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THE 9 PRINCIPLES OF MST

. Fit: MST families and therapists try to find the “fit” of the problems we see. What we mean is:
e What causes the problem behaviors?
e How do problems “make sense” (fit) with what’s happening in the family, school, or community?

. Strengths: MST families use their strengths to decrease problems. Families can emphasize the
positive and build on what is working in order to change the things that aren’t. Often we can use
strengths in the community (school or probation, for example) to help us.

. Responsibility: Every member of MST families is expected to increase responsible behavior and
decrease irresponsible behavior. When we all work at taking on more responsibility (including the
therapist), things can improve quickly.

. Present Problem Focus: MST works with youth families by focusing on spec1ﬁc problems asking:
* What is the problem right now? (present-focused)

e What can we do about it right now? (action-oriented)

So instead of talking about a “bad attitude,” for example, MST families would clearly define what the
specific behaviors are and then work on specific and achievable goals around changing the identified
behaviors.

. Sequences Problem behaviors don’t occur all by themselves. They’re usually part of a

“sequence”—a string of events that have become a pattern for the family. For example, if an
adolescent throws temper tantrums, it’s just as important to find out what happens before the tantrum
as it is to help manage the youth’s anger during the tantrum. Then we might work on how the parents
react after the tantrum. In other words, looking at the sequence often helps lessen the problem
behavior.

. Developmental: Adolescents’ brains, bodies and emotions work differently than adults’. What helps
an adult stop a problem behavior might not work at all with a child. Furthermore, adolescents may
exhibit natural, normal behaviors that parents don’t like, but aren’t necessarily “problems.” We like to
take into account the normal growth and development stages the youth is living out at the moment and
work with the youth and family to make healthy transitions through these growth stages.

. Effort: Good change is often hard work at first. MST families are given homework which they are
expected do every day. Most of the work happens when the therapist isn’t in the home. MST is hard
work, but the more effort MST families put in at the beginning, the easier it will be at the end.

. Evaluation: MST families evaluate what’s working and what isn’t. If we don’t get it right the first
time, we find out why, change what we’re doing, and try again. Then we do more of what does work,
and do less of what doesn’t. Sometimes our therapists suggest doing a certain thing, and the family
says, “We’ve tried that already.” We may suggest trying certain things again, but this time with the
support of the MST therapist and community supports to see if we can get better results this time.
Sometimes we have to make healthy changes in lots of small measurable steps.

. Long-Term Results: MST families and therapists want healthy changes to be permanent. Long-term
results are most likely when families practice all these principles, even after treatment finishes. We all
need help sometimes, and MST families find the help they need in their own environment—extended
family, friends, church, school, etc. In the end, MST families find they have the strengths and
resources to effectively manage their problems in the long term.
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THE UNIVERSITY OF COLORADO HOSPITAL
MULTISYSTEMIC THERAPY (MST) TEAM

MULTISYSTEMIC THERAPY (MST) IS:

>

MST Services is based out of South Carolina and is an international organization with well-documented
(ongoing) data proving the success of the MST model. It is recognized nationally as a best practices
model for adjudicated youth and their families. We are site licensed by MST Services.

MST is a Strengths-Based family therapy that focuses on making use of positive community supports
for the youth and his or her family to create behavioral change.

MST is based out of Cognitive Behavioral Therapy and uses a brief intervention format (around 90
Days).

Agencies that are typically involved include: parents, family, school, work, probation, diversion, social
services (if applicable), mental health services, church, pro-social peers, extended family, and any
other identifiable positive relationships.

Therapy is designed to be action-oriented with well-defined (measurable) goals that require increased
responsibility from the youth and his/her family.

The youth and family have “homework” goals each week, which are developmentally appropriate to the
youth working toward the overarching goals of the intervention.

There are built in evaluation and accountability measures for the youth and family as well as the
therapist with the intended goal of achieving behavioral changes that are sustainable by the youth,
family and community over time.

DISTINCTIVES OF OUR MST PROGRAM:
= Full Fidelity to the Multi Systemic Therapy model as designed and improved by the University of South

Carolina School of Medicine.

=> All Therapists are Masters Degree level trained.
= Dr. Carter is a Child Psychiatrist fully trained in the MST model and is dedicated to the team for the

purposes of advising and assisting with assessment and support of MST clients and their families.

= ABC Family Resource Coordinator assisting in data collection and supportive resources

TEAM COMPOSITION:

.

L R K B R B 4

Randy Braley, LMFT

Mark Miller, MA LPC CAC1

Jeff Siegel, MA LPC

Debbie Carter, MD

Maria Semeraro, ABC Family Resource Coordinator
Jon Steinmetz, MA LPC LAC

Gary Kushner, MA LPC CAC III

REFERRAL CRITERIA:

v
v
v
v

Legally Involved youth

Age 10-17

An existing Family structure to work with

The youth currently living in the home or transitioning home in less than 45 days

EXCLUSION CRITERIA:

o
0o
4]

Class 1 Felony
Adjudication For 1¥ Or 2™ Degree Assault
Sexual Assault

TEAM SUPERVISOR: JON STEINMETZ CoNTACT NUMBER: (303) 315-9918
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10.

SOME THINGS YOU CAN EXPECT IN MULTISYSTEMIC
THERAPY:

. Your counselor will want to hear from everyone each time we meet to hear how things

are going for everybody.

We (the counselor and the family) will be doing fit circles each week to figure out if
we’re really using our energies in the best way possible.

Please turn off all distractions (like the television, radio, etc.) for the therapy sessions so
that we can focus on the things we’re working on.

Please tell your counselor about important events that have happened (school
problems, legal problems, a big fight in the home, the police were called last night, my
kid ran away from home, etc.). Don’t wait for your counselor to ﬁgure 1t out or ﬁnd out
about it on their own. They are there to help. -

Expect to call your counselor once every week day to let them know how things are
going (good or bad) so that you can “stay on the same page”. Improvements in behavior
come much more quickly when there are no communication gaps.

At the time of the scheduled therapy session please be ready to sit down and work on
things. We want to respect your time and busy life. Our goal in MST is to “Get in, get
busy and get out” providing enough help so that you can get on with your life. In order to
do this everybody has to be ready to do some work.

We will be discussing the 9 principles of MST because we will use them to measure our
progress as we work on the behaviors that brought your child into treatment. And you
will be measuring your counselor on how well they implement the MST model in
therapy.

Each Family will develop a Crisis Plan with their counselor. Our ultimate goal is to help
each family (and especially parents) learn how to manage your own crises. If you are
struggling call the crisis line and they will help you try again. If things still aren’t
working after multiple attempts then the Crisis counselor (Psych Social Liaison) will
contact me.

Expect that we’re going to be acting out some of the scenarios that have been
problematic at home (or elsewhere). This helps us make healthy changes where the real
problems exist.

Don’t worry if some of the things we work on feel foreign to you, or you don’t
immediately see where they are going to help. Some things have to be learned
sequentially, so it will kind of be like a “Guided Mystery”, but things will begin to come
together and make sense as we go along. Parents will get to coach their child through the
same process.

Page 1 of 2
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SOME THINGS YOU CAN EXPECT IN MULTISYSTEMIC
THERAPY:

11. Please speak respectfully to each other while in session. Your counselor will help
when you don’t.

12. Every thing said in session is confidential and family members are expected to
maintain each others confidentiality unless the family agrees to share certain information
in certain instances (such as telling the courts about healthy changes and progress made
in therapy).

13. There are exceptions to confidentiality. Examples include:
e If someone is in danger of harming himself/herself or others.
e If someone is incapable of caring for his or her own basic needs.
o Ifthere is the suspicion of child or elder abuse.
In some cases, the MST therapist may ask the family to participate in reporting such
incidents.

14. Every family helps create a Genogram (a map of family relationships) in order to see
how the relationships in the family are working and what things might be made healthier.

15. Everyone is responsible for their own mental health. (To parents: How you deal with
your mental health affects how your child deals with theirs). Our ultimate goal is to
support parents in teaching their children how to self manage their own mental health.

16. A good deal of paperwork is necessary in MST therapy. Thanks for your help in
getting through it.

17. Your counselor will ask you to keep track of specific details while receiving MST
services. Please use the calendar pages enclosed or the calendar of your choosing to
monitor what changes take place on a daily basis. Use the calendar to keep track of what
you discuss and decide upon with your counselor.

18. Expect to expend a lot of effort, especially in the beginning with increased monitoring
of what your child is doing (positive and negative) and evaluation of how things are
working as you try to make healthy changes.

~19. Remember: It’s the parents’ job to make the rules and the child’s job to test the
rules (a developmental characteristic of adolescence). Expect to be challenged until

your child knows you are serious about the new healthy changes.

20. When people start making healthy changes things may feel like they are getting worse
. before they start to get better. This is normal.

Page 2 of 2
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Denver, CO 80207
July 23, 2004
To Whom It May Concern:

I am writing to let you know how the family therapist from the University of Colorado
Hospital has helped my family immensely. I am a single mother with two teenage children. At
the time I started to receive the help, I was feeling like I could not survive the stresses of my life
and my children. I needed help, but I did not know what to do. My family was recommended to
receive help using a family therapist through the Multi Systemic Treatment (MST) program.

Before the help, I expected my children’s behavior to change to what I needed and the
expectation was immediate. When they did not have the behavior that I thought they should
have, I would get very upset, yell at them, and have a fit because it was not going right for me.
The problem was that I wanted the change right away, which was unrealistic. I just went around

inc&cl&cwithmychildren,andlwastheonetbatwasmiserable.

~ Another problem that I encountered was inconsistency with my children, They thought
that they could pretty much do what they wanted. Yes, I would rant and rave, but then I would
give up and do nothing else. I was inconsistent because at the time I was working, going to
college, and trying to discipline two teenagers without any structure in this whole process. My
thoughts were that I could not continue with all the things going on in my life. T learned from the
therapist that again it is done in little steps and to pick which battles were more important to me.

The most important thing that I learned is to reward my children. This was hard for me
becausg I wanted my children to help, but I was unsure how to get them to Help and keep on
helping. I saw that by rewarding my children for their good behavior, they would continue the
behaviors. On the other hand, I learned not to give them what they asked for right away. I needed
to expect something from them for their reward, They have also learned that they need to do
something to help me to get what they want, even if it is a little task. I do admit, though, that I
still forget to reward them for the things they do for me, but T am still working on it.

There are many ways the MST program has helped my family and especially myself, I _
just want to let you know that we needed this help more than I could have thought, I definitely
would recommend that the program continue helping other families.

: Thank you for listening,

. DagenT oF MST cLENT
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CITY AND COUNTY OF DENVER

DENVER HUMAN SERVICES 1200 FEDERAL BOULEVARD

. . DENVER, COLORADO 80204
3 2
John W. Hickenloooer Family and Children’s Division TELEPHONE: 720/944-1098
o P Accredited by Child Welfare League of America Since 1949 FAX: 720/944-1716
yor
July 21, 2004
July 21, 2004

Jon Steinmetz

University of Colorado Health Sciences Center
Multisystemic Therapy Services

4455 East 12™ Avenue

Denver, CO 80220

Dear Mr. Steinmetz,

- I am writing to state how University Multi Systemic Therapy (MST) is beneficial to
adjudicated youth in the delinquency system. As a youth delinquency specialist for Denver
Human Services, I have assessed and referred numerous delinquent youth for various
services. The University of Colorado’s Multisystemic Therapy approach is a treatment
approach that is effectively works with helping children remain in the community while
refraining from illegal behavior.

Often times the Courts and juvenile justice system utilize residential treatment facilities to
contain children. The problem with this approach is that children eventually return to the
same community and family and the issues have not been address in that environment. The
result is that recidivism rates for these delinquent youth are high. These children often end
up in another residential treatment center or the Division of Youth Corrections at a high cost
to tax payers. MST is cost effective, has low recidivism rates based on empirical data and is
most importantly best for children and the community.

MST is able to identify weaknesses or areas that are missed in an extremely complicated
system. The program enhances communication between numerous people in the system
including probation, social services, Court, treatment providers, schools, physicians, and
family. The program is effective at maintaining high risk children in their homes while
maintaining safety for the community. This program is effective because it works with
everyone involved with the child’s life and is physically located in the environment where
the family will live when the system leaves their life. This results in children remaining in
the home and community with a lower risk of re-offending.

An example of a successful case I have worked with Dr. Randy Braley was a youth who was
an adjudicated sex offender with a weapons charge. When I read the file on this case, I was
concerned that the child was in the community with in home services. It seemed too high of
a risk to maintain the child in the community. I reluctantly agreed to try this and have been
pleasantly surprised by how effective MST was. Dr. Braley was able to look at the concrete
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services and how the structure of the child’s day was impacting the child and community
safety. Dr. Braley communicated with probation, social services, school, and the family to
identify gaps in supervision and needs for the child to be successful. The child has since
turned eighteen, successfully completed MST. The child is in compliance with probation and
will likely successfully complete probation.

I'have since referred numerous cases to MST services and believe it is the most efficient and
effective treatment approach available for youth in the juvenile justice system. It would
behoove the entire system who works with adjudicated delinquents to utilize a less expensive
model that has outcome measures that support children remaining in their homes and
communities while behaving in a fiscally responsible manner.

Sincerely yours,

- Susan Radaelli, MSW
Senior Social Caseworker

Denver Department of Human Services
720-944-1098
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MULTISYSTEMIC THERAPY
~ Program Overview

Multisystemic Therapy (MST) is an intensive family- and community-based treatment that addresses
the multiple determinants of serious anitisocial bebavior in juvenile offenders, The multisystemic

. 2pproach views individuals as being nested within a complex network of interconnected systems that ‘
. encompass individual, family, and extrafamilia} (pecr, school, neighborhood) factors. Intervention may be
necessary in any one or a combination of these systems, . » ' o

Prog}am Targets:

‘MST t'argcts"’éhrc.nic, violent, or substance .-;b;}si}:g male or female juvenile offenders, ag.cs' 121017, 2t

high risk of out-of-home placement, and the offenders® f'amilia.. B

N _Program Content:

MST 2ddresses the multiple factors known to be related to delinquency across the key‘ settings, or
systems, within which youth are embedded. MST strives to promote behavior change in the youth's

| natural environment, using the strengths of each system (c.g., family, peers, school, neighborhood,

indigenous support network) to facilitate change,

“The major goal of MST is to empower parcﬁts with the skills and resources needed to independently

address the difficulties that arise in raising teenzgets and to empower youth to cope with family, peer,
school, and neighborhood problems. Within 2 context.of support and skill building, the therapist places -
developmentally appropriate demands on the adolescent and family for responsible behavior; Intervention

1  Strategies are integrated ipto a social ccological context and include strategic family therapy, structural

family therapy, behavioral parent trzining, and cognitive behavior therapics.

'MST is provided using a home-based model of services deli\;cxy. This model helps to overcome bamriers
lo service access, increases family retention in treatment, allows for the provision of intensive services

I (i.c., therapists have low caseoads), and enhances the maintenance of treatment gains. The usual duration
“of MST treatment is approximately 60 hours of contact over four months, but frequency and duration of

sessions are determined by family need.
Program Outcomes: . -

Evaluations of MST have demonstrated: _ S .
v reduced long-term rztes of criminal offending in serious juvenile offenders,
v reduced rates of out-of-home placements for setious juvenile offenders,
v extensive improvements in family functioning,
V. decreased mental health problems for serious Juvenile offenders

| Costs:

MST has achieved favorable outcomes at cost savings in comparison with usual mental health and -
Juvenile justice services, such as incarceration and residential treatment. The cost in one major clinical

trizl was $4,000 per youth, converted 10 1996 dollars, compared to $10,000 per youth in usval services.
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- MODEL (EFFECTIVE) N @Eee popular juvenile justice approaches
5 P 's‘%i ?:é’::s BN - to preventing further criminal behavior in
SRSl dclinquent youths have been shown to be
A consistently ineffective.

1 based treatment that addresses -
. multiple determinants of antisocial, 8 Blueprints for Violence Prevention at the Center for the Study and Prevention of

" behavior, SRS  Violence and the US. Surgeon General agree that the majority of juvenile justice
© Multidimensional EECELRT NN  programs available are ineffective and limiting in their results.

 Foster Care (MTFC) - multisysiemic
clinical intervention targeting teens B Inaddition to their agreement about ineffective |
th histories of chronic and sévere B strategies available through the system, they
SIIREI NN ETERPAS T OSE also agree that there are model programs and
SRHISHEUCLIIN ST JSEORINE RS  strategies available for our at-risk youth. Both
GO R PRSI have thoroughly examined violence prevention
unctional Family Therapy (F g Pprograms and have identified those programs
lti-step, phasic intervention of ﬂ}a't serve as model programs for our commu-

ice foryouths and their - JRELES

1 -Family Partnership (NFP) - 'Iheidmtiﬁ&tionofeffecﬁveprogramshas
JEICHIEECHHIR EUS EIVORES IR been in the forefront of the national agendaon [
-’ preventing youth violence, RIS Violence prevention for the last decade. Federal g
. -anurse provides support through - - JREEITETIINGTES SI08 increasingly empha-
BB RS Y R sized the need to implement programs that
Dol havebemdemonstrabedeffective.'l’heempha- ,
N T Y P AN PN sis on research-based practices has led communities to search for the best practices -
I VE P RO GRAMS . and to determine what types of programs would be most effective and appropriate for
their problems and population. As a result, identifying effective prevention and inter-
vention programs has become a top priority for both federal and private agencies.
(Blueprints for Violence Prevention Replications: Factors for Implementation Success, 2002)

. - Best Pracﬁce_s for Violence Prevention as indicated by
o U.S. Surgeon General and Blueprints for Violence Prevention

Multisystemic Therapy (MST)
Multidimensional Treatment Foster Care (MTFC)
01 Hiese prograr ,5".3@3 that they  © Functional Family Therapy (FFT)
I  Nurse Family Parnership (NFD)
- Shock programs—numerous - To read the reports, visit www.surgeongéneral.gov/ library/youthviolence &

. studic ared Straight have : .
- studies of Scared Straight have «colorado.edu/cspv/blueprints.

- demonstrated that the program does
not deter future criminal activities. S
BT Lo For information about the model programs listed above, contact
Evidence-based Associates at info@evidencebasedassociates.com.
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WAL OL JUSUCE FTOgrams

Office of Juvenile Justice and Delinguency Prevention

Tre_ating Séri‘OUS Anti-
Social Behavior in Youth:
The MST Approach

Scott W. Henggeler, Ph.D.

The Multisystemic Therapy (MST)

approach to the treatment of serious anti-
- social behavior in adolescents represents

a significant departure from more tradi-

tional strategies. MST is a home-based

services approach that was developed in
. response to the lack of scjentifically
proven, cost-effective treatment.

. The majority of funding currently

. avallable for children’s mental health
needs in the United States is spent on
expensive out-of-home placements such
as residential treatment facilities, psy-
chiatric inpatient treatment, or incar-
ceration. However, no scientific evidence
has shown that these treatments are ef-
fective in ameliorating or reducing the
serious behavioral difficulties demon-

" strated by juvenile offenders. Other less
restrictive treatments that do not in-
volve out-of-home placements, such as
outpatient or clinic-based services, also
have failed to demonstrate desired lev-
els of effectiveness. Furthermore, re-
search on adolescent substance abuse
has failed to substantiate the effective-
ness of any treatment in curtailing that
problem. Thus, MST was developed as a
means to provide scientifically validated,
cost-effective, community-based treat-
ment as a viable alternative to expen-
sive, Inelfective treatments that have -

~ traditionally been provided to youth

with serious behavior disorders.

This Bulletin highlights evaluations
of several programs that have imple-
mented the MST approach. in particular,
success demonstrated by the Simpsonville,

. South Carolina, program has led to major

funding by the National Institute of Mental
Health eting violent and/or
chronic juvenile offenders and youth with
serious emotional disturbance-—and the
National Institute on Drug Abuse—target-
ing substance-abusing delinquents. The
Bulletin also includes an overview of feder-
ally funded controlled evaluations of MST
projects that are currently under way.

The MST Treatment
Approach

Program Overview

The goal of the MST approach Is to
provide an integrative, cost-effective
family-based treatment that results in
positive outcomes for adolescents who
demonstrate serious antisoclal behavior.
MST focuses first on Improving psycho-
social functioning for youth and their

families so that the need for out-of-home -

child placements is reduced or elimi-
nated. To accomplish this task, MST
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From the Administrator

Traditional mental health approaches
for serlous; violent, and chronic
juvenile offenders have all too often
falled to yield the successful results
we desire. Adolescent drug and
substance abuse has also proven to
be remarkably resistant to treatment.

The multisystemic therapy (MST)
approach was designed to provide
.communities with affordable and
effective remedies for these difficult

- problems. Best of all, MST offers new
hope to young people with serious
behavioral disorders.

if we are going to help troubled youth,
we must strengthen the support
systems that surround thent sothat
they may continue to benefit long after
immediate intervention has ended.
With its focus on family preservation
through home-based services, MST -
shows real promise of achleving such
lasting resuits,

This Bulletin features evaluations of
programs that have implemented the
MST approach. Of particular interest

Is the Simpsonville, South Carolina,
program, which services serious,
violent, and chronic juvenfle offenders
atimminent risk of out-of-home place-
ment. The Simpsonwille program has
significantly reduced recidivismrates -
at substantial savings in terms of bath
human and financial considerations.

l am pleased to share this excellent
program design with the juvenile
Justice field.

Shay Bilchik
Administrator
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addresses the known causes of delin-
quency on an individualized, yet compre-
hensive, basis. M5T interventions, there-
fore, focus on the individual youth and
his or her family, peer context, school/
vocational performance, and neighbor-
hood/community supports. For example:
¢ Family interventions often seek to pro-
mote the parent’s capacity to monitor
and disciplipe the adolescent—MST

counselors must determine the barri- -

ers to effective parental discipline and -
Intervene accordingly. Commonly ob-
served barriers include parental drug
abuse, psychiatric conditions, and low
social support. :

4 The centralthrust of MST peer inter-
ventions is to remove offenders from
deviant peer groups and facllitate their
development of friendships with
prosocial peers, with the parent
viewed as the key to accomplishing
such goals.

4 School and vocational Interventions
- seek to enhance the youth’s capacity
for future employment and financial
" success.

- ‘Across all interventions, MST attempts
to change the real-world functioning of
youth by changing their natural settings—
home, school, and neighborhood-in
ways that promote prosocial behavior
while decreasing antisocial behavior.

- Program Results

MST defines success in terms of re-

- duced recidivism rates among participat-
_ing youth, improved family and peer rela-
tions, decreased behavioral problems,
.and decreased rates of out-of-home place-
ments. Research has demonstrated that

. MST s more effective than usual commu-
nity treatment for Inner-city juvenile of-
fenders, specifically in improving
Intrafamilial relations and decreasing
Youth behavioral difficulties.

In addition, recent research indicates
that when compared with youth who re-
celved “usual services"—court-ordered
stipulations such as curfew, school atten-
dance, and participation in varlous
agency programs that were typically
monitored by probation officers—youth

- who recelved MST had fewer arrests, re-
ported fewer criminal offenses, and spent
an average of 10 fewer weeks In detention
during a 59-week followup. :

Results from other followup studies

indicate that the effects of MST treatment
are long lasting, with reduced recidivismi

o

rates for sexual and criminal offenders
who recelved MST versus individual out-
patient counseling. Ongoing researchis .
also evaluating the effectiveness of MST
in community settings and with other dif-
ficult populations—adolescent substance
abusers and youth with serious psychiat-
ric emergencies such as suicidal, homi-
cidal, or psychotic presentations.

MST's program strengths include its

-cost-effectiveness, proven success in

treating difficult clinical populations,
and relative ease of implementation
across geographic locations and commu-
nity agencies.

The Family .
Preservation Model of
Service Delivery

Philosophy S
MST's family preservation model of
service delivery is based on the philoso-
phy that the most effective and ethical
route to helping children and youth is

- through helping their families. MST views

families as valuable resources, even when
they are characterized by serious and
multiple needs. Services are directed to-
ward the psychological, soclal, educa-
tional, and material needs that face fami-
lies in which a child is in imminent danger
of out-of-home placement.

Service Delivery Approach
While the particular treatment modali-
ties used in family preservation programs
vary, certain critical service delivery
characteristics, described below, are
shared by all of them. Summarized in
table 1, these characteristics distinguish
treatment programs delivered in a family
preservation model from traditional men-
tal health and juvenile justice services.

¢ Length of Service. Service duration
ranges from 3 to 5 months in MST, with
the average duration of treatment be-
ing approximately 60 hours of contact
over 4 months, with the final 2to 3
weeks involving less Intensive contact
to monitor the maintenance of thera-
peutic gains.

Table 1: Differences Between Tfaditlonal Mental Health Services and Family
Preservation Using Multisystemic Therapy

Service Element Traditional Services Family Preservation
Treatment Sites In the clinic (outpatient) In the field (home,
In the hospital, RTC* (inpatient)  school, neighborhood,
) community)
Treatment Modality Individual psychotherapy ‘Total care
Group therapy
Medication A ‘
Provider Individual clinician (outpatient)  Generalist team
, Multidis_cipllnary teams (Inpatient) :
Clinical Staff: Patients  1:60~100 (outpatient) 1:4-6
Varies in Inpatient settings
Staff Availability Working office hours (outpatient) Team available
Highly variable (inpatient) 24 hrsfidays/week
Frequency of Contact Weekly or biweekly (outpatient)  Daily in most cases
Highly variable (inpatient)
Family Contact Occasional Daily in most cases
Treatment Outcome Responsibility of patient Responsibility of staff
' ) and family
Case Management Broker of services Services provider
Immediate, maximum
» Expectations of Qutcome Gradual change otfort by staff and

*RTC = Residential Treatment Centers

family to attaln goals

Tuesday, February 01, 2005 (3).max



¢ Staffing Pattern. A typical staffing pat-
tern for the provision of intensive
home-based MST is a treatment team
consisting of one doctoral-leve} super-
Visor and three to four masterJevel
therapists, with each therapist carry-
ing a caseload of four to six families.

- Each youth referred to the program is
assigned a therapist who designs indi-
vidualized interventions in accordance
with MST treatment principles that ad-
dress specific needs of the youth and
family. Each treatment team provides
Services for about 50 families per year.

#+ Hours of Service, Staff are available 24
hours per day, 7 days per week, and can
usually meet at the families’ conve-
nlence, resulting in many evening and’

- weekend appointments. In consider-
ation of treatment efforts to empower
families to solve their own problems
and the attenuation of counselor burn-
out, howéver, use of services at unusual
times (e.g., 10p.m. to 8 a.m.) is discour-
aged except in cases of emergency.

4 Location of Services. MST is typically
delivered in home and community set-
tings to increase cooperation and en-
hance generalization. Sessions are usu-
ally held in the family’s home at a
convenient time, although meetings in

" community locations, such as a school.

recreation center, or project office,are

often needed. Moreover, the specific
family members who attend will vary
with the nature of the particular prob-
lem that is being addressed (e.g., youth
are usually not included in sessions that
address lax parental discipline, so as
not to undermine parental authority).

Training

Training in the MST model of family
preservation Is provided in the following
ways: '

1. Pive days.of Introductory training are
provided for all staff who will engage In
treatment and/or clinical supervision of
MST cases to familiarize participants
with the scope, correfates, and causes
of the serious behavior problems ad-
dressed with MST; describe the theo-
retical and empirical underpinnings of
‘MST; describe family, peer, school, and
individual intervention strategies used
In MST; train participants to conceptual-
ize cases and Interventions in terms of
MST principles: and provide partici-
pants with practice in delivering -
multisystemic Interventions.

2. Quarterly booster sessions are de-
signed to provide training In special
topics, such as marital therapy, treat-
ment of parental depression, or early
childhood intervention, and to address
issues that may arise for individuals
and agencies using the approach.
Booster sessions are also designed to
allow discussion of particularly diffi-
cult cases. '

Weekly telephone consultations via
1-hour conference calls allow the treat--
ment team and supervisor to consult
with an MST expert regarding case

- conceptualization, goals, intervention
strategies, and progress. Such ongoing
consultation is critical for maintaining
therapist adherence to the MST treat-
ment protocol.

In South Carolina, the Family Services
Research Center (FSRC) is under con-
tract with the South Carolina Depart-
ment of Health and Human Services to
provide training and consultation ser-
vices to public and private providers of
Medicald-reimbursed home-based treat-
ment services. FSRC is responsible for
conducting certification reviews of these
providers to ensure compliance with
Medicald standards.

Training in MST using home-based ser-
vices Is also provided to sites outside
South Carolina. Severa} training sites in-

3

“ volve randomized trials and pilot projects
in State and county agencies (e.g., depart-

ments of juvenile justice, mental health,

and social services). Tralning and quality
assurance are provided to out-of-State
entities by MST Services, Inc., of Charles-
ton, South Carolina.

The Simpsonville,
South Carolina, Project -

Funded by NIMH, Henggeler et al. con-
ducted an evaluation of the Simpsonville,
South'Carofina, MST program, which used
the family preservation model of service”
delivery. Participants were 84 violent and
chronic offenders at imminent risk of out- )
of-home placement and their families.
who had multiple needs. Each offender
had at least one felony arrest (54 percent -
had been arrested for violent crimes).

The mean number of arrests was 3.5, and

- the average number of weeks of prior

placement in correctional facilities was,
9.5. The average age of the juveniles was
15.2 years, 77 percent were male, and the
average social class score was 25 (lLe.,
semiskilled workers). Twenty-six percent
of the offenders lived with neither biologi-
cal parent. Fifty-six percent were African
American, and the remainder were Cauca-
sian,

In a rigorous, controlled evaluation,
youth were randomly assigned to receive
either MST using family preservation
(n = 43) or usual services from the De-
partment of Youth Services (n = 41).
These usual services included incarcera-
tion and/or referral for mental health,
educational, or vocational services. The
MST therapists were three master-level
counselors with an average of 2 years of
experience and caseloads of four families
each. The average duration of treatment
was 13 weeks. Assessment batteries, com-
posed of standardized measurement in-
struments, were administered pre- and
posttreatment.

Findings indicate that MST, using fam-
ily preservation, was more effective than
usual services at reducing long-term rates
of criminal behavior and also consider-
ably less expensive. At the 59-week
postreferral followup, youth receiving
MST had significantly fewer rearrests (av-
erages = .87 versus 1.52) and weeks incar-
cerated (averages = 5.8 versus 16.2) than
did youth receiving usual services. Re-
sults at a 59-week followup are shown in
figure 1, with numbers representing the
average for each treatment condition.
Moreover, standardized evaluations
showed that families receiving MST
services, compared with offenders receiving

M"M
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Figure 1: 59-Week Followup
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usual services, reported increased family
warmth and cohesion and decreased
youth aggression with peers. In addition,
youth receiving MST reported less crimi-
nal activity than their counterparts
receiving usual services.

Figure 2 shows that positive results
for MST were maintained to a 2.4year
followup. MST essentially doubled the
percentage of youth not rearrested at the
long-term followup. .

Figure 2: Simpsonville, South Carolina, Project: Survival Analysis
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The relative efficacy of MST was nej-
ther moderated by demographic charac-
teristics-—race, age, soclal class, gender,
arrest, and incarceration history—nor
mediated by psychosocial variables—
family relations, peer relations, social
competence, behavior problems, and pa-
rental symptomatology. Thus, MST was
equally effective with youth and families
of divergent backgrounds.

The findings of this evaluation support
the short- and long-term efficacy of MST

- with serfous juvenile offenders and their

families. In addition; despite its intensity,
MST was a relatively inexpensive inter-
vention. With a client-to-therapist ratio of
4 to 1 and a course of treatment lasting 3
months, the cost per client for treatment
In the MST group was about $3,500, which
compares favorably with the average cost
of institutional placement in South Caro-
lina of $17,769 per offender.

Results of the Simpsonville project,
combined with other evaluations dis-
cussed below, strongly support MST's ef-
fectiveness with types of behavior prob-
lems that traditionally are regarded as
highly resistant to change. MST has
proven effective with chronic juvenile
offenders and adolescent sexual offenders

- In studies conducted in Missouri, and

abusive and neglectful families and inner-
city delinquents in studies conducted in
Memphis. ’

In each of the following additional
controlled outcome studies conducted
by Henggeler et al., the samples included
both genders and high.percentages of

"economically disadvantaged and minority

families. :

Evaluations of Other
MST Programs

Columbia, Missouri

. MST With Adolescent Sexual Offend-
ers, 1990. The first controlled outcome
evaluation conducted with adolescent
sexual offenders to appear in the litera-
ture compared MST with individual
outpatient counseling. Recidivism data
approximately 3 years after treatment
showed that signilicantly fewer partici-
pants had been rearrested for sexual
crimes (12.5 percent versus 75 percent)
and that the frequency of sexual rearrests
was significantly lower in the MST condi-
tion (average =.12) than in the individual
counseling condition (average = 1.62).
Moreover, the frequency of rearrest for

Tuesday, February 01, 2005 (3).max



nonsexual crimes was greater for adoles-
cents who recelved individual counseling
{average = 2.25) than for the adolescents
who recelved MST (average = .62), Find-
Ings from this study should be considered
tentative because the sample size was
only 16 sexual offenders. A more exten-
sive replication study is currently belng
-prepared in South Carolina.

MST With Chronic Juveniie Offend-
ers, 1995. This study examined the long-
term effects of MST versus individual
therapy (IT) on the prevention of crimi-
nal behavior and violent offending
among 176 juvenlle offenders at high
risk for committing additional serious
crimes. Results from multiagent, multi-
method assessment batteries conducted
pretreatment and posttreatment showed
that MST.was moré effective than IT in
improving key family correlates of antiso-
clal behavior and in ameliorating adjust-
ment problems in individual family mem-
bers.

Moreover, a 4-year followup of rearrest
data showed that MST was more effec-
tive than [T in preventing future criminal
behavior, including violent offending. For
example, 4-year recidivism was 22 per-
cent for youth who received MST com-
pared with 72 percent for youth who re-
ceived IT and 87 percent for youth who
refused to participate in either treatment

(figure 3).

Memphis, Tennessee

MST With Inner-City Juvenile Offend-
ers, 1986. This study evaluated the effi-
cacy of MST.compared with usuat commu-
nity treatment for inner-city juvenile
offenders and thelr families: At posttest,
the adolescents who recelved MST evi-
denced significant decreases in conduct
problems, anxious-withdrawn behaviors,
Immaturity, and association with delin-
qQuent peers, based on maternal reports.

Observational measures showed that
mother-adolescent and marital relations
in these familles were siguificantly
warmer, mother-adolescent interactions
were less aggressive, mothers' Interac-
tions were more supportive, and adoles-
cents were significantly more Involved in
family interactions. In contrast, families
who recelved usual community treatment
evidenced no positive changes and
showed deterioration in observed affec-

-tive family relations. '

Figure 3: Columbia, Missouri, Delinquency Project: Survival Analysis
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MST Versus Behavioral Parent Train-
Ing in the Treatment of Child Abuse and
Neglect, 1987. This study fandomly as-
signed abusive families and neglectful
families elther to MST or behavioral par-
ent training. At posttest, parents who re-
ceived either treatment showed reduction
in emotional distress, overall stress, and
severity of identified problems. Analyses
of sequential observational measures,
however, showed that MST was more ef-
fective than parent training at restructur-
ing parent-child relations in those behav-
lor patterns that differentiate maltreating
families from nonproblem families.

Following MST, maltreating parents
controlled their children’s behavior more
effectively, maltreated children exhibited
less passive noncompliance, and neglect-
Ing parents became more responsive to
their children’s behavior.

Simpsonviile, South
Carolina, and Columbia,
Missouri :

" The Effécts of MST on Substance Use
and Abuse in Juvenile Offenders, 1991.
Data from two independent evaluations
of the efficacy of MST in serious

juvenile offenders focused specifically
on reductions In substance use and abuse.

" Arrest data in the Missourl project col-

lected for an average of 4 years of post-
treatment showed that youth who partict-
pated in MSThad a significantly Jower
rate of substance-related arrests than
youth who participated in individual
counseling (4 percent versus 16 percent). -
Similarly, in the Simpsonville project,
youth in the MST condition reported signifi-
cantly less soft-drug (alcohol and mari-
juana) use at posttreatment than did youth
who recefved usual services.

Federally Funded
Projects Under Way

Charleston, South Carolina

MST With Substance Abusing/Depen-
dent Delinquents, 1992-1997. This project,
funded by the National Institute on Drug
Abuse, is evaluating the effectiveness of
MST with substance abusing/dependent
delinquents and their families in compari-
son with usual community services. In its
fifth year of funding, the project has ran-
domly assigned 118 substance abysing/
dependent youth to treatment conditions,
and preliminary findings are quite positive.
Fully 98 percent of families assigned to
the MST condition have completed a
full course of treatment, whereas only
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22 percent of families assigned to usual
services received any substarice abuse or
mental health services during thelr first §
months in the program.

Data analyses show that, in compari-
son with delinquents and families receiv-
ing usual services, youth in the MST con-
dition evidenced decreased substance
use at posttreatment and had 26 percent
fewer rearrests and a 40-percent reduc-
tion In days incarcerated at an approxi-
mately l-year followup. .

. Moreover, cost analyses have shown
that the costs of MST were nearly offset
by savings incurred as a result of reduc-
tions In days of out-of-home placement
during the year following referral.

MST Using Family Preservation as an

~ Alternative to the Hospitalization of

Youth Presenting Psychiatric Emergen-

- cles, 1994-1999. This NIMH-funded

" study evaluates MST as a family-based
alternative to the costly and clinically
unproven practice of hospitalizing youth
presenting psychiatric emergencies such
as psychosis and threats of suicide and
homicide. Community-based emergency

- psychiatric services are being blénded
with MST to safely prevent hospitalization
and reduce the symptoms and environ-
mental factors precipitating the crisis.
Analyses-will focus on the clinical- and
cost-effectiveness of this blending.

Blending MST With the Community
‘Reinforcement Approach in Treating
Substance Abusing Parents of Young
Children, 1996-1998. In collaboration
with State substance abuse and mental
health authorities and funded by the Cen-
ter for Mental Health Services. the Family
Services Research Center is conducting a
quasi-experimental evaluation of an inno-
vative treatment and service delivery

model targeting substance-abusing parent -

figures of young children. The treatment
service is based on ecological models of
behavior and blends crucial components
of MST, the community reinforcement ap-
proach, and innovations that have oc-
curred at the local level jn treating adult
substance abusers,

The Charleston Collaborative
Project: A Family-Based Approach to
the Safe and Efficacious Reunification
of Abused and Neglected Childrén With
Thelr Families, 1996-1997, Several Jocal
and State agencies-are collaborating to
develop effective family-based services
for children who have been taken into
custody because of abuse or neglect.

Funded by the South Carolina Department
of Health and Human Services, the Fam-
ily Services Research Center is conduct-
ing a randomized evaluation of the
clinical- and cost-effectiveness of these
services,

Oran‘geburg and
Spartanburg, South
Carolina -

MST Using Family Preservation With
Serious Juvenile Offenders Living ia Ru-
ral Areas, 1991-1997. Funded by NIMH,
this study examined the effects of MST on
treating violent and chronic juventle of-
fenders and their families in the absence
of ongoing treatment fidelity checks.
Across two public sector mental health -
sites, 155 youth and their families were
randomly assigned to MST versus usual
Juvenile justice services. Although MST
improved adolescent symptomatology at
posttreatment and decreased Incarcera-
tion by 47 percent at a 1.7-year followup,
findings for decreased criminal activity
were not as favorable as observed on
other recent trials of MST,

However, analyses of parent, adoles-
cent, and therapist reports of MST treat-
ment adherence indicated that outcomes
were substantially better in cases where
treatment adherence ratings were high.
These results, which are expected to
be published later this year, highlight
the importance of maintaining treatment

fidelity when disseminating complex
family-based services to community
settings.

Sumter, South Carolina

Meeting the Mental Health and Sub
stance Abuse Needs of Pregnant Adoles-
ceats and Adolescent Parents, 1996-2000.
In collaboration with Sumter School District
17 and funded by the Head Start Bureau of
the US, Department of Health and Human
Services Administration on Children, Youth
and Families, FSRC Is conducting a qualita-
tive and quantitative evaluation of a.pro-
gram of integrated substance abuse, mental
health, primary care, and educationalfvoca-
tional services for pregnant adolescents
and adolescent parents.

Conclusion

MST has demonstrated decreased
criminal activity and incarceération in
studies with violent and chronic juvenile
offenders, and results are promising in
studies of other populations that present
complex clinical problems. The success of
MST is based on several factors, including

- its emphasis on addressing the known

causes of delinquency; the provision of
treatment services where the problems
are—in home, school, and community
settings; and astrong focus on issues of

_ treatment adherence and program fidelity:

Recognizing the viability of the MST
approach, OJJDP will be funding the Uni-
versity of South Carolina Consortium on -
Children, Families, and the Law to pro-
duce materials that will guide the estab-
lishment of supervisory and organiza-
tional structures necessary to develop,
maintain, and evaluate effective MST
programs. The consortium will create -
startup, supervisory, and organizational
manuals and measurement methods that
promote MST treatment fidelity, and will
establish MST programs in several new
sites. This project will help to providea
means for effective, large-scale dissemina-

, tioni and evaluation of the MST model.

For further information about program
development, dissemination, and training,
contact:

Mr. Keller Strother

MST Setvices, Inc.

884 Johnnie Dodds Boulevard
Suite 4 ’
Mount Pleasant, SC 29464
803-856-8

226
803-856-8227 (Fax)

Msw
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For information about research-related
issues, contact:

Dr. Scott W. Henggeler

Family Services Research Center

Department of Psychiatry and Behavioral
Sclences

Medical University of South Carolina

171 Ashley Avenue

Charleston, SC 29425-0742

803-792-8003

803-792-7813 (Fax)
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