint for MDFT inter\'entions.

Domain Risk Factor MDFT Intervention

Adolescent 1. Alienation/isolation. 1. Adolescent engag.emen_~ip1ery~ntions

(AEIs).

2. School failure. 2. Work ",'ith school staff and other resources
in academic planning, tutoring, vocational

training.
3. Alliance with deviant peers. .3. Individual ",'ork with parent to improve

monitoring time and involvement with peers;
direct work with adolescent and peer system.

4. Lack of bonding to prosocial institutions 4. Engage in prosocial recreational activities,.
and school. clubs, after school programs.

5. Behavioral problems and delinquency. 5. Work with court personneJ on sanctions for
criminaJ activity; work with parents on
behavior management; work with adolescent
on anger management and impuJse control.

Parent 6. ParentaJ disengagement. 6. ParentaJ reJationship interventions (PRls).

7. Parental substance abuse. 7. Encourage/facilitate AA/NA participation.

8. Inadequate parenting practices. 8. Improve parentaJ monitoring, discipline.
limit setting, and appropriate reinforcement.

9. Parental stress/lack of resources. 9. Link with community resources for parent
and other famiJy members.

IntrafamiliaJ 10. Family conflict and disengagement. 10. Explore and work through past and present
disappointments and conflicts.

11. Poor communication. 11. Work with parent and adolescent individually
on communication skills; guide interactions to

...,- improve communication in-session.

ExtrafamiliaJ 12. Drug availability. 12. RefusaJ skills.

13. Poverty. 13. FinanciaJ assistance/job placement service.

complex and often overwhelming. These neg- be intense al"ld comprehensive and. must create
ative, destruct~ve behaviors and adverse rela- lasting Chal"lge in the multiple systems fostering
tional pattems!a!e frequently long-standing and problem behaviors (Kazdin, 1993).
tend to be highly resistant to change (Loeber, Behavior.al alternatives must be created, at-
1991). Longittldinal studies of adolescent sub- tempted, accepted, and adopted by both the
stance abuse show that problem behavior almost adolescent and the significant influences in his
always precedes substance abuse problems; these or her life. Therapists must first attend to the
youth demonstrate deficits at an early age and important task of motivating the teen and fam-
experience numerous emotional and behavioral ily members to engage in treatment, an area of
problems during childhood and into adolescence clinical work in ",rhich family therapy has had
(Bukstein, 1995; Shedler & Block, 1990). T11US, ef- notable success (Diamond et al., 1999; Williams
fective interventions with this population must & Chang, 2000). When the adolescent, family
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;!;~l[il
members, and extrafamilial influences are en- 1. Adolesce11.t drug abuse is a mu)h:di,11ensio,1.al l~~~
o-ao-ed in therap)11 the next stage of work begins phC11.0menon. MDFT's conceptualization ;~~~~00 ;:"'~';;'
in each domain of the adolescent's life. Change and treatment.are guided by an ecological !:~~~~

,.",~~!in MDFT follows systematic1 organized se- and developmental pers}iecti\7e. Develop- d:4~1
quences in which small g.ains build on e,ac~ ~ther mental knowledg.e inf~rms inter\1eJ1tio:1s: i(fl
and become the foundahon for more slgnlncant problen1S are defIned mtrapersoJ1ally, m- .;~;~i)
c11anges (Liddle, 1999). Just as ~ormati\7e devel- ter~ersoJ1ally, ~nd in terms of the inter- tl~!
opment }irogresses along .}iredlctable stages ~f ~chon of mulhple systems and levels of )rifl;~
changel MDFT coJ1ceptuahzes change as an epl- mfluence. \.~
genetic }irOCeSs in which early-stage develop- 2. Proble711 situations t7rovide i17;formation a11.d ;i;~~1
ments enable more so}ihisticated p.r?cesses to OPt7ortu1~ity. The current ~ymptoms of the 1*~1
emerge. With adolescents and familIes, thera- adolescent or other family members, as fj~~1
peutic change occurs along a trajectory of mile- well as crises pertaining to the adoles- ;r~JJ~
stones. Establishing a therapeutic relationship cent, provide J10t only critical assessment ;~~
",1ith a teen or parent can be broken doVlrn into il1formation but im}iortant intervention ::fl~1
se\1eral components. These parts are organized °p}iortunities as Vlrell. i~~?~,-~
sequentially, with accomplishm~nts in one realm 3. C/1.ange is multideter111ined and multra:eted. :if:~i
paving the way for movement mto the next de-' Change emerges out of the s)7nerglshc ef- ;i,q~;;'::~
velopmental therapeutic task. fects of interaction among differ~J1t sys- :t~i~

ten1S and levels of systems, dIfferent ;::;crmm
"",'If~peoplel domains of fuJ1ctioningi time peri- :f!tj~

THE 0 R E TIC A L CON S T R U C T S ods, and intrapersonal and i~terperso~al ~~f&1
processes. Assessment a.l1d mtervenhon &1;i~SI

111 offering frameVlrorks that create an empiri- give. in~ications about the timing,. routesl ,j)iai
call)1 base~ and stepwise treatment. development or kl.nds of ~haJ:ge th~t are acc~sslble and :&:if~
process, LInehan (1997) and Kazdm (1994) em- possIbly efncaclous ",11th a }iartIcular case. ;i!:~~l~
phasize the importartce of articulating core oper- A multi,rariate conce}ition of change com- ~Jt~~
ating princi}iles. Therapy principles are defined mits the clinician to a coordinated and ~;;;~.
as theory-gr~unde~,. fixed,. and .predetermined sequential working of n1ultiple change ::t~'i1i
rules that guIde chrucal onentahon and behav- path",'a)rs and methods. 1if~
ior. Principles guid.e what a therapist is to do in 4. Motit1ation is 771.alleable. It is not assumed ~~~'.1

",".11,;", ,any given approach (i.e., prescribed behaviors) .that motivation to enter trea_t_ment or to ~1~~~:;
-".,.~ "a:1d imply ,~rhat he or s,he is not suPP?sed to d.o chang~ \,,1ill be present ",1ith -adoles~eJ:ts l-~'~

(I.e., proscrIbed l"lehavlors). Integrahve, mulh- or thelr parents. Treatment receptIvIty :.\;f:w!i
COmpOJ1ent tre~tments ha'7e spe~ial challenges in and motivation vary across individual ;\l~rJ
this regard. BtoadeJled treatm~nt scope creates family ~1ember~ and exh'afamilial oth- Jill
more complex treatmentsl Whlc11 may be more ers. ResIstance IS understood as norma- ;;!Zt.!!pJ
difficult to teach and to implement. HoVlreverl tive. "Resistant" behaviors are seen as {~rll
there are now many examples of empiIically barriers to successful treatmeJ1t imple- !::}tl
based, family-oriented treat:l1ents!or w~ich pro- mentation, an~ ,they point to, important \ilii
ponents have succeeded m arhculatmg core processes requlrmg therapeuhc focus. :f!ld~~i
principles as part of the model's develo}iment 5. 1IVorking relationships are critica.l. The ther- ;l:~it~~i

.."',;!;;,(Alexander & Barton, 1976; Fruzzetti, Walt?" & apist makes treatment possible through ~~:~~
c,..,,£Linehan, 1997; Miklowitz & Goldstein, 1997). supportive yet outcome-focused ",7orking :,ril

Here are the operating principles of MDFT: reJationships with family members and :..~~j~
,.,"'(jj
~r&J
c,,-,.~

;:1~
:.~:.ti
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extrafamilial supports, and the facilita- motivation of all relevant individtlals;
~-~,.];~l~;I'i tion and "-'or king through of personally creating a workable agenda and clinical.~~~": 

meaningful relationship and life themes. focus; devising multidimensional and.."",~"q"l.-!!iI1&,'l 
These therapeutic themes emerge from multisystemic alternatives; providing the-

.:&]N disc\.lssions about generic individual and matic focus and consistency throtlghout~~.-
~\", f .1 d 1 t 1t k dth .d.. b h . h~}~~i~' amI y eve opmen a as s an e 1 10- treatment; promptIng e avlor c ange;-~ 

.SYI!5ratic aspects of the adolescent's and evaluating the ongoing success of inter-d'J;;1 
family's development. ventions; and revising the interventions

~~'~'""~1~ 6. InterzJentions are individualized. Although as necessary.'1~ 
they have generic aspects (e.g., promoting 10. Thera~7ist attjtude is funda111ental to success.."~~~:, 
competence of adolescent or parent inside Therapists are advocates of the adolescent~~{ 
and outside of the family), interventions and the parent. They are careful not to~;:~~ 
are customized according to each family, take extreme positions as either child

~!\~("c.,.t~i: family member, and the family's environ- savers or proponents of the "tough love"Bl~', 
mental circumstances. Interventions tar- philosophy. Therapists are optimistic but

[Illig get kno,'Vn etiologic risk factors related to not naive about change. They unders:tandt~1&' 
drug abuse and problem behaviors, and that their own ability to remain positi,'e,'J~ 
~hey promote protective intrapersonal and committed, creati,'e, ~nd. energetic in t~e'A~: 
Interpersonal processes. face of challenges IS Instrumental ~nrrI~~ 

7. Planning and flexibility are two sides of the achieving success with families.i1~: 
same th~rapeu!ic coin. Case forn:ulations .,~~; 
are socIally constructed blueprInts that!~~¥~, 
guide the beginning of treatment as well MET HOD S 0 F ASS E SSM EN Trl~~: 
as ongoing treatment; formulations are re- AND I N T E R V E N T ION

, 'r
~if :ised on the basis ~f new information ~nd I N IN TENS I V E M D F T11!tff: 

ill-treatment experIences. In collaboratIon.~; 
with the fa~ily members and relevant MULTIDIMENSIONAL ASSESS~NT~?} 
extrafamilial others, therapists continu-~:~~' 
ally evaluate the results of all interven- Assessment in MDFT is the basis for the thera-

, Ii'.', :~;;: tions. Using this feedback, they alter the peutic "map," directing therapists where to~~ 

intervention plan and modif y Particular interyene in the multi ple domail"ls of the ado~
Cf.,~c.~;~ inter'Tentions accordingly. lescent's life. A comprehensive, multidimen-It; 

8. Treatment and its 111ultiple c:omponents are sional assessn"lent process invol~s identifying~~~~i: 
phasic. MDFT is based on epigenetic risk and protective factors in all relevant do-~I; 
principfe~ specifying sequential patterns mains, and tl"len targeting these idel"ltified fac-~~&, 
of cha1}ge. Thus, theme de'Telopment, in- tors for change. Mainly through a series of~f, 
tervention plans and imt:>.lementation, individual and family interviev,1s and observa-f$);E,:. 
and the overall therapy process are or- tions of directed family interactions, the thera~1!t1~; 
gahized and executed in stages. Progress pist seeks to answer critical questions that fillI~ 
in certain areas lays the foundation for in information about each MDFT module. The~~; 
the next, frequently more difficult, ther- core modules are the adolescent, parent, family~~: 
apeutic changes. interaction,. and extrafamilial social systen1S.1* 

9. Therapist responsibility is emphasized. Questions are based on empirically deri'Tedr~; 
Tllerapists accept responsibility for pro- knowledge of the deficits of adolescent sub-

'.."c,~t! moting participation and enhancing stance al"Jusers and their life context. Thei;.':'~~::f'1~
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therapist attends equally to areas of strength, reVie\'I7 of pre\7ious records and reports, clinical ~
so as to provide a complete clinical picture of intervie\'l7s, and ps)'chiatric e,'aluations. ~

-\."I

the unique combination of assets and weak- Assessment "I7ith the parents is focused on ,~
-,..

nesses that the adolescent, famil)7, and ecoS)7S- their functioning as parents and as individual ,~m
tern bring to therapy. Assessment is an ongoing adults \'I7ith their 0"I7n unique histor)7 and cur- ~
process, continually being integrated \'I7ith in- rent interests, goals, and concerns, apart from 'I
ter'7entions as a \'I7a)7 of calibrating treatment their }-iarenting role. MDFT therapists assess ;~
planning and execution. the parents' strengths and \'I7eaknesses in terms !

The assessment process typically begins with of parenting skills, general parenting st)7le, and :f~
a meeting that includes the entire farnil)7, allow- parenting beliefs and commitment. In assessing ,~
ing the therapist to obser'7e famil)7 dynamics parenting skills, the thera}-iist both asks parents rl~fi and to begin to identif)7 the roles that different about their parenting practices and observes i

individuals play in the adolescent's life and cur- their limit-setting and con1munication skills ~.
rent circumstances. The therapist then meets \'I7hen interacting with the adolescent in session. .]:;
indi'7idually \'I7ith the adolescent, the parent(s), In discussing parenting st)'le and beliefs, the '~'
and other members of the family in the first ses- therapist may ask }-iarents about their o\'l7n ex- ~
sion or t\'l70. Siblings and other members of the }-ieriences gro\'I7ing up. Considerable attention ~
household are generall)7 included as part of ini- must be paid to the parents' level of commit- ,;~
tial assessments and continue to participate in n"lent to the adolescent: Ha\7e the)' abdicated fl
sessions as needed. Assessment of family inter- their parenting responsibilities? Can the thera- ..~
action is accol1"lplished using both direct thera- pist find and rekindle e\7en a sn"lall hope of -I
pist. inquiri~s al"ld ~bservations of e~ac~~ents helping to get the. teen back on track? What is ~i~
~uru"l~ fan"ll1~ sesslo~s, as well as md~'7~dual the parent~' capa~rty to. understan~ \'I7h~t needs ;t~
mterVle\'l7s \'I7lth family members. Indl\7ldual to Chai"lge m theIr faml1)7 and their child, and ~ ~
seSSiOl"lS higlLlight the unique perspecti\7e of in- are the)7 responsi\7e to having a role il"l facilitat-
dividual family n"lembers, tl"leir different views ing the needed changes? Individual parental
of tl"le presenting" problems, family relation- psychopathology and substance abuse are also
ships, and \'I71"lat the)7 "I7ould like to see change evaluated as potential obstacles to parel"ltii"lg in
in the family. a functional and developmentally appropriate

Therapists attempt to elicit tl"le adolescent's manner (see Liddle et al., 1998).
unique life stor)', al"l important assessment and Finally, assessn"lent of extrafamilial influ-
inter'7ention sh"ateg)7, during earl)7 individual ences in\7olves gatheril"lg il"lformation from all
sessions. B)7 sharing their life experiences, the relevant sources and combining #tis iiuorma-
teens begin tl"le joil"lil"lg process and pro\7ide a de- tion with the adolescent's al"ld family's reports
tailed pictur~ of the se\7erit)7 and nature of their to compile a col1"lplete picture of each il"ldivid-
drug abuse, :family history, peer relationships, ual's functiol"ling in relation to exten"lal sys-
school al"ld legal problen1.S, and in"lportant life tems. All of this \'I7ork is done \'I7ith the ¥- '

events. In addition to clinical interviews, the 0'7erarchil"lg aim of fosteril"lg protecti\7e factors 11
therapistma)7 use sucl"l techniques as asking ado- and reducing risk. TI"lus, tl"le adolescent's edu- :!{j
le.sce~ts to draw a n"lap of theil' neighborhood, in- cational!'70catiol"lal placement i~ ass~ssed al"ld ~~
dlcatmg "I71"lere they go to buy drugs or to use. alternah\7es are gel"lerated to build brIdges to a ~t
Therapists also inquire about tl"le adolescent's producti'7e lifest)'le. Establishil"lg tl"lese COl"lCrete :fI~
hea~th and life~t)7Ie issues, incl~ding sexual b:- alternati'7es is ~undan"lental. to tl"le :herap)"s ~I
ha\710r. The exIstence and se'7enty of comorbld success. Thera,pists collect InformatIon from ):;~
ps)7chiatric conditions is determined through the probation officers and the ju\7el"lile court ;~fl

;
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Integrative Treatment Development 139

regarding legal charges and level of risk for fu- intrapersonal (i.e., feeling and thinking pro-
ture problems. VlTe translate this information cesses) and interpersonal (i.e., transactional pat-
about charges and possible outcomes in ways terns among family members or between family
that both teen and parents can understand, and member and extrafamilial persons) aspects
we use it integrally in the overall treatment (Liddle, 1994). Targets for change are priori-
strategy. The likely consequences of court in- tized, so that the focus for change begins in cer-
volvement are used to create and increase a tain areas, and these are used as departure
workable focus in treatment, to rally parents points for the next, usually more difficult work-
relative to the potential harm of negative out- ing areas for change. Five domains of function-
comes, and to help fo~us the teen into a reality ing orga;nize assessment and intervention.
mode regarding the need to change. Finally, as-
sessment of peer networks involves encourag- Interventions with the Adolescent
ing adolescents to talk about their peers, school, Establishing a therapeutic alliance with the
and neighborhood contexts in an honest and de- teenager, distinct from identical efforts with
tailed manner; this is used to craft areas of the parent, builds a critical foundation of treat-
work in treatment. ment (Diamond et al., 1999). Sequentially ap-

Overall, assessment in MDFT is consistent plied alliance-building techniques called
with current reconlInendations on assessment adolescent engagement inter,'entions (AEIs)
for this population: It is comprehensive, multi- are used to present therapy as a collaborative
dimensional, and relies on information from a process, define therapeutic goals that are

I variety of sources. Wi~h a. complet~ picture of meaningful to the adolescent, generate hope,
the adolescent and famlly,mtervenhons are tar- and attend to the adolescent's experience of his
geted toward decreasing risk and enhancing or her life. Moreo,'er, systematic incorporation
protection in the most accessible and malleable of certain cultural themes (e.g., journey from
domains. This individualized approach, based boyhood to manhood) ",,'ith teens also en-
on a thorough examination of each comer of the hances engagement (Jacksol"l-Gilfort et al., in
adolescent's world, i? fundamental to the suc- press).
cessful implementation of MDFT. The initial stage articulates the treatment's

focal themes. Family and peer relationships,
school and the ju,'enile justice system, coping

FACILITATING DEVELOPMENT: INTERvENTIONS strategies, and identity and adaptive self- 1
OF THE MDFT MODEL expression are key areas of work (Liddle et al., !

!

I .., .' 1?91). A s~stematic elab~ration aE:the youth's f
A multIdimenSIonal perspechve suggests that VIew of hIS or her socIal networks is also ~
symptom redu~tion and enhancement of pro- important. We help teenagers learn ho"'" to :
social and apprppriate developmental functions (1) communicate effectively with parents and :

occur by facili'tating adaptive, risk-combating others, (2) effectively solve interpersonal prob- ;
processes in functional domains. We target be- lems, (3) manage their anger and impulses, and [;
haviors, emotions, and thinking patterns impli- (4) enhance social competence. Considerable [
cated in substance use and abuse (Hawkins ",,'ork is done in individual sessions with par- f'
et al., 1992), as ",'ell as the complementary ents and teens to prepare them to come to- ~
aspects of behaviors, emotions, and thought pat- gether to talk about salient issues. Indi\'idual ;;
terns associated with development-enhancing sessions with teens assess their peer network
intrapersonal and familial processes (Holmbeck and friendship patterns and de\'elop alterna-
& Updegro,'e, 1995). Intervention targets ha,'e ti\'es to impulsive and destructive coping

-~
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:;~

behaviors, such as drug and alcohol use. Detailed able to con1111unicate without excessive blame, :tl
drug use histories and interventions to address defensiveness, or recrimination (Diamond & ~
_attitudes and beliefs about drugs, or de'leloping a Liddle, 1996). Therapists ]"elp teens and parents ;~;I
connection about drug use and distress are exam- to a'loid extreme, inflexible stances that lead to :[1
pIes of individual ",york with teens. stalemates. The clinician creates a context for t~

, , suc~ discussion ~)1 direc~ing and focu~ing, in- ,I
InterventIons wIth Parents sesslon conversahons on lmportant tOplCS m a ~~
MDFT focuses on reaching parents both as patient, sensiti\le v.ya)l. .tl
adults with their ov.yn needs an~ iss.ues, and. as ,.' :1
parents v.rho may have lost motlvahon or falth Interventtons wlth Other Fa111UY Me111bers .,~~
in their ability to influence the adolescent. A1though individual and interaction v.york with ;iIJ

" Parenta1 reconnection interventions (PRI's; Lid- adolescents and parents are central to our ap- 1~
.dIe et a1., 1998), such as erul.ancing feelings proach, other family members can also be im- f~

of parental love and conl.1nitment, validating portant in directly or indirectly enabling the ;~I
parents' past effo:ts, acknowledging diffi~lt a.dolescent's ~rug-taking behaviors. Thus, sib- .,t~
past and present cIrcumstances, and generatmg lmgs, adult fnends of parents, or extended fam- :itf
ho}-1e, are used to increase parents' emotional ily members must be i11cluded in assessment ~~;
a11d behavioral conl.ffiitment to the adolescent. and interventions. These individuals are invited 'jl
These interventions facilitate the pare1l.ts' moti- to be a part of the family sessions and, v.yhen J,i:~
vation a11d v.yillingtl.ess to address relationship indicated, sessions are held wjth them alone. ;it~
issues and parenting strategies. Once a founda- Cooperation is achieved by emphasizing the se- 11
tion is set by increasing parental involvement rious, often life-threatening circumsta11ces of 'jjl
with the adolescent (e.g., sho"lYing an interest, the youth's life, and establishing a connection ;;'il
initiating conversations), therapists then foster betv.yeen their involvement in treatment and the ;'f?:~
parenting competency by teaching aJ1d coach- creation of behavioral and relational alterna- ,~~t ~

ing about consistent and age-appropriate linLit- tives for the adolescent. ,;I~t..
setting, nLonitoring, and support functions. .~~

Interventions with Social Syste111s ~i.
Interventions to Change the External to the Fa111ily :;~.
Parent-Adolescent Interaction MDFT also facilitates major changes in the ~~
Family therapy articulated a theory and tech- ways the family and adolescent interact with ,1i:~{1
~ology ~bout changing particula~ dy~functional systeln5 outsi~e the !~mily. ~ubst_~nce.-abusin.g ~~,
mtera~hons t~at de:relop a11d mamta~n p~oble~1 youth ~nd thelr fanLu1es ar~ mvolVed 1n l~ulh- ;~,
behavlors (l\1inuchm, 1974). Followmg m thls pie soc1al systenLs, and theu, success or fallure ~~~i
tradition, M,DFT interventions also change in negotiating tlLese systems has considerable ;~I
dysfunction-maintaining transactiolLS (DianLolLd impact on t1Leir lives. Close collaboration v.yith *t""~
& Liddle, 1999). Direct clLanges in the parent- the school, legal, employment, mental health, 'l~ ,:
adolescent relationship usually are made and health systems influencilLgthe teen's life is ;1:~~~
t11.Iough the structural family therapy tech- critica1 for long-lasting therapeutic change. For ,~-
~ique of enact~e1l.t (~lfinuc1Lin, 1974), v.rhi~h an overv.rhelnLed pa:ent, ~elp in .d~aling ",yith ':~j.
mvolves preparIng family menLbers to relate m complex bureaucracles or m obtammg needed ~:.ft~~
nev.y v.ray:, and then a~t~vel~ guidi~g, coac1Lil~g, adjw1ct s~rvices not ~ruy i11creas~~ engagement ,1!1
a11d ~hapmg more }-,oslhve mteractlo11S. For d:s- but a~so Improves h~s or her ablllty to parent .'l&~-
cusslons betv.yeen parent and adolescent to m- effechvely by redUC1J1g sh'ess and burden. III \~*1'-;:JI;
vol,'e problem s01ving or healing, the)' must be MDFT, these acti,'ities are deli,'ered v.'ithin the ;%it; i

;,1;",

;;~~:',~
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therapeutic context by a therapist assistant (see There are significant challenges to in-homeI~~: 
next section), therapy, and our clinicians are creative in at-11." 

"to: tempting to overcome them. Tl1erapists must~";-I; . d ' d bl ' h.titli!5: ~- "7.c.":'i'tf- evote attentIon an energy to est a IS mg an-
If IN-HOME FAMILY THERAPY a?~ropria:e atmosphe:e lor th~rapy ,with suf-~~1 

nclent prIvacy and lImIted dIstractIons. The
.'if'"Ii'. 

In-home therapy is recognized as a powerful therapist may decide to conduct individual orI 
format for families who face complex, multiple family sessions in the office when appropriate.r~ 
problems (Boyd-Franklin & Bry, 2000; Cottrell For instance, the office setting is used for hold-&~ 
1994), and randomized clinical trials have ing teen-focused NA meetings, plugging teensI 
demonstrated efficacy for multisystemic, ho~~- into resources such as the Internet th~t t~ey

i based approaches to adolescent and other clml- may not have at home or school and VIeWIngI; 
cal problems (Henggeler, 1999; aIds et aI" 1998). and discussing movies in a quiet place. There isi~ 
In MDFT, the provision of in-home seryices has no mandate to do all sessions or a partictuar,. 
become an integral part of the treatment, due to number of sessions in the home.. We do in-homeI: 
the many benefits of conducting therapy in the therapy because it provides more options for ac-~~: 
home. In-home therapy is convenient for fami- cess to the teens and their families, enabling us"'1j~ 
lies: Many families presenting for therapy have to increase the therapeutic dose. It is critical to~ 
great difficulty attending office-based therapy strike a balance between utilizing home visits:: 
due to time or travel constraints or the sheer as opportunities to develop a more personal re-

~i chaos present in their home lives; conducting' lationship with the family, and maintaining a~, .~ 

sessions in the .family's home eliminates many therapeutic focus and tone during sessions. In~!

~;: of these barriers. A second benefit of in-home working with families who show the range of
t therapy is that the therapist is able to observe difficulties common among adolescent substance
t the family in their natural environment; family abusers, the integration of in-home sessions has
~ members may feel. more comfortable discussing expanded our range of possible interventions.
,.

~ sensitive issues in their own home than man of-
~ fice setting, and the therapist is able to observe

the family interacting in their natural environ~ THE ROLE OF THE THERAPIST ASSISTANT
ment. The therapist is also able to view the ado-
les~ent's extrafamilial environment firsthand, ltlst as in-home therapy has increased Otlr ac-
particularly the neighborhood ecology (e.g., cess into important life domains and the po-
availability of drugs around the home, gang ac- tency of the MDFT model more s:ystematic and
tivity, safety issues). Access to the adolescent's .programmatic attention to extrafamilial inter-
peer networkiis also more likely in in-home ventions has also expanded the therapist's,
therapy; the therapist may meet peers in the repertoire. Adolescent. substance abusers offer
home and occasionally bring them into ses- maJ1Y clinical challenges: academic failure, jtl-
sions, It has been found that meeting in the venile justice involvement, health and mental
family's home increases therapeutic engage- health problems, and limited vocational skills.
ment and may facilitate a more personal con- These adolescents come from families with com-
nection to the therapist than in an office-based promised resources, significant stress, and lim-
approach. The intensive involvement that we ited skills in accessing services, and frequently
seek in the MDFT model is enhanced through live in communities lacking adequate social ser-
the trusting, personal relationships achieved vices. Therapists cannot do all of the important
through home visiting. therapeutic work that must be done to create
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change for these families, yet referring the fam- Table 7.2 Therapist assistant duties. .1

..
il)r for case management services in the CODLmU- Schools ;t;

lLity lea\res critical outcomes to chance. Thus, in 1. Daily monitoring of attendance of those clients ~'ho ~

k .. 11 . h h . 1 t .attend school. ~~
Vlror mg systemlCa y WIt t IS popu a Jon, VIle 'tB

f d 2. Compile monthly attendance and in-school beha,'ior .r;

have integrated case management as a un a- records. ~

mental aspect of the model. The therapist assis- 3. Pick up school records. ~

tant (TA) has been built in as part of the MDFT 4. Monitor parental receipt and signatures on all school ~

d reports and forn1s. :II
clm1cal team, enablInO" o the thera p Ist to evote SA d h 1 . / f .~ ' tten sc 00 meetmgs con erences, team meetmgs. ~

more hme and energy to Vlrlthm-sess1on mtra- 6. Maintain active contacts with schoo]s/ alternative ,

}">ersonal and family processes, therapeutic ed\Jcation programs. ~

planning, and case conceptualization. TAs as- 7. Monitor contact and progress ~'ith t\Jtor. ~

sist therapists in handling a variety of extra- jobs M k f 1 ., ";g
.., .,. 1. a ere erra s to approprIate agenCIes. ,W

familIal mter"\'enhons m. our hIgh-strength 2. Take client (parent or adolescent) to appointments at job 1!

version of MDFT. agencies, vocational rehabilitation, or interviews. :~~""
TAs have become in\'aluable members of the Prosocial Activities ~

team. They are essential in integrating thera- 1. Take .clients to 12-Step meetings and record all .~~

..., .h meetings. ~
}">euhc case management achv1hes Into t e 2. Facilitate parental access t,o support groups/12-Step ~

overall inter\rention plan, In close collaboration meetings. ~;~~

Vlrith and guided by the lead clinician, the TA 3. Eval\Jate appropriateness of recreational activities in ~

.d f . 0 tant ser\rJ ' ces and fre terms of content, staff competence, and rapport. ~1

.prOVI es a ranoe 0 Imp r -.,i
0 ...,. .4. Determine cost, hours, attendance req\Jirements for ;.,}

quently helps to stabil1ze a family m CrISIS. Yet, activities. ;"'~

integrating the TA's activities into the daily 5. Take client to meet staff and enroll in activities. ~

management of the case presents a formidable 6. Accompany to activities as necessary. ~

1 11 t . 1 1 . th d 1 t d 7. Facilitate mentor contact and monitor contact. :
1c 1a enO"e P ar 1CU ar Y WI a 0 escen s an ..j'.

..0 '. .B. Cond\Jct rught]y and weekend checkms by phone. ',i',

familIeS Vlrho experIence frequent CrIses and FinAncial Services 1!

ha\'e a range of needs. The tasks in Table 7.2 de- 1. Facilitate access to alJ economic services availab]e. :1

fine the scope of tl{e TA's duties; later sections 2. Take clients to apply for and obtain services as I

of this chapter pro\ride more details about the n
Mec.essa.ry. d d . h .d U~ 3. aIntam \Jp ate contacts ~'lt provl ers. ~

TA's specific activities.
C t ;¥~

our '".'

~j.",
1. Make referrals to appropriate programs. ;!;Jr

2. l\1aintain contact ~'ith j\Jvenile probation officer. J

lNTERVENTIONSTO IMPROVE ACADEMIC AND 3. Cond\Jct daily checkins with client regarding ~

\TOCATIONAL FUNCTIONING conditions of probation. -:::: :~"",.
4. Attend court hearings as needed. t.

5. Visit client in detention as necessar)'. :~;, '!

In the extrafa~nilial module of MDFT, a primary Health/Mental Hcalth ,t

focus is on tile adolescent's functioning in the 1. Facilitate health and mental hea]th care service access. fI

academic or vocational realm. Adolescents with 2. Make referrals/appointments to/with appropriate :t~
.J!;#,drug abuse and associated behavioral problems ser"lces. ii~

3. Take family members to appointments ,,'ith pro,'iders. ~
tv

p 1call ) r eX p erIenCe lIttle academ1C success and 4 Obt ' .
t / ]t f .d f~ "' .am repor s resu s rom pro"l ers as necessary. !ii:'~

tend to ha\re 10\111 comn1itment and bonding 5. Visit family members at inpatient facilities ~'hen i~t~

to school.(Chatlos, 1997; HaVlrkins et al., 1992). appropriate. 11

Tl1ey may have already dropped out or might be ~~I

on the brink of dropping out of school by the $1

time the)r reach treatment. A parent's endorse- t~1
.,.~

ment of the importance of academic success is a ~~t
"."1'
;;
.'.;;'"~ ~~} "\:' ~
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ij:,\f'
~ strong predictor of positive outcome in MDPT been transferred from juvenile detention into a
~, (Dakof et al., 2001). School success and recon- mainstrea'lT\ high school classroom serving emo-
f nection are among the most important areas of tionally handicapped sttldents with high levels
~ ",,'ork in MDPT because they are critical compo- of reading ability. Ho",'ever, his educational ~.-'-..,
~ nents in the process of creating a prosocial, pro- records had,~ot be~~ transferred from t~~ middle
i ductive trajectory for the teen. Work in this s~hool. He hat.ed .school and wa~ fa1hng, but
J, 1 . f th t d. t t b 1 t dId attend despIte hIS deep frustratIons. Edward
.rea m 1S one 0 e mos uec "\o\'ays 0 0 s er .
". ..-understood that somethmc was wrong with his
t. Protechve factors for teens because 1t glves them d . 1 t H ko

th 1 h h h~ ., aca emIC p acemen. e ne",' at a t oug e :
t. a sen~e of accomp~lshment, a po:", erful StlCCess was failing his classes, the school was also failing
~ exper1ence, a tang1ble product (e1ther a GED or him. Because of this understanding and the
~; l~igh school diploma) to ~et th.em o~ a positive strong relationship he had with his therapist, Ed-
t hfe path, and new relahonsh1ps w1th healthy ",'ard accepted her advocacy in regard to school.
f peers and positive adults. The therapist and TA The therapist began b)' requesting a meeting,
~ ",'ork closely w.ith school perso~nel :0 instit~te ",'ith school ?ersonnel: Her goal wa~ to set up a I
! changes in th1S realm, mcludmg mtegrahon school staffIng meetIng, commUnIcate to the ;
1., of special programs, tutoring, and vocational school staff that Ed",'ard was in fact functionally ~
~~ trainino-. illiterate, and obtain his school records from :,'
I Seve~al interventions are integrated into the all past schools to .corroborate his difficulties, \,

11 tr t t 1 t add ss school ob Present at the meetIng was the head of the Ex-overa ea men pan 0 re pr -..
1 P. t t ff ' . th 11 1 t h 1 ceptlonal Student EducatIon (ESE) program for
ems. us, a s a mo- W1 a re evan sc 00 ..

.0 the school, one of hIS teachers, and the behavIor
P ersonnel1s arranged as soon as the adolescent d.f. t ' . 1. t Unf t t I th h Imo 1 Ica Ion specIa IS .or una e y, e sc 00
?egms treatment t~ determm~ U the teen IS meeting went poorly, The school personnel did
m the most appropnate educahonal placement, not have Edward's records, offered only negative
The therapist and TA gather as much informa- feedback about his behavior in class and lac~
tion as possible from all relevant sources and of responsibility with his assignments, had mini-
then use all available school resources (e.g., mal information about his reading and writing ,
dropout-prevention..."programs, vocational reha- level, and gave pessimistic, abdicating responses ~
bilitation, alternative school programs) to pro- to the therapist's requests for changes in his edu-
vide informed feedback to the school and family cational plan.
regarding the most appropriate placement for Be;ause the. school had clearl~ not met Ed-
the adolescent. Relationships with teachers, w~r~ s educatIonal needs. and dId not appear ,~
counselors, and administrators are developed wI!hng. to do so, the therapist contacted th: ex.ec- ~

d f t d tl h t tr t t d th utl,'e dlIector of the ESE program for the dIStrIct,
II an os ere 1rouo- ou ea men, an era- =."

.0 .who recommended that she contact the regIonal
p1StS encourage parents to reconnect w1th the d. t f th t. II h d. d d . lIec or or e emo Iona y an lcappe an

school as well:,;.. .learning disabled students program. In response
.Th~ followmg v1~1ette illustrates some du- to the therapist's systemic activation attempt,

..f1culh~S the therap1st.may encounter an.d. the the regional director convened a multidiscipli-
proachve stance that 1S necessary to facll1tate nary team (M- Team) meeting, including all of
positive, adolescent-focused activation of ex- the school, county, and regional personnel men-
trafamilial systems. tioned, as well as Edward's therapist, to assess

Edward's needs, The regional director ordered a
Edward is a learning disab]ed student in middle psychological assessment, a complete Vocational
school, who at age 14 was two )'ears behind his Interest Inventory, a reading tutor, and a private
age-mates, and reading at the third-grade level.. reading program to meet Edward's educational
\f\7hen he entered the program, he had recently needs. His individtlalized education plan (IEP)
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::;~1
,,,'as re\,ie",'ed as part of the M- Team meeting, substance al"luse (Flannery, Vaison):'i, & Rowe, ;'~-I
and the tl"lerapist pointed out that all of the goals 1996). The follo",ril"lg yignette illustrates the use ";:~I

~on :his document pertained to the student's be- of tutoring il"l MDFT. :i:~tl
havlor. None of the goals addressed ho",' the :j~
school would meet his academic needs, as re- Sarah ,,,'as an intelligent teen who failed a grade );J,
quired by the lndi,riduals with Disabilities Educa- in school due to involvement with drugs. She ;!rl
tion Act. SeveraJ changes ",'ere made to the lEP, ,..'as held back and became very col"lcerned about ~;~~
and the outcome of the meeting ,..'as the decision completing high schooJ, }-1assiJ1g her state compe- ,i~;~1
to enroll Ed,..'ard in a half-day remedial }-1rogram tency tests, and keeping up ",'ith her course\..'ork. '.~;£~
at the high school, ",'ith a half-day of vocational She very much ",'anted academ,icheJp. Sarah, her ~(I
trail"ling to prepare him for \..'ork after graduation. therapist, and her family discussed her 0}-1tions, ;J~!I

T11ese n"lajor steps in changing Edward's edu- and all parties agreed on tutoring. Tl1e therapist ~:~m
cational plan ""auld not have been accomplished then spoke ",'ith the tutor, describing the situa- :~~}I
,..'ithout the tl"lerapist's strongly advocating on tion and explaining Sarah's needs, and the tutor j;;{j
his behalf. Foundationa! ~o that intervention, agreed to work ,..'ith the teen. The thera~ist and i::~1
howe,rer, was the theraplst s knowledge of ho"" tutor '..'ent to Sarah's house, met the famu)r, and t$~

,...~the school system ",'arks al"ld her experience in the tutor quickly developed a bond ",'ith the ;~;'~~~~
advocating for the teen. We define these therapist family. ;~;~~~1
beha,'iors as clinical skills in the same ,..ray that Sarah and her tutor began meetil1g t",'ice a ~;:~i~

'c""-therapists' ",rork ",'ith the teen or parent col"lsti- week for tl"lree mont)1s to prepare for her con"lpe- :)i,f\il
tutes therapeutic expertise; these skills are no tency tests, and the tutor checked in weekly ~~~~
less imp9rtant than any others in MDFT. This by phone with Sarah's therapist. The tutor re- 1~,itl
case illustrates the profound impact of advocacy sponded well to Sarah; she ,,,,as sensitive with her ~?~}~
on combatil"lg the hopelessness and helplessness but firm about her work. Tl1e tutor's continual af- !:fit!
that permeates these families' lives. The re- firmation enabled Sarah to achieve a sense of ~i~:1
SpOI"lSeS of the school sys~e~ to our advocacy en- com}-1etency. By tl"le end of the semester, after 12 Miit
gendered a sense of ophmlsm that empo",'ered ""eeks of work, Sarah not only passed the compe- 'il~':I
tl"lis family to believe they could have effecti,re in- tency tests, but received her highest grades since ,;~i1'!il~~
teractions with school and other systems leading elementary school. :i~1. d .

f :~'Ji~~! to changes ill Edwar 's 11 e. ;r:i'9'1f~
:"""mU"l additiol"l to asSeSSil"lg and f9CUsil"lg attel"l- ;fg{ti

Th~ clil"lical team als9 explore~ tl"le.optiol"l ?f t~on. on ~rogre~s in academi~ skills ~n~ func- .~~rl
tutormg for adolescents struggl11"lg In certaIn tIorung, Job skills al"ld vocatIonal tramIng are ~ij~
cl~sses. Success l"lere can have positive effet:ts by also explored early in therap)'. I1"le therapist !&f'fl
recol"lnectil"l~ tl"le teel"l to tl"le ~chool;p~oviding a migl"lt en~ourage the teen's pur.suiT of appropr~- ~t.
Sel"lSe of prIde and accomplIsmnent In school- ate part-tln"le en"lployn"lel"lt (""hue closely mOl"ll- ;~i1~.
'I"rork V\'ell d,bl"le, pro,riding contact al"ld inter- toriJ"lg scl"lool perfOrn"lal"lCe), both t9 structure ii~iM
actiOI"l with ~ prosocial adult, al"ld mail"ltail"ling the adolescent's tin"le productively and to pro- ::~~ii~
structure duril"lg the critical afterscl"lool hours ,ride a source of legal il"lCOn"le. On occasion, t~"ler- i~r.
V\Then the teen migl"lt otl"lerwise be engagil"lg apist, teen, al"ld fanLily decide together (gl,ren '.lfi~
in problematic behavior. Tl"lis indi,ridualized the results of a comprel"lensi,re academicj,roca- ~~~rI
attel"ltion to l"lasic skills is consistent ",rith the tiol"lal asseSSn"lel"lt) that the teen would benefit ;1\]1[:1

"':~f~'~t)'pes of ren"ledial acaden"lic progran1.S tl"lat are from a ,rocationally oriented track rather tl"lan ";j~~1
reCOlmnel"lded for l"ligh-risk adolesCel"lts (Dr)r- a traditiol"lal acaden"lic approacl"l. The ad9lesCel"lt :~~'i
foos, 1991). \l\7e do this il"ltel"lsive V\rork beca~se ma)r ha'lre had excessi,re abSel"lCeS or failed sr:iiJI
scl"lool disconnection and failure are col"lsistel"lt grades, ma)r ha,re lost moti,ration al"ld interest in tlt~1

,,-:.""'"
predictors of cl"lronic antisocial beha,riors and school, or ma)' have experiel"lCed such se,rere :'~~~tf~

~I..
"""

'_:~'Ii
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failure in the academic realm that his or her con- relatio~ship dynamics will pa~ o~f in practical
~J, fidence is depleted. Adolescents may desire to terms: m better parental morutormg and com-'J 

simply drop out of school altogether, yet there pliance with the terms of probation.
f1- are a variety of other options. Therapists and MDFT therapists, TAs, and supervisors must",,"""~~ 

TAs link school and community services to pro- integrate effective interventions for enlistingi 
mote more productive vocation~l plan~ng and t~e court's in\Tolvem:nt. .our ecological focus~, 
training.. KnoVl7ledge about effecuve serVIces and dIctates that therap~sts Inform and educate

~~; establishing relationships with community con- judges abotlt the model, which influences out-~ 
tacts are complementary and important skills. comes by helping keep the teen in MDFT. Aif,~ 

judge's prior awareness of how the treatment'"
I works, what is required of the adolescent, and
~ INTERVENING WITH THE JUVENILE the effecti\leness of MDFT are critical for suc-., ~~ 

JUSTICE SYSTEM cess. The judge must have adequate information
~ on treatment to make informed decisions on the'"

f( 
Intervening successfully with multiple prob- disposition of adolescent cases-not only an un-

1 lem, drug-abusing youth in\lolves intensive, col- derstanding of the theory and the science sup-
f laborative work with representatives from the porting MDFT's efficacy, but also the basic: 

juvenile justice system. In Vllorking prodtlcti\Tely structure of therapy. We have found that judges: 
Vl7ith juvenile justice personnel, relationships are extremely responsi'Te to this type of input,

with both the adolescent's probation officer (PO) but even more enthusiastic about the actual re-
and judge are critical. Therapists contac-t pas at suIts Vl7e have Vl7ith the adolescents presenting in
the very outset of a case, asking about their ex- their courtroom. In the end, judges act on their
perience with and knowledge of the teenager experience with our therapists and their suc-
and any opinions or insights into what has hap- cess with the teens. The following vignette il.,
pened with the teen and his or her family.' Ex- lustrates this process, and its multiple aspects.
actly in the same way that we operate with
teens and families,.-this work rests on building Carlos is a 14-year-old Hispanic male referred for
relationships and establishing multiple alliances drug abuse treatment who had been removed
based on respect and mutual accountability for from his mother's custody at age 3 by the Depart-
the adolescent's outcome. The therapist clarifies ment of Children and Families dtle to chronjc
hoVl7 the PO wants to proceed with the teen in physical and sexual abuse. He was taken jnto
terms of a monitoring protocol (e.g., weekly custody by his jather and a stepmother. Carlos
dr~g screens, meetings) and takes steps with exhibited multiple problems th;oughout child-
the adolescent and family to abide by the PO's hood, was placed in special education classes, and
requests. The,; core principle of collaboration is demonstra:ed seri,ous .anger man~gement prob-
emphasized throughout the process. Therapists lems assoclat~d ~:th hiS severe childhood abus.e.
f h t th d .11d d _1 He also had slgruncant attachment problems, fail-ocus on w a ey can an WI 0, an OIUY

.7 ing to bond with any ad':1lts. He experienced
secondarlly on VI hat the PO may have to offer. h . fl .. h h. h d h ' b.

, ..crOniC con lct Wit is stepmot er an is 10-

The thera plst explaIns the Phllosophy and pa- 1 . J f th h. h b th t he.oglca a er, w lC ecame so severe a
Ia~et~r~ of ~eatment. As is the. case when ther- asked his therapist to place him in residential
aplsts Jom Vl71th a teen and famlly, they look for treatment. The therapist understood that Carlos
common ground and points of connection with wanted to get out of the home, but felt there was
the PO. They offer an analysis of the teen and greater potential for him in helping his family to
family that provides hope for change, helping work through the long-standing confljct. The
the PO understand that the focus on family stepmother also wanted Carlos to be placed in
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residential treatment, She resented him for the adolescent and parent to work hard in therapy tl"fl

problems she felt he created and the attention he to",'ard attainable goals, such as avoiding a more ~f:~W

received f~om ~is fath~r. Carlos's family ~sked restrictive placeD~ent, getting off probation, and '"i~

f?r a heanng Wlth t~e Judge :0 reque~t reslden- eventually eSCa}1mg the system altogether, It is :.'~ifI

hal tre~t~lent for t,helr son. H1S theraplst and the up to the therapist to make this coordination t~~~

the:aplst s supervlsor felt very str°r:gJy that Car- occur and to }1resent the work required as part -;.~

los s p~oblems could be addressed m the MDFT of therapy and the mandates of the court in an :~~~

outpahem procrram. . d d \ 7} ;!){'41C J ' h 0 .
t ' 1 1 f mtegrate ",?ay to teens an }'arents, 1\ Len ado- ;~~;) ;

ar as s t eraplst ",'em to cour ''''It 1 t 1e am- " -4~ :"

ily, The stepmother spoke for her husband, as lescent,s and par~nts have evldence t~at thelr -:~:\IJ~

,,,'as a typical pattern in the family, requesting therap1st has a~ 1mpact .on .outcomes m court ;:~'I

that Carlos be removed from :he home b~cause ~nd they. see thelr thera~lst hght for them,.h~}1e :~}JI

th~re was too much temptatl.on ~o use m the lS resuscltated ~nd famlly members ~re v.rll111:g :;:l.i!

nelghborhood. C.arlos's theraplst stat~d that she to ",rork harder m th~ra,}'y, The follo~'mg case ~l- ;1~1

~nderstood the mterest.s of th~ f,amll.y, b:rt be- lustrates the tl"leraplst s powerful mfluence m ~~;;I

heved there were reJatlonaJ d1fhcuJh~S m t.he such cases, :;~PI

home that would best be addressed m family .;,"~I~
',,¥!lA' ,

therapy. In this situation, both the therapist and Jordan ",ras a 17-year-old adolescem who came to ;~.

th~ supe:visor h,ad bui~t str~ng working rel~tion- ~eatment on the br~nk of being "di:ect-filed" ::~~

ShlpS v.'lth the Judge m pnor cases. The Judge mto adult court. ThlS means that hlS charges ;:;~'j

understood the fundamental principles behind were extensive and severe enough for the court ~f;ilri

MDFT and had seen positive results ",'ith other to consider advancing his case into the adult C..~t~1

teens. In re~pondin? to t~e family, the judge ~ys\em, The t!1erapist par:ici~ated i~ a juvenile f,l~tl

spoke from hlS expenence wlth the MDFT model. JustJce COlnD11tment hearmg lmmedlately after ';:,i~ l:
He told Carlos's family that they alll~e~ded help, r~ceiving the case, in ~rh~ch a~l involved parties ?tt!'i}~

that they shared Carlos's problem 10mtly, and dlSCUSS the adolescent s sltuatJon and make rec- ,~:}~1 '.:

that it ,,,'as this outpatient family therapy ap- ommendations to the court. Due to the fact that ;;ii~ii\IJ ~

proach that could bes.t help Carlos. Jordan had multiple cocaine p~ssession cha~ges, it:if-;

.' ...the state's attorney ,,,'as pushmg for the duect :.;fi~:; ~

I.n th1: ca~e a.nd others, effech~e ~ntegrahon fil~ and ,,,'as n~t at all ,open t,o th: idea of Jordan's fj;'\\1

of Juvemle J~~hce system ~ork 1S mtegral to bemg placed m an mtenslve m-home therapy -;;,~~~

success, Declslons about thelr legal status pro- program. The therapist involved in the case fought ;'!i\tt~

foundly impact tl"le trajectory of teens' li'7es, to keep Jordan in our program on the grounds %i~~.

Cl1I~nic. legal problems pre~ict ongoing diffi- that he hadn't receiv,ed any ne",r charge~ since his ,~~~~

culhes 11"ltO adulthood (Farrmgton, 1-995). We release from detennon that month, ffiat he had :;:l'~~~

have found t~at a!though it is time-~o~suD"ling, given ~lean urine screens every week, and t,hat h~ [~f~

careful coordmahon between the clmlcal team and hlS father ",'anted help. The theraplst as ::~-;:~I~

and ju'7enile jus:tice personnel D"lakes therapeu- sured the ,court authorit~es that Jordan would *i~ I::;I~:.t ' 11 d d .' 0 S oss . bl Close collab com p l y ""lth weekl )' urme screens, folIo",' a :;;c~:;!i}f, !Ii
1Ca y soun eclSl n p. 1 e. -,;";"",'~' ,

t .' th PO d . d 1 nh court-mandated curfe",', attend a hearmg every ~;'{~');;;c'

ora lon ",r1 S an JU o-es a so e ances, ',;j;~., :
0 month to mOl"lltor progress, and would wear an ,it;tff)~' .-

therapeuhc ",rOlk by offermg the adolescent a 1 tr ' . t t tr k I ' 1 b t 51e i~~~;jt}"
e ec oruc mOlLl or 0 ac 11S \'I'lerea ou s. '\ f"."t~fJ~

~econd or son"letimes a third ch~nce to remain also explained that our program ,,,'as not a stan- i~~t I

m our program (and. thus l"lOt mcarcerated or dard outpatient program, but that the emire fam- '~i;1

ad'7anced to adult of tender status) ",7hen faced ily is involved and responsible for helping the ~5~tfF~i

",rith ne",' or, in son"le cases, existing charges, Fi- teen change, and that as his therapist, she ",'ould ..;~~{.

naIl)', coo:dinated involvement "'7itl: tl"le legal ha,'e daily com act ",'ith him. to m~nitor his prog- "~:;f~~

system glves us le,'erage to mohvate both ress. After an hour-long dlScusSlon among the i~,ii;i~

I
J

-,,;:Ji,'
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'"
~~;;r;i therapist, the pl1bl1c defender, the state s attor- conduct report m school, hlS clean urme screens,
~f ney, the PO, and the case manager, they agreed and his and his father's considerable effort in
-; with the therapist's recommendations and Jordan family the~apy. ~he therap~st told the judge, "J've
~ wasc-ourt-ordered to our program.- been workmg wrlh these klds for a long time and
Ii' The therapist reported that both Jordan and to see a kid change his life so ml1ch in two
Iii; his father were very happy, indeed moved, fol- months, it's rare-we don't usually see that. Usu.:
I' lowing the hearing. They told their therapist that ally in the beginning, the kid's not doing really
~!" they would do whate\'er she asked of them, that well, and then V\'e V\'ork really hard to help them,
-they were willing to do whatever it took to keep but Jordan started off knowing that he had no .
I~' Jordan out of jail. .They trusted her implicitly chance if he didn't make this work, knou,ing that
tl after seeing how effecti,'ely she went to bat for his case was in the air, and he really made a deci-
I them. The therapist thus had great leverage with sion to work at this. J think when you have a kid
~~ both Jordan and his father, and they began to like this you have to show him that we see his
It address issues in therapy that they had never progress. So, at least until he goes to trial on this
~ discussed, including their past disappointments. case, I want to work with Jordan and I want to
~ in each other and their mutual desire to ha,'e a help him out." Again, the therapist was able tow,
j closer relationship. Jordan called his therapist sway the court's decision and Jordan was allowed
~: everyday (part of our protocol, which empha- togo home with an electronic monitor and to con-
~.. sizes daily focus and effort from each family tinue in the program until the trial for the most.
!. member) and started to make concrete changes, recent charge.
rl'.'~ such as attending school regularly and helping The therapist was able to show Jordan and his

around the house. Dad and Jordan were both father that by sticking together and talking to
~;~( pleased with the progress they were making, and each other, they V\'ere able to accomplish a lot.
il;- enjoyed the time they were spending together. She slipported Dad for hanging in there with
'~,i: The case went very smoothly until two months Jordan despite all the stress and trouble, and

into treatment, when Jordan was arrested for helped him not to lose hope. She pointed out that
a battery-and-assault charge against a security through all the difficult times, they had gotten to
guard at the train station. Jordan's father called know each other in a new way, had successfully
the therapist very upset, to tell her about the inci- renegotiated their relationship, and that some-

r" dent, in which a security guard identified Jordan times hardships can bring families together.
:, as having hit him in the back of the head y.rith a Both Dad and Jordan became very V\'orried before

:' wea!-")on. The therapist tried to comfort Jordan's the next commitment hearing, when the court au-
;..~; father, who was despondent, and promised to be thorities would review Jordan's placement in
I at court the next morning with him. When she light of his current charge. The therapist instilled
':', arrived at court, Jordan's friend~ explained the hope and helped them to turn t~each other for

stOI:Y and assured her that he had had nothing to support.
do with it, \1hich was corroborated by other wit- When Jordan's case was revieV\'ed, the thera-
nesses and] by Jordan. When the proceedings pist was able to convince the judge to let him re-

I

started, the state's attorney stated that Jordan main in olir program until the trial. Following
should be direct-filed, that he had been given a the hearing, the therapist was extremely grateful
chance to do therapy and that it had failed. Jor- to the judge and personally thanked him for
dan's therapist interrupted,. once again fighting his faith in the program and in Jordan. Because
for his case. She first questioned the validity of Jordan's case had been assigned to the judge's
the current charge given that nothing had been drug court and the therapist had been seeing
proven in col1rt. Second, she made a thorough re- him at weekly case review meetings, they had de-
port to the judge concerning Jordan's significant veloped a very productive working relationship.
progress during the past two months in therapy, The judge e,'en began to seek the therapist's
including his perfect attendance record and opinion on other cases that weren't being seen in

a..;

lgomez
Rectangle

lgomez
Rectangle

lgomez
Rectangle

lgomez
Rectangle

lgomez
Rectangle

lgomez
Rectangle

lgomez
Text Box
29



, 1!!8, - - ::~';J!ltl~
-m ,:-"-'f,"~"V:~

':~,'1{~Zf~~~:i
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;':~:ff~41(
our program. The judge respected and sought the materials. In attem}/ting to gain access to the .dtl~~~;:

therapist's opinio1"l not only because of the obvi- adolescent's ,,-7orld, the therapist emplO)7s cer-~.;ij--i

ous comn.1itme1"lt a1"ld persona1 i1"lvestmel"lt ~1~e had tain materials as props or aids to in\70lvement~ :,::t~1~'. ,

in ou~ teens, but because he could see pos1nve,re- Psycl.1oeducational \7ideos, popular films, music, !:.;{i~1,~.,.

suIts 11"\ the adolescents and parents. All th,erap1sts and written or Internet materials are used to fa- ;,,};~~,,:j! .

~r~ taught this lesson in their ~D,FT training: but cilitate discussion of the teen's personal experi- '~'.~1~~:'!

1t 1S P owerful \,,'he1"l the)7 see rt hrsthand ""lth a D . t] f . t t f th th "\'i;c;',1;,~~,
...ences. urmC7 .1e us s acre 0 erapy, e use :::J;'~i:~.\!!:~.,.

case. Therapeunc resu1ts are very mfluennal. .~ 0 ..~~;~l~WJj' ,

0 1 1 1 1 h . t fl t d of mulhmedla resources asslsts the thera p lst ..;,!i",~~..~
1"1 a persona e\7e, t."le t erap1s re ec e. .., ...:~;~~~~~~~

th t th . h d f d . t n m broachm ocr sensltl\1e tO p 1CS wlth adolescents "'i""""'"i',!!E'!I"'.. a e exper1ence a a pro oun lmpac a ' :.'~~;~~:,~

Jordan, She believed that whe1"l he faced the \7er)7 gene~a:mg mterest m :herapeuhc 1ssues, ~nd,,:.;j1~f'9l\",.

rea1 prospect of going to adult jail, he sa",' that it ?rOV1~mg a nonthr~atemng atm.o~~here for talk-;,!:;;iil'~: ~ .

",7asn't a joke and that that might ha\7e bee1"l it for mg wlth the theraplst about theIr h\1es. Once the;,;;jJi:.~~J!;~

him. Hearing the state's attorne)' describe him as therapy progresses, and the adolescent-therapist:,;;~;!~1~;j~

a "dan oO"er to societ )'" ""oke him up to how people relationship is stronger, these materials hel p :;:1:ii~'l1~¥,I1,'..,iI~'" ,
~a"" him, \",'hiCh was quite. diff~rent from his t~ens express tl,emsel\1es. in a creative, produc-f~~'~~~;

1m age of hlmself. For the fust lime, he under- h\1e manner. The theraplst encourages adoles-~~':;';~~7~m~~:i! ;

stood that he was giving his life over to the d~ugs cents to bring in tl,eir 0\,-7n music or to identif)r~t;:{1Ii;~

and the street~, an~ ~hat he had no ,power In. a mo\1ies they like in order. to d~scuss their per- ':~t~i~~r~1

courtroom. or In a jall. He saw very clearly In sonal meanil,g. TIle mulhmedla resources be-':;$(}I~~:I;

those ~."Iearmgs. that the. anI)' person ",'ho could come catal)1sts for emotional exploration an4j::!~}!~-

help hlm "'7as hlS theraplst, and e\'en she could do . 11 f . l . t t f d ;";iif';~~~&~
..expresslon as \,-7e as acll a ors 0 lSCUSS10l};~;~i:[;V;i'i;ir,~

0].11)' so much 1f he contmued the wa)' he ,,,'as .0" ., ~.':r)T~~i~~jl~*~i '

. At th t . h t t d t t b tt regardmo tIle medlum s content. "..', O""':L,t~
!gomg. e same lme, e s ar e a ",'an e er .., "..:;:~:,\~l'!'ifJ.~.'

thino-s for himself and to see that his life could be MDFT theraplsts use a varlety of vldeotap~,~:;~"j~~:;~. ~

diffe~ent. Before he got back i1"l school and recon- materials during treatment's beginning stage~~~::,~f-~1

nected with his father, he felt that he had no fu- both to generate discussion about different tOP1C{~;§~~~~..

ture, th~t nothil."lg. matte.red. Then he starte~ to ar~a~ (e.~., dru~ involvement, consequences fo~:~7r~_~"

d~ ~ell m scho04 and h]s father came ba.ck mto crll1,mal behavlor!, and ~o encourage adoles-;:;;~',r~Ji

hlS hfe, cam.e to court, and fo~ght for hln: a~."Id cents to share theu eX}/er1ences re~e\1ant t~ th~~41f~t~'1

S~l-'l-.,~rted hlm. Jorda~ no"'7 be11~\7ed t.hat hlS l:fe films. ~ number of psych.oedu.cahonal vldeo~r~;~f~~~

dldn t ha~e to keep gomg ~ow~l~l. His theraplst are ~vallable that target hlgh-ns..k .adoles~ent~i:;'~~1i~~'w-1

reflects, He started to thmk, It s not that bad. rangmg from )'0ung adults descnbmg theIr ex-;:;~{,tJl;~j~

People believe in me. Ma)'be there's a chance, periences in prison to teens shariJ1cr their pasi~~:,i~i%¥f~~~

maybe I do ~a\7e ~ope, I. can't ~elieve the ju~~e let drug use experiences and ensuing ~sequences~\\i.~

me g o, I can t bel]eve a J ud g e d1d that for me. You. t d t .1 ( St .7 t 'r Ik 5 b t .1ce :""'\';:;;;""'J:"~P
m crrea e al e.O"., 1'QZg/1. ia ; u s al ;,';.~~!~~~~~

know, those are the words he uses. Jordan started
b 0 1. 1 1 H 0

11 5 . Ad .' tr t .';i~,:"~&{l~\~" j

..' .A use J.\ enta ea t .1 ervlces mm1s a 10n;9:~~";J,~ ,~

to bel1e\7e lrl hlmself ",'hen he saw that other peo- 'j:;;~I:?7;~;~~

p1e bell ' e\ 7ed 1. 1 " hl . m " [SAMHSA], 1993). Adolescents tend to tune outJ~:E:~~~~ I~; , . d ..""'i;:'-:Oi'- ,

il1formation P resented as a lecture or percei,'e ;;:lj~t~i;~1i~,.~
~~~ "~~~~'1~\\ '"
"'~"",,,;ciA"~ ",

to be urelevant to theIr 0"'7n lue, but the)' are::~;~Wi~W~",t~ :

lJ\o1TEGRATlNG MEDIA MATERIALS TO captivated by characters who are sincere and re-,;;;,~;~~;;~.,:~:

REACH ADOLESCENTS D'J MDFT alistic. Therapists also use t/opular mo,;ies to fa':-.~~:~¥i~~

cilitate discussions in the1~ap)1, a procedure that:~:~;:f4~~J1~
":"..,,.,;,,~

Integrative aspects of the MDFT model are ex- has gained increasing support in recent years:;:;i;l;~tl!t}f-

em}/lified in direct interventions ,,-7ith systems (e.g., Hesle)1 & Hesley, 1998). ;f,~~~~!fJ

s~ch as the school or court, as "'7ell as les~ trad.i- ~herapi,st~ also encourag~ adolescents to share~i,~:~~f~~~~!

honal llleans such as the use of mulhmed1a tl,eu mUS1C ill tl,era1./ ) 1, as lm p ortant as p ects of ,::;:;:)(t,,{~~:J~
r ' ._."~."'.I

;~iJS~- " :';c.,'c',""-'

I".~"":~;~;:!:;
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An adolescent's choice in music, adolescent, including v,lriting or journaling; the~~{'~~;~ 
and the discussion that may accompany review- use of teen-centered books, magazines, or Web.1~tq~.' 
ing the lyrics, can be intensely personal, Music sites; and audio- or videotaping, Therapists en-~i1~ 
provides another v,lindov,l into the teen's psy~---courage adolescents to tell their story in any

~'S1rw chosocial world, as illustrated in the follov,ling medi1.1m that is comfortable for them; this sto-
~~!~'!1l,,;t;, , "
.~!~i vignette, rytelhng can be facil1tated b)l reading or hear-~..~;~: 

, ing about the experiences of other teens, We;\11 
Frank was 14 when hI,S b~o~her .vas r~ferred ~or help the adolescent to access clinically relevant~;,~ 
drug treatment, In IndIVIdual seSSIons WIth res

ources thro o-h th I t tA N t '
I~"'~~\~, ,. ,~u" e n erne, a 10na~~.~!;,!;i~ 

Frank, the therapIst notIced that Frank had dIf- p bl ' R d ' ., 1 d " T D '"~!it ,. , U 1C :\.a 10 serIeS enht e eenage lar1es ',~~\~ 

ficulty, as many te.ens do, wIth the h'adltIonal, '. , ,r.* 
face-to~face therap)l session, "'Then he and the (R1chman, 2000) has been u~eful: Clmlc1a~s en-!I~tl: 
ther~pist were enga~ed in another activity (e,g" co~r:ge t~e1"lS to record theu daily expene~ces~~:;; 
plaYIng a game, eatIng lunch), he became much usm" a d1ary f?rmat, and we use thes.e devIcesiliffJx:' 
more talkative and comfortable, One week, Frank to explore tl"leIr thoughts aI"ld experIences in-~: 
was suspended from school and spent consider~ sessions, Therapists also use \lideotaping with.$%!- 
able time at the therapist's office, He asked if he adolescents, encouraging them to tell their sto--~ 
could bring in some fa,'orite CDs, and he and the ries as if they were a TV producer presenting a-~} 
therapist printed out the lyrics from an Internet documentary of their own life, The)l watch the.~' 
site, They listened to a few songs, then began tape together, with the teen providing commen~~, 
tal~il"lg about t~~ songs in particular, bot~ of tary and adding more details,ff~~~ 
~hlch, ha,~ a spmtual theme, One. was entItled These materials and resources, when inte-

:sI1~..i;( Damlen (?MX, f1998), an.d descnbe~ so~e, of grated in a nonpressured but clinically focused

,,~" the temptatIons 0 street hfe. Frank IdentIfIed "~'ri!~ 
' h h bh f 1 ' . f manner, create a dIfferent kInd of atmosphere

~Bt WIt t e song ecause e e t It was a pIcture 0 ,~:
h ' l 'f h. h h d .b d " h II. h " Th m therap)l, parallel to the effect of pla)l therapyI",~: IS OWI"l 1 e, w IC e escn e as e IS, e ,. .~i 
next song on the album, "Prayer" (DMX, 1998), wIth )10ung;r children, ~hese technIques re~uceI~~ 
talked about the rapper's conflicting pulls be~ adolescents .self-consc1ousness and anx1~ty,~: 
tween right and wro~g and his confusion about tl"lereby openIng them to new ,,",lays of sham"lgt~ 
V\'hich path to folIoV-:, This song captivated Frank, their story, We are clear that no progress can beI 
who experienced ambivalence about religion and made, indeed, no treatment can even occur un~I~ 
faith, Though his parents encouraged him to seek less the window to the adolescent's life is~ 
spiritual answers to his problems, he struggled opened. The therapist's myriad activities, all

~t with his religious beliefs and felt unsure about the carried out in the ,context of the strong therapeu-
~~;'.. co~cept of God" He also ha~ diffi~ulty seeing the tic relationship, facilitate the opening of this~:, 

pOInt of followl~g the straIght~and-narrow p,ath, window.~~ 
because he fTlt hIS past efforts had gone unnotIced~~. 
and unrewafded by his family. Some of the song's~ 
lyrics desciibed his ambivalence. Focusing on

HIVI IDS Pff!'!, th bl d F _1, 1 ' f 1.: ., A REVENTION(,;i, em ena e ralLl\.to can y lUS experIences In a~ 
less threatening way, By discussing these songs in INTERVENnONS IN MDFT

t detail, the therapeutic conversation addressed ma-f~ 
terial that the adolescent had not shared before, Altl"lough MDFT is primarily focused on elimi-~ 
As the therapist described it, the music provided a nation ot reduction of drug use, integration of~ 
window into the adolescent's world, HIV IAIDS prevention has become necessary in

~; virtually any therapeutic approach with high~t 
MDFT therapists also experiment with a va- risk adolescents, Furthermore, MDFT aims to

~ riet)l of creative and expressive outlets for the promote the adolescent's healthy development,P'1
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~~tl
in all domains of functioniI"tg, including sexual adolescent. Although our adolescents have ~~I
relationships and behavior. Adolescents are en- groV\7n up \"Iith the specter of AIDS, the)7 still :;:~
couraged to take responsibility for their sexual may demonstrate a tendency to feel invincible !;:~~

""-,~,,practices, paroticularl)7 in terms of protecting and to behave impulsivel)7. Therapists conceptu- (i~~
themsel'7es from contracting HI\7 and other alize the focus on the adolescents' sexual prac- :::~f~
sexually tran~mitted diseases. Earl)7 and risky ~ices ~s part of a movement toward healt~, gUil
sexual beha\710rS are con1In.on among adoles- mcludmg movement toward respect for self In :;~~~
cents \'lTith beha'7ioral problems, and teen drug l10th bod)7 and mind. A key com}-10nent of the ;(:t~1
abusers appear to be particularl)7 at risk (De as- MDFT model is assisting the adolescent to move j~1
Nesmith, Brad)', White, & Campbell, 1999). Our to\'I7ard maturity, including an understanding !:i;~1
interventions addressing sexual behavior are and acceptance of the responsibility for self-care. ;:1~

J,jf,."..deli\'ered in a structured, educative maru"ler The message tl"lat }-")art of growing up is takiI"lg re- :f~J
tlLl.ough tl"le use of an HIV pre\7ention \'Irork- sponsibilit)7 for one's health and life is COJ.1SisteI"lt '~~J~
shop, and in a less structured manner during Vl7ith our stance regardiJ.1g drug use. The infor- ~;I
the therapist's sessions "I7ith the adolescent and mation learned during HIV workshops is cycled {t~

".""""parents. CoI"lsistent \'Irith our formulation about back through indi'7idual therapy sessions. Thera- .::,~~
,.,~how to reach teens, all content is presented in a pjsts reinforce and role-play how teens will put j:1pI

rele\7ant, stimulating "I7a)' that blends state-of- their ne"I7 knowledge to use in neVl7 or difficult j-~~:!!
the-scien~e I:IIV pre'7ention methods with core ~ituations. O\7erall, the most,im}-")ortant em~has~s :i;1
MDFT prmclples. IJ1 terms of the adolescents sexual behavIor IS lJf4!i

In ac~ordance \'I7ith this collab~rati'7e, ec~l~gi- that it is an is~ue of lif~ aJ.1d death, as is drug use. .t:jl
call)' orl:nted approach of drawmg on ~xlstmg As one therapIst explaIns: };*1
con.1lnurnt)' resources, "Ire offer the educatIve por- ~~~

:,0$tion of the adolescent HIV prevention module in With the drugs, you Saj7 to the kid, "This is about ::~~I
cooperation V\7ith an existing conm1unity pro- the trajectory of your life, because j70ur life is 'f1f1
gram. The educational material presented is ap- falling apart in so many areas." Or when you go ,~*~~
propriat~ for the .adolescents' developmental le'7el t? co~rt: you say to the.m, "~his is about yo~r ~i
and consIstent "I71th the MDFT approach (e.g., fos- hfe. ):ou ve got to take thlS senously because thiS ~~~
teriJ.1g psychological and relationship compe- gets to the outcome ?f your life." S~metimes :hej7 11tl
tence). \Norkshops facilitated by peer leaders ha'7e get that ,and sometImes th~j7 don t. ~omehmes ~;~I
l1een beneficial, and adolescents ha'7e become as- they can t see how those pieces all ~lt together .;:itli
. t t I d th ' I 7 ( .th th 0 t . t-and \,,7hat the long-range outcomes might be. But i;;[f"SSIS an ea ers emse \ es WI erapIs sma

1 lk 1 b --~AIDS AIDS i,:.~1 ",7 .1en you ta to t .1em a out sex a=, ;!,~
tendance). TopJCS of thIS educatIonal COmpOJient o. f .t h d th O b t ...!~ 0 ..o. \7 is so in your ace, 1 as ma e every mg a ou l~f~
mclude STDs~ basIc mfol man on about HI/AIDS, life and death for these kids. Here's an area v.7here .'?;fifi
decision-ma~ing skills regarding sexual beha'7ior, I can 0"0 to them and say, "This is life or death," j~~1
conm.1unication skills, discussion of intimacy and a11d t]~ey know I'm not kidding. If I say that to an k;1fJ
relationships, peer .pressure,. and te~hniques for adolescent about the drug use, they might think :1
safer sex. The seSSIons are mteracnve and fun, I'm being dramatic. But ",rith HI\' IAIDS, ",7hen I "[I
keeping youth engaged in the education aJ.1d skill- develop the life and death possibility ",'ith them, ,11

"."'~.building process. Outreach activities, including they kno"Ir it's true: ,"Thi~ is life or deat~. Use ~~II
making presentations about safe sex to other these condon.1S or you re gOing to get AIDS. )i'l
teens, are provided for adolescents \'I71"l0 are at a 1t1
more advanced stage of understanding about This t)'pe of realistic urgency tends to grab ado- t~
HIV I AIDS issues. lescents' attention. This "I70rk is linked to other :Q.~

MDFT tl"lerapists also address HI\!IAIDS aspects of the adolescent's move to",rard health O::~
preventiOI"l in indi\'idual sessions V\7ith the and self-care, iJicluding a focus on drug use and ~
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~'~ 
its conseqtlences. This HIV prevention module rather than the dishonesty characteristic of

~; attends specifically to the teen's sexual behavior drug abusers. This shift is a,lso significant be-!; 

but is organized within the guiding therapeutic cause it sets the stage for honest colTl1nunicationtc.,,-," 
plan, which in"olves the systematic exploration with parents and others. When adolescents havef 
of personally meaningful life themes. Therapists a clean urinalysisl it can pa,'e the way for ado-

r orchestrate groupi individual, and family ses- lescents and parents to begin to communicate, 
sions abotlt high-risk behaviors and sexuality in differently, Parents may rediscover hope and

r a coherent way to facilitate a movement toward a belie"e that their lives may begin to be less dis-; 
healthier lifestyle. This represents another as- rupted by drug use and its consequences. With

;. pect of integration in .MDFT. Coordination of the therapist's helpi family agreements about ,~: 

these multiple I interdependent components takes restrictions and pri,'ileges, as ""ell as shifts in I;
thouo-htfulness and skill. emotional interactionsl can occur. The follow- ,j0 j

ing vignette illustrates the use of drug screens ~
..~m session: 1

THE USE OF DRUG SCREENS IN MDFT f

Jeff is a teen who, due to charges unrelated to ~
Some first-generation family therapy models drug use, Y;'as confined to his house after 6:00 ~
traditionally minimized the importance of drug P.M. unless in the company of one of his parents. ~
use and .other symptom~, fo~u~ing primarily on Major th.em~s of family therapy wer: trust and 1
the famlly patterns mamtalrung them. MDFT commurucahon between Jeff and h1S parents. ~~
focuses on drug use itself as an indicator of During a family session in the home, Jeff's thera- ~J
functioning and therapeutic progress. In re- pist worked with the triad on communication, j~!
sponse to the challenge to gain direct access to but Jeff became ~ull:n and ~efused to speak. He t~
critical aspects of the youth's life, we have inte- then burst o~t angrIly at his mother, .upset b~- ~

t d th d d b d 1 f cause she bel1eved he had been smokmg marl- '~~ gra e a llie 0 use y ru 0- counse ors or ; (
...o. juana tILe day before and obviously didn't trust ;,decades. the use of urmalY$ls screeliS m therapy h '

J ff ' h 1 . d th t h t d h ."

...1m. e s mot er rep 1e a s e suspec e 1S ~i'

SeSSiOnS. The nrst m0dels that mteo-orated fam- b h ' d h Is d .
tt d ~

..use ecause 1S eyes were re ; sea 0 a m1 e ji

lly therapy and a systematic focus on drug that she had little motivation to trust him after '11
abuse were developed by Stantoli and Todd years of lies and disappointments. The tlierapist 1]
(1982) and Kaumian (1986). In our work, results worked with mother and son on the affective i,:
from weekly urinalyses are shared openly with level, then used the urinalysis as a way to reestab- :;1
both the adolescent alid the family, creating lish trust. She suggested that Jeff take the test to II;
an atmospliere of opeliness and honesty about demonstrate that he hadn't been ~ng drugs. In ~':

drug use from the beginning of therapy. Uri- this wa)', Jeff's therapist communicated to him j').
nalysis serves as an index for the adolescent. A that she believed him and wanted to help him to {'i
Ilclean urine/'j',CTives adolescents a sense of gain his parents' trust. She also helped his par- fj
agency over th~ir drug problem, whereas a ents to establis~ ~~ceptable guidel~n~s for Jeff's I"jI'd . t ." ff t . d f t .afterschool achV1ues. The theraplst. supported j

1T Y urIne 0 ers concre e eVl ence 0 con m- ,

, bl his parents in establishing guidelines and need- i~1
umo- pro ems. ...ij0 mg to know If Jeff was usmg. When Jeff returned

The MDFT tliera pist, as a Part of tILe ono-ooino-o dth ' l . t. I . oth.'" .an e urma YS1S was nega 1ve, ilS m er
trustIng relahonslilp with the teenl w1l1 often kissed him on the cheek and expressed her relief.
sa)'1 I'SO, tell me "'That it's going to be" prior to that lie was clean, Jeff's therapist also showed
conducting the screen. Tliis interaction is sig- her pride in liim for what he had accomplished, I~

nificant, offering adolescelits a chance to be and the family was able to move forward and fi- 1!
honest about tlieir drug use. It facilitates a re- nalize the guidelines for his afterschool activi- i:

lationsliip based on operuiess and integrity ties. Using the urinalysis in this family session I;
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;{~~
circumvented the negativity that had begun at problems, and see abstinence as equivalent to a ;:'i~

the outset and facilitated trust and agreement. re~um t~ a "norn:al" life for thems~l\Tes. A clean :1

u.Ilnalysls resuscItates hope and relIeves some of !it~WI

\"Then the adolescent does not want to com- the intense fear surrounding drug use. Parents ;,~~

plete the drug test, jt ma)T be a sign that he or frequently "'1ant the problem "fixed," and thera- ;:~

she has ~een :using. The therapi~t may a,~k, :'Are pists help them to U11de;stand that gi\1en the n~- ;:1tl

)TOU afraId of Vl1hat the results mIght be? With a ture of the adolesce~t s problell1S, reCO\1ery IS ':i~*~

dirt)T urinal)Tsis, the therapist Vl1ill discuss the usuall)T a roller coaster ride, not a plateau lead- :;fl~1

COIl.Sequences f~om. a nonpul~iti\Te frame"'10rk: ing to a steady incline of }")ositi\1e beha\1ior. ;.f~~t'

"\"That we're doIng Isn't ",10rkmg and we're not When an adolescent has been clean for some ~:~~

helping )TOU enough. What needs to be put in time and then relapses, parents' hopelessness :'(j~

}")lace to a,Toid continued use?" This process be- increases; the)1 ",10rr)T that history ",1ill repeat it- ~~j,~-

gill.S b)T eliciting the critical details ~f t~e social self endles:ly. The therapist's ",10rk is to s~ift ':~I

context of use, as ",1ell as the teen s mtraper- the pa:ents fear to a de\1elopmental perspectIve ~~::£.

sonal fUllctioning prior to and after drug use. of thelI- adolescent, Vl1here the)1 understand that i:N~

Important questions are asked, such as ",rhat the teen has several areas of impairment that ,~t~!~1

hap}")ened; Vl1hen did the teen use; Vl1hat time need attention. The family can then be helped ~,iltfi

and place; ho",1 ll1uch and Vl1hat did the teen use; to use the crisis to reneVl1 and redirect their ;,:~~I
",:",,~,hOVl1 many times; what were his or her thoughts ",10rk m therap3T. The follo",1mg vlgIlette Illus- ;;i::;~'

and feelings before, during, and after using; crates this process: J~{;t}J

",1hich friends Vl1ere present; and, most impor- ..:~1til

tant, hoVlT could the use have been pre\1ented. Ray had been doIng ",'ell In therap)1 and had ~een ;t~~mi

These details help the therapist determine in- cl~an for. sever.a~ months ",r~en he cam.e ~~ wIth a :J~~!~
t . f f t . Tl tr urmalysls pOSItIve for marIJuana. He 1TutIall)1 de- ';';'1i~~

ter\1en Ion areas or u ure sessIons. 1e s uc- :.j:;?\i!l1:1
b . 1 . I d rued US11lg, telhng h1S therap1st that he came up ".Ii',~"'"

ture to e put m p ace may mc u e greater ...~::i;""~

...pOS1tI\1e because he ,,,'as m a car "'1here sonleone :~"s.i~i-~
p~:ental. supe.rvlsI~n. ~nd .less. free time. or e\1eI~ else "'1as smoking pot. Ra)1's therapi~t took.a non~ fJ'j~\'

bI Ief resIdentIal stabIl1zatlon 1f the use IS reach blaming stallce and offered to test hIm agaIn sev- ;),;i~.Jf:fj

ing dallgerous le\1els. Using screens Vlrith a teen eral da)15 later, at ",1hich point he gave another f~~

in strong denial is a powerful tool. It provides positi,'e urine. The tllerapist used this as an op- ij:Wt~

concrete Co-rounds for discussing restrictions p ortunitv to discuss the conce p t of rela pse 'IVith ;(;!~.
) "'~'f,,;,Ojj1:

and }")romoting the adolescent's U11derstanding Ra)1, his triggers for using, and the need to Vl10rk '~t1~~

of the consequences of use. .e'1en harder to help him contil1ue to.:ecover. Given :~I~~1

The MDFT therapist Vlrill offer adolescents this positive fran1e, Ra)1 ,,,'as able to-:a-dmit to USil1g, :~~tl

the opportu~it)1 to tell their parents thell1Se:ves to. ask ~or hell-', ,and t~ share th~ ~etails ~f ~iS use :;l:jl

that the)T ha\ie used drugs and produced a duty ",11th h1S therap1st. Thls.n011puruh'Te, reaht) ba.sed ;i;:¥i[!i'i~

urine test. II~ keeping ",1ith the agreement made r~sl-'onse b~ the theral-,:st en.able~ Ra)1. to beg1~ a !'!1j};PJ
1 . tl tl t t t t f dlfferellt kInd of relatIonsll1p Vl11th hIS therap1st .!~:\t~1if"

ear y m 1erap)T 1a secre s are no a par 0 re-
b h :~)'ri!l~

.'.' h and deepened the trust et""een t em. ';'.tl!'i~

CO\1eIY, the adolescent IS rell1mded that t e par- R ' h . h ff d h . h t "i!i~
,a)1 s t eraplst t en 0 ere 1m t e °pl-,or u- iit;4~jit~

ents wIll be told the urmal)1SIS results, and that . t t t 11 h . n oth r abo t hl . S elapse and l"e !:~t~;ti! ru)' 0 e 15 1 e u r " '(i/"""'"

this is an opportunity to be hollest ",1ith them. ao-reed t~ do so. With encourao-ement from his ~;it1',]

When adolescents choose to tell their parents therapist to be honest and take r:sponsibilit)1, Ray ;i~1I

that the test ",1as dirt)1, this honesty paves the told his mother, "I came out dirty," and he began .~~~;~~

wa)1 for a new relationship \"Tith the parents and cr)1ing. His mother sighed but remained quiet. ~{:wl
" "'i"'~'

Vl1ith then1Sel\Tes. Parents are frequently focused The therapist then helped both Ray and his :i;Y;~

on drugs as the only cause of their adolescent's mother to talk through the event in a positive "'1a)1. ~::,;1~i

':iifl
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MOM: I had thought you weren't doing any- able to be a young man with his mom, not a littlef;"~\ 
thing anymore. boy, and understood that this would meanI~~!: 

RAy: I didn't Vv'ant anyone in the famil)7 to "telling the tr1.1th like a man." To help Ray under-r~];:-~ 
knoVl7. You know, everybody thinks I'm doing stand how his mother was feeling, the therapist

~if good. Everybody, even Aunt Jackie. So in asked Ray's mother to share hov.' angry and hurt111;: 
tru.ee weeks, they're gonna give me another she felt when she knew he was lying to ~er, ~ut

(Iw drug test. To come out clean it takes three that she was also scared that she w~s loSIng hl~
r~~f weeks to get. 01.1t of my system. to the drugs. Th,rough conversations on thlS~;;

M v 11 h t t t t k ' theme, the theraplst helped Ray's mother reaf-f$~);:~' 
OM: J.ou rea y ave 0 wan 0 s op smo mg., 'U,\(\'. ...flrm her love for hlm. Together, Ray and his~~i'" 

RAY. I know. I dId. I was three months Vl7Ithout the tl ht f f h. ~",*,j'~t\(. mo r 1oug 0 new ways or 1m to stay~1\i" 

smokIng. Troee whole months. soberaI1d learn from the S ' t t. I .!t.r'~~:, "". 1 ua lon. n wrappIng\~~¥..;.. 
THERAPIST: Let me ask you thIS, Ray. When up the session, the therapist and Ray's mother-)J; 

you Vl7ere telling your mom, were you crying agreed to spend some time in individual sessions
.~;j a little ~it? (Ray nods yes.) Why? What were to focus on managing her frustrations. In this
~1i you crYIng about? way, both Ray and his mother committed to mak-.~. 

RAy: (Cryin~.) 'Cause ~ know she, like right ing changes in their communication and coping
!f~ff;.I,~,' n ow She Sald I was do ln O' O'ood styles.o!J;~;J;'i' 01;> .i~~i: 

THERAPIST: So what are you feeling? Why are-~ 
you crying about that? Use of the urinalysis in session can be signifi-_I~' 

RAy: 'Cause I was doing good. cant in the life of the teen and the parents. It1'JEi?'~ 
..~~flf THERAPIST: Okay, so why are you crying? allows for new and honest Interactions, emo-r~~;:, 

RAy: 'Cause now I know she don't trust me. tional reconnections, trust building, and a focusII) 
5he, don't know if I'm gonna smoke again, on the syste:T1 as a whole to deal with continu.ed~~ 
(5mf£s.) Then I don't blame her 'cause she use. TherapIsts use the results of drug tests wIth

I~!\t;fll1; don't knoVl7. I don't even know. parents an~ teens in a way. th~t. builds toVl7ard
::1~f THERAPIST: Okay, okay. 50 you made a really the overall Improvement of mdIvldual and fam-~,~ 

good point. Andrso she can't trust )7~U and ~ly func:ionin~ andextrafan:ilial relationships,
II you don't e'7eR~now yourself. Is that nght? m keepIng wIth our ecologIcal-developmental.l! 

RAy: Yeah, I don t even know. I know I don't focus.tl' 

want to s~okeagain. That's why I'm hangingI~, 
a~ound thl~ guy that ~oesn't smoke. And he's~",' 
lice. I. ..like, help hIm a lot. He don't smoke INTEGRATING PSYCHIATRICli~ 
so I know that he won't tempt me to smoke. .I INTERVENTIONS IN MDFT -3fa 
just, I don't know. ..iL like, another girl willIJ' 
come arou~d and make me smoke again. In addition to extensive drug use and the conse-~~[ 

THERAPIST: Okay, well let's go back to just quences of this use, the majority of clinically~t~~: 
Vl7hat you're feeling right now. What is mak- referred adolescent dr1.1g abusers exhibit comor-r*" 
ing )70U cry? I think you feel like you"7e let bid symptoms (Bukstein, 1995.). We seek psy-~., 
somebody do'-,7n. chiatric consultation and consider ps.)7chotropic~~: 

RAy: A lot of people. The whole family. n1edication with e'7ery case. As with other com-fl. 
ponents of MDFT, the therapist must ensure~J 

This opened the door to discuss the importance that medications are integrated into the adoles-~l: 
of honesty not only to Ray's recovery, but to hav- cent's overall treatment plan in a way that isf~ 
ing the kind of relationship Ray wanted to have consistent Vl7ith "MDFT theory and }1rinciples,f~~ 
v.lith his mother. Ray shared that he wanted to be and that they are based on a comprehensi'7e

"Jt~1!,'I:~
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~Ievaluation of the adolescent's fw"\.ctioning. ",7e distrustful of therapy in general, "'lork ',,'ith Jen- ::~~
i,,'ork in collaboration with child/adolescent nifer's father focused on helping him to under- ~~1

"c,I...psychiah"ists experienced with substance abuse stand the imJ-1act of his .intrapersonal and f:lt
and i"rho share our clinical cruidelines of close inter}1ersonal problems on h1S daughter's func- "'~i!:
monitorincr and intecrration ~f medication into tioning, and ho",' his depression conu.ibuted to ;;;"li
the com :Jr~hensive tr~atn"\.ent plan. The psychia- de~icits in paren~ing, O\:er time, as. the therapist \;~f

..f t d . t t b f bullt a strO1"lg all1ance VI'lth the fam11y, the father ;;~
tr1St 15 mtegra e as an 1mpor an mem er 0 , " '~~;
1 1 . d k 1 1 . th gradually began to trust her 0}1m10n. "'llth con- (~~

t"\.e t "\.era peut1c team an ""ror S c ose y WI, ..:.:,:,~'iU~
..hnued progress m therap)1 and clear In"lprove- :i~~the t.herap1st, the ~dolescent, and the. fa~"\.lly to n"lents in Je1"lnifer's behavior and family 5t~

morntor the effectIveness of the n"\.edlcatIon for relatio1"lships, Jennifer's father began to trust?! ?
each teen. Medications are used to improve that tl"lerapy could VI'ork not OI"lly for his daughter ~~t1~
teens' functioning so that they are more recep- and the family, but also for himself. He agreed to :Mjmt
tii1e and responsiv.e to the MDFT interi1ention.s. ~ee~ ~sychiau.ic treatm~nt and devot~d ti1:ne to ~f~

Adolescents wIth symptoms of comorbld md1v1dual therapy sess1ons to deal VI'lth h1S de- ;~~J:
disorders recei\1e a com}1I;"ehensive psychiatric pressio~. He began. taking Wellbutrin,. and his ;\:~~
interviei"r and medication evaluation. Specific depreSS10n sloVl'1)1 luted. The father's In"lprove- i~
medication cruidelines and medication monitor- ment in functioning impac;ted his daugl"lter's ,i~~"i
ing }1roced:res for teens are developed by a VI,el!-being, .and. he also alloVl'ed JeI"lnif~r to begi1"l rJi"
team. Ps)1chiatrist and therapist discuss diag- takmg med1cahon for her own depress10n. ~~Nli

nostic impressions, medicatioJl.s prescribed, ;f;,~1;
and any obvious obstacles in implementing the !~;f~
n"\.edication plan. The therapist then revie",,'s :~tt~:

"'i'.Sthe psychiatrist's reco~m"\.endatio~s v:rith the M A J 0 R S Y N DR 0 ME S, I\~I
adolescent and the famlly, addressIng Issues of S Y M P TOM S, AND ~U;;;q

.,,00n"\.edj.cation compliance. Parents vary in their PRO B L EMS T REA TED :fj~: ,
opinions regarding.- their children's receiving ~I
n"\.ed~cat~on an~ in their co~"\.pliance ""'ith. the A~olescents targeted in Mr:FT are ~ultjply im- ~I
n"\.ed1catIon regImen. TherapIsts can sometImes paIred substance abusers W1th cll.romc problems ::~
elicit }iare~ts' assistance in n"\.onitoring the ado- in a range of f~~ction~l don"\.ains. The majority '~I
lescent's slde effects and symptonl.S. On occa- come from fam1l1es wIth substaJ"\.ce abuse and/ ;~
sion, parents may resist medicating their child, or mental health histories, family conflict, sig- ~~
as in the follo",,'ing example: ni.fj~ant life stres~, and fe",' res9#rces. Most d

chmcally relevant 1S the fact that adolescent sub- 1\'i
Jem:i~er wa~ 17 at intake ~o drug treatment and stance abuse is a heterogeJ"\.eous disorder ",,'ith i~
exll1b1ted s1veral depress1ve symptoms, such as important variations in u"ajectories and constel- t~
h)7l-1~rs?n-u:i!~, ;oss of appetite, d)7S~hOri~ mood, lations of p~o?le~l.S (~oi,,7e e.t al., 2001). The con- \I
and lr.nta.b111t). After a complete e\ alu~hon, ~he cept of equumaht)7 IS partIcularly rele\7ant for ~I

psych1atnst recoIlLmended that she begm takll"lg th th tr t th ths 1 d 1ii~1.e you i,,'e ea; ere are man)7 pa ea -~:!!~
Zoloft to allevlate tl"lese S)7mptoms. The teen's. cr cr .f{ I~'f h h . f } ' d mo to substaJ"\.ce abuse aJ"\.d a raJ"\.oe of nsk ,,'..,at er, oVl'ever, VI'as m reco"ery or "lIS oVl'n a-, 7 r;;:~~,
d ' t " d dh d t . tl t 1.1 h th t factors for adolescent Problem behav1or. '"e ap-"il.Vi!1C lon an a ere s nc y 0 a p"ll osop Y ~ ' T "". J~
"drugs are drugs." He was concerned that h1S preclate not onl) the mulhdlmensl0naht~ of. f~
daughter VI'ould replace her reliance on illicit substance abuse probleln5 but also the uruque l{fJi
drugs ",lith a dependency on psychotropics. The path each. adolescent and famil)T has takeJ"\. to ?~
father had depressive S)7mptoms but refused get to theIr current state. Most of these youth f~
to take medication himself and VI'as largely present '!,lith coexisting l-is>Tchiatric disorders, :ii

~,
,

c;

lgomez
Rectangle

lgomez
Text Box
36

lgomez
Rectangle



"~irj~;~I~l! 
Integrative Treatment Development 155

~~'","'"~?rii~fil~ 

creating a more complex clinical challenge than is important to obtain a complex picture of the~I~il 
either substance abtlSe or psychiatric problems range of problem behaviors of the teenager and,~~ 
alone do (Kaminer, 1999). Adolescent substance family, realizing that this presentation varies.t1f~t~ 
abusers with comorbid psychiatric disorders according to each individtIal case.III!' 
have earlier onset of substance. use, greater fre- The follo~ing .transcript. illustrates some of

~f~j quency 0: LIse, and mor: chr~ruc problems than the complexlt~ m,'olved m adolescent drLIg~t~~ 
those wIthOLIt comorbld dIsorders (Clark & abuse cases. ThIs case example demonstrates theSf;~i; 
Neighbors, 1996). multiple and interconnected problems mani-~~«~ 

Gi,'en the challenge of treating sLIbstance- fested with drug abuse, the influence of early-~~ 
abusing youth ",rith ;ml.utiple impairments, in- risk factors in the development of these prob-

~Im;.% cluding school failure, family dysfunction, lems, and the natural evolution of emotional, be-.; 
relat~o~ships wi:h ~nti~ocial, drug-using peers, havioral, a~d ~rug a~use problems over time.-;~ 
coexlstmgpsychlatrlc dIsorders, and other prob- The therapIst's mtentIonwas to help the adoles-~~~ 
l~ms, there is general agreement that in~erven- cent clarify and articulate his life experiences.~'i'.j;i,~;, 
tIons for these youth must be comprehensIve andli~.. 
integrated (Rounds-Bryant, Kristiansen, & Hub- THERAPIST: So, here's a little boy who's 7 years_i~~! 
bard,19.9~). Family~based approaches that target ol~, ~e doesn't speak English, he .comes to"~j;;%-' 
change m the multIple systems known to be as- thIs CIty, he doesn't kno",r what's gOIng on, he

~1~~fi! sociated with development and maintenance of meets both his parents-never met them be-
8ii~:' these problems are among the most effective fore-lives in a bLffich of different neighbor-.~~ 

tre~t~ents for adolescent sub:tance abusers hoods, goes to live :-vith strangers. Boy, that.1:: 
(WillIams & Chang, 2000). Family-based treat- was a ~ot. Do you thInk t~at ...How easy do

~1~~!}t~;; ments for adolescent drug abusers have not only you thInk that was for a lIttle 7-year-old boy?
~l1J"",, ~r~: been shown to reduce drug use, but have also ADOLESCENT: To me it was, it was like easierrfi:fii 

achieved reductions in comorbid psychiatric than it shoLud've been, becaLlse I didn't really" 
",,!ii'!!'"~'~;i~ 

symptoms (Ozecho",rski & Liddle, 2000). know, like, the mother and father routine. All
~.;.",~~ Adole~cent substance .abuse is a heteroge- I knew was, I was somewhere, and they saidpj~~ 

neous dIsor~er. ,I?rug-usmg teen~ present for "O~ go her~, oh go here." You. know what I'mIt;}' 
treatment wIth dIverse con.stellatIons of.prob- s~ymg, I dIdn't grow up wIth my. mom, I&~:~:: 
lerns. They may be engaged m more of a vIolence dIdn't get taLIght no lessons or nothIng. I see

W1I$;t: against others type of delinquent behavior than all these people living normal, and I'm, like,'~~J:: 
drug use, or might be extensively involved in man. ...j~f;'; 
drug use and engage in only intermittent delin- THERAPIST: What is the mother~d father rou--¥:: 
quent activities. Other substance-abusing ado- tine? What is that?

_i~,; .lescents exp;erience primarily internalizing ADOLESCENT: You know, like, you li,'e, you-~O;_. 
pro~lems such as depression o.r anxiety, and grow up with your mother and father, and_~f;; 
theIr substance use may be a COpIng response or they teach you right from wrong and the do'sI~~: 
ame~ns of "self-medicating" to deal with these and don'ts. You know, I didn't grow up likeit;:; 
emotIons (Bukstein, Brent, & Kaminer, 1989). that. They ain't ever teach me no right and~~~~~: 
Because most adolescents seen in clinical stud- wrong. All I know is when I did some bad, i,...~ .~~~~~: 
Ies ar~ multiply impaired and have more than catched a whuppin, and when I did some~~~ 
on~ dIagnosis, broad descriptive terms s~ch as goo.d, I kept it to myself. You know what I'm~~;.". 
delInquent or adolescent druCT abuser If not saYIn g?';$}!';,"" 

.0'It~: 
~~leading, certainly must be considered insuf- THERAPIST: Nobody ever told you when youfI~J: 
nclentl)' helpful for clinical work. Clinically, it did sometl:Iing good?11
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ADOLESCENT: NaJi... Nobody didn't care, I didn't really get me drUl1k back then. So I'd ~1
",Tas a little kid, I mean. ..drink and iliey'd say, "Oh, don't drink that" wi

THERAPIST: What about your aunt who died- and they'd take it av,Tay. And I'd be like, -11
she never told you that you did something "Why'd )10U take it from me?" fi
good? THERAPIST: 1\111\ hn"U'rt. And hov,T old v,lere you I

ADOLESCENT: No. She used to beat me ",Then I then? ~~
did some l1a? too. Yeah, but you kno",T that ADOLESCEl'-TT: I ",Tas like 8. :tl
was sort of like to help me out, because that &~i
was like teaching me right and "'Trong: "Don't MDFT theor)l emphasizes the interconnected tl
do that!" nature of adolescent problems. 'Frequently, prob- ~

THERAPIST: So tell me about the neighborhood lems v,Tith early adolescents ma)l start graduall)' ;fl
v,lhere you lived, v,That VIlas that like? and a}.1pear to be mi]d or transient, but they can ~t~

ADOLESCENT: Where I grev,T up, you know escalate ra}.1idly, }.1articularly v,Then events in- ti
v,That I'm saying, you see guns fil"e, and you \lol\'ing external systems initiate a cycle that ;~
see drug dealers. ..spirals out of control quickl)' (e.g., school expul- ~

THERAPIST: It was in the }."Jrojects. sion, arrests). In our conceptualization of cases, ~I
ADOLESCENT: Yeah. I remember when I VIlas a v,Te hone in on actual and potential escalatino- ¥;§

kid I used to be like, damI1, they did drug processes-events or impairments that am}"Jlif~ ,~I
dealing, )10U knov,T, v,rhoa, )'OU knov,T, that's other problems-and establish illilliediate change :)~~
real bad. ...But then I started doing that in these areas. This case and the others pre- :~1
",Then I v,ras like 12 )learS old. You know v,That sented in this chapter capture the multidimen- ~
I'm saying. So that had an influence on sionality of adolescent substance a11use and ~~
me. ...So I started, like, smoking cigarettes the need for an intensive,integrative,multisys- ~
and stuff, and smoking weed, ",Then I ",ras in temic inter\lention for these teens and their e~
like the fifth grade. I v,ras like 1.0 years old. families. '~1

THERAPIST: Hov,T'"d you get the v,reed? '~I
ADOLESCENT: I had a cousin, you know, v,rho i~

li,red in the Black part, and I lived in the M D F T 0 U T COM E AND ,~11
Chicopart...he'solderthanme.Hewaslike PROCESS RESEARCH ~~

'(~':i

13, and Iv,ras like 9. And all the }.1eople he'd ~f
hang ",rith ",ras older than him. And all them Results of three com}.Jleted randomized clinical i1
smoke v,Teed. And I was like, I ~lanted to be trials demonstrate the efficacy ~ MDFT with ~I
cool, so I started smoking ,.,reed, and I did11't drug-abusing adolescents. The first clinical trial .f~
used to te,ll nobody because I thought it VIlas of MDFT examined its efficacy in treating 144 ,~~
bad. And! I started smoking cigarettes too, substance-abusing adolescents in com}1arison to ;1
cause I used to alwa)ls see my mom smoking. tv,TO alternati\le treatments, adolescent group I
I used to pick up, like, the cigarette butts and therapy (AGT) and multifamily educational ${~

liil'
stuff, tr)ling to look cool,. )10U kno",T "'lhat I'm inter\lention (MFEI). AI] n"eatments pro'iided ;!t~
saying, and then get sick in the stomach. And '~Teekly office-11ased therapy lasting between ~
then I started smoking weed. No"'T I used to, five and six months. Adolescents in MDFT .1~
like, ",ra)l back, like ",rhen I ",Tas little, my step- sho"'Ted the most sigI1ificant impro\'ement in ~
mom, I used to, like, I be seeing them drink, drug use, grades, and obser\rations of fami]y ~~
and D1Y brother, he v,Tould sneak a beer. And functioning at discharge and up to the 12-month ~
he'd be like, "Oh let's sip some of this." I follow-up. For instance, 45% of MDFT )louth, 1t~
didn't knov,T ",rhat it "'Tas, glug glug, and it compared to 32% of )louth in AGT and 25% of [~~

,~

"~
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youth in MFEI, sho\..7ed clinical I)' significant stud)' was designed to adapt five promising ado-
reductions in their drug use at the 12-month lescent treatments for use in clinical practice,
follow-up. At that time, 76% of youth in MDFT and then to field-test their effectiveness in the
had passing grades in school (only 25% passing largest randomized experiment e\'er conductedat intake), com}">ared to 60% of adolescents with adolescent marijuana users seeking out- --

treated in AGT and 40% in MFEI. The results in- patient treatment. Preliminary results suggest
dicate an overall improvement among youth in that all fi\'e treatments (MDFT, motivational
all three treatments, with the greatest and most enl1.ancement/CBT, CBT, family' support net-
consistent improvement in drug use, family \A,'ork, and adolescent community reinforcement
functioning, and school functioning in MDFT approach) are more effective than current prac-
(Liddle et al., 2001). tice and that treatment gains were maintained

The second clinical trial examined the effi- at the 6-month follow-up (Denniset al., 2001).
cac)' of MDFT in comparison to individual ado- Specifically, youth in MDFT went from 4%
lescent treatment: cognitive-behavior therapy abstinent in the prior month at intake to 42% ab-
(CBT). This st1-1dy is noteworthy because it is stinent at the 6-month follow-1-1p, At the 6-
the first adolescent drug abuse study compar- month follO\A,7-1-1P assessment, 65% of youth in
ing family therapy to a cornn1.only practiced, MDFT reported no substance use disorder
state-of-the-art, empirically supported therapeu- symptoms in the prior month. Moreover, MDFT
tic modality- Participants in the study sample and the other CYT treatments cost less than both
were 224 juvenile-justice-in\'olved, dr1-1g-using the mean and median cost reported by clinic di-
adolescents randomly assigned to treatment. rectors of adolescent o1-1tpatient treatment.
Adolescent drug use and externalizing and in- MDFT principles were adapted in a con-
ternalizing symptomatology' were assessed at in- trolled prevention trial \A,7ith adolescents at high
take, discharge, and 6 and 12 months following risk for substance ab1-1Se and conduct disorder.
treatment termination. At the 12-month follow- A randomized study (N = 124) tested the postin-
up, 70%' of youth in MDFT were abstinent, com- tervention efficacy of an indicated, family-based
pared to 55% of youtl) in CBT. Using hierarchical prevention model, multidimensional family pre-
linear models, analY$es revealed that both treat- vention (MDFP; Hogue & Liddle, 1999) \A,7ith a
ments produced a significant decrease in drug sample of inner-city African American youth
1-1Se, externalizing problems, and internalizing (ages 11 to 14) living in high-risk neighborhoods
problems from intake to termination. H°':-.rever, and at~ending schools well below average in aca-
only MDFT was able to maintain the sympto- demics. Key risk and protective factors associ-
matic gain after termination of trea~ment. MDFT ated with the development of q!"ug use and
showed a significantly different slope from CBT, antisocial behavior were targeted in four do-
suggesting that youth who received family ther- mains: self-competence, family functioning,
apy continued! to evidence treatment improve- school involvement, and peer associations. Com-
ment after termination. The advantage of MDFT pared to a school-based intervention, partici-
in comparison to CBT, then, concerns its ability pants in MDFP showed gains in self-worth,
to retain its gains up to one year after termina- family cohesion, and bonding to school, and de-
tion(Liddle, in press)- creases in peer antisocial behavior (Hogue, Lid-

A third clinical trial is a multisite study de- dIe, & Becker, in press).
signed to examine the effectiveness of five An exploratory pilot st1-1dy investigated
interventions, including MDFT, at reducing dose-response relationships inMDFT (Liddle,
marijuana use and associated problems in ado- Ozechowski, Dakof, Rowe, & Tejeda, 2001).
lescents. The Cannabis Youth Treatment (CYT) Specifically, the study explored whether pre- to
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posttreatment changes in adolescent, }iarent, found that focusing on certain culturally rele- I
and family functioning were related to overall V,aI:t t~em~s can facilitate the a~oJescent's p~r- i
dosage levels of MDFT, as well as dosage levels tICIpahon 111 MDFT (}ackson-GIlfort et al., 111 1;
in particular phases of treatment. The sample press). Finally, an examination of factors }ire- ~
included 14 Black and Hispanic male adolescent dicting engagement in adolescent drug treat- 'I
drug abusers with high 1~7els of comorbid ment demonstrated tl"lat both adolescel"lt al"ld :1
S);D"lptomatology and }uvenile justice involve- }iareI"lt perce}itiOl"lS of probleD"ls are instrun"lental ~~
D1ent. Adolescents aI"ld parents coll"lpleted an in determining ",rhether youth and families stay ?:1
average of I1ine sessions of MDFT (sd = 5.5). Re- in treatment; thus, engagement interveI"ltions :~
sults il"ldicate. that cha~ge.s in adolescent,. par- D1USt be geared to both teens and their parents jt
ent, and family funchomng were assoCIated (Dakof et al., 2001). t'ili
""ith o,'erall MDFT dosage levels as ",'ell as :,~
phase- aI"ld stage-specific dosages of MDFT. A ;fJ
key findil"lg ,,,'as that adolescent drug taking de- SUM MAR y :\~
creased in relation to the amount of time thera- ,t~
pists spent ",'or king "\"rith the teen alone. The The flexibility of the MDFT D1odel has enabled l~j
more time a therapist Spel"lt ",'ith the adolescent developers to expand and contract the approach ,;~t

'"
alone during tl"le engagement stage of MDFT for application "'7ith a ,'ariety of drug-abusil"lg ~;~)]
(sessions 1 to 3), the more the teen decreased populations. The MDFT outcome evidence is ~i
l"lis drug use. Adolescent drug use also de- promising, and we continue to be motivated by .{~I
creased in relation to the amount of time spent both our successes and failures to find 1"le"'7 f~
in conjoint family therapy during the change ",'ays to ""ork effectively with drug-abusing tl
stage of MDFT (session 4 to termination). The teens and their families. TI"lis chapter introduced ;~~
total amount of time Spel"lt in col"ljoint family our high-strength version of MDFT, wl"lich is ~
therapy "\'Vas also related to improvements in currently being tested as an alternative to resj- ~~
parent reports of adolesCeI"lt conduct problems, deI"ltial treatment for severe drug-abusing youtl"l 11
parel"ltal involvement, and disciplil"le. Finally, "\'Vith co-occurring disorders. With these youth, Ii
overall dosage levels of MDFT ",'ere related to ""e have beel"l challenged to apply new tech- ~~
impro"\'ements in adolescent reports of internal- niques and integrate new D1od\lles in a system- 1~
izing problems and parent reports of positive atic way. :~
parenting practices al"ld faD1ily control. \t..Je have tried to con,'ey some of the lessons ~

The MDFT research program has also investi- ""e have lean1ed in atteD1pting to J!ltegrate ne",7 ~j
~ated m~chanisms and nature of change ques- and exi~ting comt:°~1el"lts while maintaining the ~
bons (LIddle ~ Hogue, 2001). .O~e. study of theoretical aI:d Chl"lIC.al coheren,ce of the. MDFT ~
1\1DFT mec~arnsnLS re,'ealed a sIgnIfIcant rela- model. ConsIstent ",71th MDFT s roots m both !1J
tionship be1t",'een improveD1ent in parenting structural and strategic family therapy, all of ~
and reduction of adolescent symptomatology tl"le interventions discussed are based on the ~~
(Sclw1idt, Liddle, & Dakof, 1996). A secol"ld ther- negotiation of relationships and establishing .~
apy process study identified therapist behaviors healthy il"lterconnections an"long faD"lily n"len"l- !
al"ld family interactions necessary to resolve beTs and with resources in n"lultiple systems. .~
therapeutic resistance (Diamond & Liddle, Thera}iists and TAs delivering each of tl"lese !~
1996). A tl"lird study examined the impact of treatment components, wl"letl"ler it in\'olves ",'ork t!,"
MDFT adolescent engagement interVel"ltions on "\o\Titl"l tl"le school system or court or il"ltegratiI"lg ~
ill"lproving an il1itiall)' poor tl"lerapist-adolescel"lt HI\' pre,'el"ltion il"l seSSiOl"lS, understand tl"lat t
alliance (Dian"lond et al., 1999). A fourth study Cl"lal"lge occurs in tl"le COI"ltext of ne",7 relatioI"lal i'

:.
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opport1.mities. The families we see are fre- Bukstein, O. G. (1995). Adolescent substance abuse: As-
q1.1ently overwhelmed by the complexities of sess111ent, prevention, and treamzent. New York:

dealing ,,",1ith multi}lle syst~ms; thus, our work is Wiley.
-aimed at emp°,,",1ering families to deal effectively Bukstein, O. G., Brent, D. A., & Kaminer, Y. (1989).

and confidently with influential social S)1stems. Comorbidity of substance abuse and other psy-
Just as we have found with families, s)'stems in- chiatric dis?rders in adolescents. American Jour-
volved with these youth can lose perspecti\1e and nal of PsychIatry, 146, 1131-1141.
mo\'e to extreme negati\1e action quickly, thus Center for Substance Abuse Treatment. (1999). Ado-

k.. t . t. th t th . t t . 11 lesce~1t substance abuse: Assessment and tream1ent
ma mg 1 Impera I'1e a erapls s con mua y .

..(CSAT treatment Improvement protocol series).
gauge the outlook of extrafamIlIal contacts to R k .

11 MD S b Ab..'.. ..OC VI e, : t1 stance use and Mental
maIntaIn optImIsm ,,",11th the clIent. The conse- Health S . Ad ..

t tervIces mInIS ra or.
quences of losing the support of any of these sys- Chatlos, J. C. (1997). Sllbstance use and abuse and
terns can have an irrevocable impact on the teen; the impact on academic difficulties. child and
therapists are constantly recalibrating efforts to Adolescent Psychiatric Clinics of North A11zcrica, 6,
engage these supports. We ha\1e found that this 545-:-568.
,,",1ork is not easy. It requires dedication, a consid- Clark, D. B., & Neighbors, B. (1996). Adolescent sub-
erable amount of therapeutic skill, and extensi,'e stance abuse and internalizing disor~ers. Adoles-
training in the mode] by experts in MDFT. The cent Substance Abuse and Dual Disorders, 5, 45-57.
strength and cohesion of the therapeutic team, Cottrell, D. (1994). Famil)' thera}"1Y in the home. Jour-
which rests on excellent supervision, is integral nal of Family Therapy, 16, 189-197.
to the success of tile model. Dakof, G. A. (2000). Understanding gender differ-

Future treatment development efforts are ences. i~ adolescent .drug ab~se:. Issues of co-
aimed at examininO' the boundary conditions of morbldlt~ and family funchorung. Journal of

..o. .Psychoactzve DrI.lgs, 32(1), 25-32.
thIS approach ,,",1Itll dliferent s1.1bsets of thIS pop- D k f G A T . d M & L '

ddl H E1 . F . h a 0, .., eJe a, ., ~ 1 e, .A., (2001). x-
u ahon. or Instance, are t ere certam mdlvld- t t t d th h .. dan paren an you c aractenshcs an en-tla] oriam~ly characteristics tha~ predi:t positive gagement into adolescent psychotherapy. Journal -

and negah\1e responses to the mtensIve MDFT of the A111erican Academy of Child and Adolescent
approach? Does ;dopage of one or all mod1.ues Psychiatry, 40(3), 274-281.
determille treatment response? Are therapist or Deas-Nesmith, D., Brady, K. T, White, R., & C~mp-
TA characteristics predictive of treatmellt out- bel1, S. (1999). HIV-risk behaviors in adolescent
collles? Fina]]y, we are conscious of and inter- suL'1stance abusers. journal of Substance Abuse Treat-
ested ill the limits of this high-strength version ment, 16, 169-172.
of MDFT and what needs to be improved to es- Dennis, M. 1., Babor, T., Diamon~G. S., Donald-
tablish the most effecti\'e treatment possible for son, J., Godley, S. H., Tirns, F. M., et al. (2001,
these YOutll. ;. August). Main findings of the Cannabis Youth Treat-

I 111ent study. Paper presented at the 108th annual
r convention of the American Psychological Asso-
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