FUNCTIONAL FAMILY THERAPY: ANALY SIS OF EFFECT AND
IMPLEMENTATION

by

CLIO BELLE WEISMAN

A thesis submitted to the University of Birmingham for the degree of DOCTOR OF SOCIAL
WORK

School of Social Policy
University of Birmingham
August 2019



UNIVERSITYOF
BIRMINGHAM

University of Birmingham Research Archive

e-theses repository

This unpublished thesis/dissertation is copyright of the author and/or third parties.
The intellectual property rights of the author or third parties in respect of this work
are as defined by The Copyright Designs and Patents Act 1988 or as modified by
any successor legislation.

Any use made of information contained in this thesis/dissertation must be in
accordance with that legislation and must be properly acknowledged. Further
distribution or reproduction in any format is prohibited without the permission of
the copyright holder.



ABSTRACT

Purpose: Functional Family Therapy (FFT) is a manualized intervention for youth aged 10-18
with behavioural problems (e.g. delinquency, violence, substance abuse, and truancy) and their
families. This thesis examined the evidence surrounding FFT using an overview and an
implementation analysis.

Methods: The overview used Cochrane Guidelines as a framework, and included a multi-
pronged, highly sensitive search strategy. The narrative implementation analysis was based on
the Oxford Implementation Index, and examined the effects of dose, delivery, uptake, context
and biases. A reflexive discussion of the research process highlighted the presence of allegiance
bias and possibly ethical misconduct by FFT developers.

Results: The overview included 31 reviews and demonstrated effects of the intervention on core
outcomes (recidivism and substance abuse) were modest and out-of-home placement was not
reported. Secondary outcomes were also modest but generally positive. The implementation
analysis included 16 studies involving 5320 participants. Improved training and supervision were
associated with better core outcomes; class and ethnicity were important effect moderators
whereas there was no apparent dose relationship.

Conclusions: The overall quality of included reviews was low, which makes evidence
concerning FFT inconclusive. Implementation elements were shown to affect core outcomes and
the likelihood of allegiance bias is very high.
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1 BACKGROUND

1.1  Outline of Chapter
This chapter begins with a description of behavioural problems in young people age 10 to

18, and the prevalence and impact child behavioural problems have on the individual, families and
larger society. The aetiology and risks related to the development of behavioural problems is
outlined, and the diagnostic criterion and classification of this group of disorders discussed.
Additionally, this section delineates likely reasons a young person will be referred to treatment,
and what the most common interventions are in use today for the reduction or prevention of youth
behavioural problems. The chapter then goes on to examine in brief some common approaches to
the treatment of behavioural problems with a focus on how these issues are addressed in the United
States. Next, the history and development of systemic, strategic and structural family therapy
models is discussed, as these models form the base for Functional Family Therapy (FFT), which
is the model of treatment that is analysed throughout this thesis. FFT is introduced and explained
in detail, and finally the intervention’s mechanism for change is described.

While behavioural problems in youth are of global concern, this research is predominately
located in the United States, due in large part to the fact that FFT was designed and developed in
the US, and the vast majority of the trials, studies and secondary research have taken place in an

American context.

1.2 Behavioural Problems in Youth
The term ‘Behavioural problems’, sometimes referred to in the literature as ‘serious

emotional or behavioural disturbance’ is expansive, not a technical diagnosis, and refers to a wide
array of psychiatric disorders and psychosocial problems, both internalising and externalising,

which includes psychiatric diagnoses, school based behaviours, criminal actions, antisocial



patterns of behaviours and attention deficit problems. These disorders are found in the Diagnostic
and Statistical Manual of Mental Disorders: Fifth Edition — Text Revision (DSM-V-TR; American
Psychiatric Association, 2013), and are classified as either behavioural or emotional in nature. The
ICD-10 Classification of Mental and Behavioural Disorders (ICD-10, WHO) also provides a
classification system which is used internationally and was developed by the World Health
Organization in conjunction with a number of international agencies including the Alcohol, Drug
Abuse and Mental Health Administration (ADAMHA) in the US. This system also separates
between organic and behavioural problems and differentiates between those diagnoses that apply
to children and youth as opposed to those with a later onset. For diagnostic purposes, the DSM-V
is more commonly used, as it provides clearer frameworks and guidance relating to differential
diagnosis.

1.2.1 Diagnoses and behaviours
For diagnostic purposes, the DSM-V and ICD-10-CM group behavioural problems into

separate categories; Oppositional Defiant Disorder (ODD) and the (usually) later onset and more
severe Conduct Disorder (CD), are both grouped under the heading of ‘Disruptive, Impulse-
Control and Conduct Disorders’, a category which also includes Kleptomania, Pyromania and
Intermittent Explosive Disorder. While some have attempted to describe ODD as merely a less
severe version of CD, this is a fallacy, the two disorders should be treated as separate and discrete.
ODD has been shown to be more closely related to inconsistencies and failings in emotional
regulation which lead to irritability, aggression and disruptive behaviours, while CD is identified
with often limited prosocial emotions, a lack of remorse, lack of empathy and a pervasive pattern
of overtly aggressive, deceitful, destructive, violent or cruel actions. Attention-
Deficit/Hyperactivity Disorder (ADHD), a diagnosis which often occurs co-morbidly with ODD

or CD, is categorized by the DSM-V as a Neurodevelopmental Disorder and is approached and



treated separately and often by different methods. Certain types of sexual acting out, or behavioural
problems which do not necessarily warrant the diagnosis of either ODD or CD are categorized
under ‘Other Conditions that May Be a Focus of Clinical Attention’. This heading is often used to
draw the attention of practitioners to the presenting problem, without the necessity of labelling the
youth as defiant (DSM-V-TR; American Psychiatric Association, 2013).

For the individual, these disorders are associated with an increase in both internalising and
externalising behaviours. Internalizing problems are associated with a lack of control or ability to
recognize and cope with emotions, social isolation or withdrawal and lability (McCulloch,
Wiggins, Joshi, & Sachdev, 2000). Externalising behaviours are for more likely to bring the
attention of authority or parental figures, as they are overt in nature, and may be hostile, aggressive
or destructive (Thapar et al., 2015). Specifically, disruptive, impulse control or conduct related
disorders directly relate to actions that are conflictive and in violation of other’s rights. These
disorders are also referred to as disinhibition and often have a high level of comorbidity with
substance abuse and later manifestations of more severe personality disorders. Several studies have
found that there is comorbidity between internalizing and externalizing behaviour problems
(Bornstein, Hahn, & Haynes, 2010; McWey, Cui, & Pazdera, 2010) which may lead to increased
chance of antisocial behaviours, self-harm and suicide.

Antisocial behaviours are broadly defined by the DSM V as disruptive actions which may
be either covert or overtly hostile and/or aggressive. In order for a behaviour to be considered
antisocial, it needs to be more than outside the standards and realm of socially acceptable
behaviour, it must contain aggression and hostility (Rutter, Giller, & Hagell 1998; Thapar et al.,
2015). Antisocial behaviour must exhibit the intent to do harm, but often antisocial behaviour is

not prosecuted or identified as specifically breaking a law. For behaviour to be considered and
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categorized as antisocial, it must include elements of either ODD or CD, which contain within
them externalising actions against or in the violation of the rights of others (Muncie, 2015; Thapar
et al., 2015). These behaviours range in severity and may include defiance, theft, deceitfulness,
persistent avoidance of societal norms or rules, recklessness and disregard for the rights of others.
Overt behaviours include open aggression, violence, physical or verbal abuse of siblings or peers,
destruction of property, sexual misconduct and fire starting. Covert antisocial behaviour may
include secretly destroying another’s property, lying, or other forms of deception (DSM V; Thapar
etal., 2015).

Also falling under the umbrella of antisocial behaviours are more extreme and criminal
acts perpetrated by minors, these include the buying or selling of drugs, violent assault, the harming
of animals or others, rape, sexual assault, the use or possession of firearms and other criminal
behaviours. These types of actions exist further along the same spectrum, and often when these
actions come to the attention of law enforcement, it is usually after early warning signs or less
destructive and violent behaviours were overlooked by parents, teachers, or counsellors.

When these early warning signs are overlooked or dismissed as normative, a phase, or
otherwise unimportant, there is a far greater likelihood that antisocial personality disorder (DSM
-V code 301.7; ICD-10-CM code F60.2) may develop, which is a significantly more severe and
destructive diagnosis. This personality disorder, which cannot be given until after the age of 18, is
defined as ““a pervasive pattern of disregard for, and violation of, the rights of others that begins in
childhood or early adolescence and continues into adulthood” (p. 659). This is a strong
recommendation for early and effective intervention, when a child or youth’s externalizing first
come to the attention of any potential referral source or other adult. If left untreated or ignored, the

(possibly) resulting personality disorder is more difficult to treat or interrupt (Thapar et al., 2015).



1.2.2  Prevalence
The most comprehensive method of accessing rates for mental health and behavioural

disorders in children is through the Center for Disease Control and prevention (CDC), a federal
organisation operating under the Department of Health and Human Services. The CDC describes
these disorders as “serious changes in the way children typically learn, behave, or handle their
emotions, causing distress and problems getting through the day” (www.cdc.gov). There are a
number of methods for determining which children have a mental health disorder or diagnosis; the
CDC uses surveys in which parents report on any diagnosis that their child may have received
from a healthcare provider.

In the United States behavioural problems in youth have an estimated prevalence of as high
as 20% and are often predictors of later symptoms including depression, alcohol and substance
use, lower employment rates, delinquency, removal from the home, conduct disorder and criminal
actions (Trentacosta, Hyde, Goodlett, & Shaw, 2013).

By most recent available statistics, the CDC reported that 7.4% (approximately 4.7 million)
of children age 3 to 17 are diagnosed with Behavioural Problems, with 9.4% (approximately 6.1
million) children age 2-17 years old having received an ADHD diagnosis within a year; 4.7% of
children in the US have been diagnosed with illicit drug use disorder in the past year
(http://www.cdc.gov). These issues have been shown to be more likely in boys than girls. It may
be that girls are less likely to externally manifest their symptoms, or boys come to the attention of
teachers and authority figures more easily and frequently (Thapar et al, 2015). It is known that
there is a great deal of under reporting and minimizing that occurs in this area, and it is noted by
the CDC that this percentage does not apply to the entire previous lifespan of the child
(www.cdc.gov). The World Health Organization (WHO) reports that outside of the US, disorders

such as Attention Deficit Hyperactivity Disorder (ADHD), which often may result in behaviours
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which are cause for concern particularly in the school setting, has a prevalence of approximately
5% globally. A literature search reveals a disparity in the reporting of prevalence, and the
American Psychiatric Association (APA) and WHO report that prevalence of behaviour problems
in youth may vary from 2-16% in the global population, with some reviews reporting prevalence
as high as 20%, specifically in India and Sub Saharan Africa, with suicide being one of the leading
causes of death amongst young people (Gupta et al, 2017). It has been estimated that as much as
one-third of children with early childhood behaviour problems go on to develop Conduct Disorder
(CD) (APA, 2000; WHO, 1992), which is a far more persistent and antisocial pattern of behaviour,
and is a diagnostic link to a later diagnosis of Antisocial Personality Disorder (APD) (DSM-V;
Thapar et al., 2015).

Also, children and youth who witness or are exposed to domestic violence or trauma have
been shown to have a higher prevalence of behavioural problems (Fergusson, Woodward, &

Horwood, 1999).

1.2.3 Aectiology
The distinction between normative and problematic development is often obfuscated by

the fact that oppositionality, argumentativeness, emotional lability and some defiance of authority
are normal hallmarks of any healthy development. Psychological theoretical models agree upon
the fact that these behaviours are, to an extent, present in individuals regardless of any maladaptive
behaviour. If and when the disruptive patterns become pervasive and persistent, or when they
compromise the healthy and normal psychosocial functioning of the individual, only then are they
diagnosable as a behavioural disorder (Campbell, Shaw, & Gilliom, 2000).

Any number of factors have been shown to have an impact on the development of a
behavioural disorder, such as genetic predisposition, biological differences, parenting and familial

factors, environmental impacts lower socioeconomic status and other individual differences.



Psychopathology of one or both parents has also been shown to have an effect on behavioural
disorders, as does parental substance misuse, interpersonal violence and divorce, separation or the
death of a parent or caregiver.

Children and youth who have increased difficulties in the school setting, intellectual
deficits or underperforming may have a higher incidence of behavioural disorders, and there is a
high rate of comorbidity of ADHD and CD or ODD (Thapar et al., 2015).

The ability to process stressors and self soothe may also play a role in the development of
behavioural problems as well, this ability is known as social cognition, and when it is disruptive
or nonlinear in nature, there may be a higher likelihood of behavioural disorders. Children and
youth who are more aggressive have a tendency to respond to situations and events in a more
reactive manner, often perceiving threat or danger in situations when there is none (Kempes et al.,
2005). Because they perceive situations as being a threat, they may in turn learn to rely increasingly
on their maladaptive behavioural patterns and exhibit these problems with increasing severity. In
short, when an individual is not able to cope with frustration or tolerate difficult emotional and
interpersonal situations, he or she may not be able to behave in a socially acceptable or

diagnostically healthy manner.

1.2.4  Childhood/Familial Risk Factors
Childhood developmental theories have widely acknowledged and shown that childhood

development and parental styles, actions, responses and interactions all contribute to the manner
children learn to behave and how that behaviour manifests later in life.

Bowlby’s theory of attachment posits that a consistent and healthy attachment to at least
one primary care giver is central to an individual’s becoming psychologically balanced and being
able to form secure bonds and relationships (Bowlby, 1969). Lessons imprinted early on in

development have been determined to be in part predictive and contributory to actions and conduct.



Attachment Theory is perhaps the most widely accepted and generalizable model, suggesting that
the manner in which parents interact and communicate with their children is directly observable
in the manner in which they approach the world around them. In Attachment Theory, a child will
develop one of three attachment styles: secure, insecure avoidant and insecure ambivalent/resistant
(Ainsworth, Blehar, Waters, & Wall, 1978; Bowlby, 1969). When a child does not feel secure, or
safe, in the knowledge that a parent is present — both emotionally and practically — he or she will
not be able to develop a healthy and secure attachment style. Children who have been raised with
neglectful parenting styles, or inversely with parents who are overly attached and demanding, will
be far more likely to be inclined towards conduct and behaviour issues (Bowlby, 1969; Thapar, et
al., 2015).

The relationship between a parent and child is complex, and several factors may contribute
to the child becoming less able to adapt to stressors in a healthy and consistent manner. Parents
who have their own psychological or psychosocial issues will be far more likely to negatively
impact the behaviour and development of their children. Maternal depression, anxiety, post-partum
depression, and mood disorders all have been shown to negatively impact parenting styles. Those
individuals who suffer from such disorders have been shown to be more likely to engage in
physical punishment, emotional abuse or neglect, as well as a simple failure to be consistent and

to provide adequate supervision to their children (Thapar et al., 2015)

1.2.5 Environmental Risk Factors
While familial impact is shown to be vital in the development of a child, it would be remiss

to dismiss the importance of the social and cultural environment in which a child is raised.
Bronfenbrenner’s development of ecological development places a child within five levels
of relatedness: microsystem, which consists of the immediate and closest relationships such as

those parents and family; mesosystem, which consists of the relationships one step removed from



the child, such as parental relationship with the child’s peers; exo-system, which describes the
linkages between external settings not directly related to the child but still effecting him or her; the
macrosystem can be described as the culture or communal patterns in which the child is within;
the chronosystem refers to the influence of time, and acknowledges the changes and variations
resulting from this (Bronfenbrenner, 1979). This theory demands that a child be placed into his or
her context, and that it is not just the family but also these larger systems that effect development
and behaviour.

Epidemiological and longitudinal research has demonstrated that higher levels of poverty,
unemployment, criminality and catastrophic events are consistently demonstrative of the
relationship between these multiple stressors and a higher occurrence of mental disorders and
behavioural problems (Garbarino, 1990; Sektan et al., 2010). Furthermore, when there are
combinations of stressors, such as a low income combined with a recent parental separation or
loss, a child becomes vulnerable and his or her developmental is more likely to be adversely
influenced (Prochnow & DeFronzo, 1997). While these elements have been repeatedly shown to
be contributory to child misconduct and behavioural or emotional problems, it is critical that we
remember not all children being raised in so-called adverse environments display any of the
aforementioned behavioural issues. The familial and parental interaction remain at the core of a
child’s development, and a child can, and often does, grow into a healthy and well-adjusted
adulthood despite adverse conditions if he or she has been raised in a supportive, consistent and

safe family system. (Goldstein & Brooks, 2005; Thapar et al., 2015)

1.2.6 Impacts
Behavioural problems are often predictors of later symptoms including depression, alcohol

and substance use, lower employment rates, delinquency, removal from the home, conduct

disorder and criminal actions (Barlow, 2012; Thapar et al., 2015). A number of longitudinal studies



containing appropriately matched control groups have shown that conduct and behavioural
problems are predictors of a broad range issues in later adolescence and extending into adulthood.
These studies show that boys with externalising problems earlier in life have a much higher rate
of not just psychological disorders but also adverse life events including unstable friendships,
inability to experience healthy intimacy, job terminations, incarceration and a number of other
problems with individual and social stability (Bongers, Koot, Van der Ende, & Verhulst, 2008;
Ferguson, Horwood, & Ridder, 2005; Robbins, 1996). Coleman et al (2009) found that in a 40-
year follow up adolescents with even mild externalising symptoms had negative outcomes on a
composite peer reviewed measure rating adverse symptoms in adulthood.

This group of disorders affects not only the youth and family but extends to have a negative
impact on communities and society at large. Juvenile delinquency is often a result of these
behavioural problems, with home and school based acting out transitioning into criminal offenses
(Robbins, 1996; Thapar et al., 2015). Within the family setting, attention and care may be focused
on the identified client to the detriment of siblings or the family as a whole. The balance within
the family can be disturbed, and as imbalances and disfunction increases or persists there are
resulting higher rates of divorce, abandonment, alcohol and substance use, untreated mental health
issues and other maladaptive behaviours. Abuse, neglect, interpersonal violence and sexual
misconduct are possible results of family dysfunction; evidence has shown this correlation through
experimental, longitudinal and theory-based scholarship (Thapar et al., 2015). The impact of
adolescent behaviour problems and juvenile delinquency is highlighted by the fact that in the
United States a person under the age of 18 commits 1 in 12 domestic violence offenses that come

to the attention of law enforcement (http://www.ojjdp.gov/ojstatbb).
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In addition to the repercussions to the family, increased violence and delinquency within a
community leads to lower property values that directly impacts school funding, growing
unemployment rates and increased illegal activities such as substance use, underage alcohol
consumption and the sale of narcotics (Petterutti, 2009). These activities may lead to imprisonment
that will in turn affect a youth’s ability to contribute to the long-term economic productivity of the
community and the nation as a whole. Over 800,000 minors age 10 to 17 were arrested in 2016,
with approximately 200,000 of these arrests being classified as a violent or weapons related charge.
The cost to taxpayers is significant and avoidable; the Justice Policy Institute has estimated the
average cost of incarcerating a juvenile to be $148,767 per person per year (justicepolicy.org); all
told, the United States spends approximately 5.7 billion dollars per year on the incarceration of
minors (http://www.ojjdp.gov/ojstatbb). By comparison, alternative treatment options that include
treatment or counselling may cost closer to $15,000 per year (justicepolicy.org;ojjdp.gov).

The United Kingdom reported 88,600 arrests of minors in the year 2016, with the most
common offenses being violence against the person (26%), theft offences (14%), and criminal
damage (12%) (www.gov.uk). What these numbers indicate is a serious problem in both the US
and UK, with large numbers of violent crimes being committed by minors, and significant

expenditures being allocated to the treatment and incarceration of minors.

1.2.7 Who Refers Youth for Treatment
Referrals to treatment come from any number of sources, from a concerned parent, to a

teacher, to an arresting officer or the family court judge involved in a young person’s case.
Teachers will often be the referral source, as they might also witness bullying or aggression in the
classroom, withdrawal from social or healthy interactions with other students, failure to progress
or succeed academically and any number of other warning signs that may require the intervention

of authorities or the opinion and diagnosis of a professional therapist or clinician. A referral may
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also come from a mandated reporter: a person who, because of his or her job, must contact the
appropriate authorities immediately when he or she suspects, witnesses evidence of or is told that

a child is being neglected or abused.

1.2.8 Who is Referred for Treatment
It is known that there are more young people who are in need of treatment and intervention

than come to the attention of authorities or adults (Thapar et al., 2015; www.ojjdp.gov/ojstatbb).

Referrals to treatment are, broadly, either emotional or behavioural in nature;
unfortunately, many children, particularly those with depression, anxiety, or other (largely)
internalising diagnoses, may not be referred unless their symptoms are severe enough to draw the
attention of others (Thapar et al., 2015). Self harm, suicidal ideation or attempt, panic attacks or
similar will likely result in a referral.

Adolescence is a time of biological, environmental, developmental and social change,
which leads to increased ‘acting out’ behaviours, as well as more extreme or dramatic actions by
the individual. These are likely externalizing behaviours and it is often the case that such
behaviours are indicative not merely of behavioural misconduct but problems in the home or
psychological distress of the child. While minority or lower income children are more often
referred, and subsequently diagnosed, with behavioural disorders such as ODD or CD, white
middle and upper class children are more likely to be referred for ADHD, for which they are
frequently prescribed medication and not involved further in child welfare or juvenile justice
systems (Morgan et al., 2013). What this suggests is that the same externalizing behaviours, such
as impulsivity, academic problems, irritability and aggression, may lead to a white child being
referred to treatment for ADHD, and a minority or lower income child being identified as

disruptive or defiant, and subsequently becoming involved in more punitive systems. Once a child
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is identified and labelled as disruptive, resistant, or otherwise behaviourally disordered, he or she
becomes far more likely to be suspended, expelled, or placed on probation for minor infractions.

The school setting produces an increasing number of referrals, in part because children and
youth spend the majority of their time in classrooms, with teachers observing them and taking note
of any disruptive or troubling behaviours. ADHD, either undiagnosed or unmanaged, will often
result in behaviours that garner the attention of authorities. These behaviours include difficulties
sitting still, paying attention, trouble completing tasks or remaining focused for sustained periods
of time. A young person’s grades and achievement in the academic arena may be adversely
affected by these issues, which often results in therapeutic or behavioural interventions. Persistent
truancy will also alert authorities to possible problems in the home, with the family or other issues
relating to emotional or behavioural troubles.

While adolescence contains a healthy amount of sexual development and experimentation,
there are certain behaviours which are cause for concern, and may lead to referral and intervention.
These behaviours include a pattern of unwanted and uninvited touching or fondling of peers or
younger children, a preoccupation with pornography that adversely affects other prosocial
activities, contact with older and more developed persons, surreptitious watching or ‘peeping’
behaviours and more extreme or violent acts of sexual coercion or assault (Ryan, Leversee, &
Lane, 2011). In the United States, the age of consent ranges from 16 to 18 years, in the UK the age
of consent is 16, and in some countries, such as Burkina Faso, Comoros and Japan, the age of
consent is 13. Minors are, technically, prohibited by law from engaging in sexual activity.
However, it is rare that these offenses are prosecuted or reported, unless the gap in age is significant

and cause for concern (fbi.gov)
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It is important to note that sexual behaviour, without the element of maladjustment or harm
to oneself or others, is a normative and understandable part of an individual’s development, and is
not cause for alarm or referral. Teenage pregnancy or diagnosis of a sexually transmitted disease
may alert a health care provider to the unsafe sexual activity of a young person, and while a family
doctor or general physician may in some cases be prohibited from making a referral due to
confidentiality laws, some instances may require, in accordance with governing statutes, a referral
or report. It is vital that practitioners are trained to discuss these risks with their patients. These
data, when gathered appropriately and consistently, certainly provides valuable information
regarding the health and safety of adolescents.

A myriad of behaviours or physical signs may indicate that a child is being abused in the
home or elsewhere, and these behaviours will often lead first to a report, an investigation and
eventually to a course of treatment or in some cases removal from the home. Physical abuse may
be indicated by frequent visits to the hospital or clinic, signs of bruising, marks or exaggerated
startle reflex; sexual abuse may be indicated by the adolescent’s sexual acting out or misbehaviour
such as increased and age-inappropriate promiscuity or overly sexualized behaviours; often
victims of sexual abuse may be unreasonably afraid of being alone or the dark, extremely irritable
or emotionally labile, there may be the presence of enuresis, hair pulling, cutting, self-harm,
substance use, insomnia, nightmares, panic attacks, running away or suicidal gestures or attempts
(Thapar et al., 2015). Research has shown that often the behaviours which have brought a child to
the attention of authorities are in fact a response to problems in the home or with primary

caregivers.

1.3 Approaches to Treatment and Prevention
A number of treatment approaches and interventions have been designed, developed and

researched in the ongoing effort to prevent, reduce and treat these damaging and harmful
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behaviours. The research base for these interventions is disparate, with some evidence indicating
that family based or systemic approaches may be the most effective.

There are a variety of interventions targeting youth age 10 to 17 who are at risk of being
removed from the home or have otherwise come to the attention of authorities due to antisocial
behaviour or mental health diagnoses. The interventions differ by program theory, intensity, and
duration. While in some cases these programmes result in incarceration, the majority do not, and
behaviourally disordered youth are often mandated to treatment or out-of-home placements either
in foster care, treatment facilities or group homes. The treatments may consist of psychiatric
medication, individual treatment or, increasingly, a course of systemic therapy as both a
preventative and rehabilitative measure (Petterutti et al., 2009). There are a number of guidelines
available that contain within them recommendations for evidence-based or research supported
complex interventions. The Blueprints for Violence Prevention, (supported by the Office of
Juvenile Justice and Delinquency Prevention), the World Health Organization, and the National
Institute of Health, to name but a few, all propose guidelines, treatment options, and behavioural,
mental health and systemic approaches (blueprintsprograms.org; who.int; nih.gov).

Of course treatment, or prevention, can also be framed in more punitive terms, and these
measures range from a course of what is defined as ‘simple’ probation - consisting of cursory
check-ins and perhaps an ankle monitor - to sentencing in a secure detention facility with a number

of options between these two extremes.

1.3.1 Pharmacological Interventions
A recent review examined possible benefits of pharmacological treatments for aggression

and behavioural problems. The review included 10 trials containing a total of 896 children and
youths aged 5 to 18 years. (Loy, Merry, Hetrick, & Stasiak, 2012). The authors conclude that due

to the fact we do not yet understand the aetiology of aggression or conduct disorders it is difficult
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to target underlying neurological or chemical issues. Anti-social and behavioural qualities are
extremely complex and disparate; attempts to remedy them with psychotropic medications have
been unsuccessful and will likely continue to be. A Cochrane systematic review suggests that,
apart from the immediate tranquilizing effects of the antipsychotic risperidone, which may result
in an alleviation of aggressive, impulsive or disruptive behaviours, there is little evidence that
drug treatment is appropriate in this context (Pappadopulos et al, 2006). These sedative effects

are not lasting and will not be sustained once the medication is discontinued (Loy et al., 2012).

1.3.2 Individual Psychodynamic Approaches
With the possible exception of the more structured and outcome focused approaches,

traditional psychotherapy has largely been shown to be an only moderately effective intervention
technique for the reduction of distress or externalizing behaviours in youth. The empirical
evidentiary base relating to psychodynamic treatment is quite limited, in part due to the possible
‘vagueness’ of treatment goals, the uncertain and often unnecessarily extended duration of
treatment, the unavailability of standardized treatment outcomes and the possibility of reliance not
on empirical data but on case reports, individual studies and expert or practitioner opinion (Thapar
et al, 2015). In a trial conducted by Fonagy and Target (1994), 135 adolescents diagnosed with
disruptive behaviour disorders were matched with others diagnosed with emotional but largely
internalising issues. The trial indicated that those with emotional diagnoses improved at a
significantly higher rate than their behaviourally disordered counterparts.

Notably, individual psychotherapy is becoming increasingly rare as a treatment approach
for adolescents with externalising symptoms, especially if it is not partnered with parent and/or
family work. In a retrospective study conducted by the Anna Freud Centre, it was shown that
pairing individual with family and parent work is more likely to result in a positive outcome for

the child (Fonagy & Target, 1994).
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1.3.3 Cognitive Behavioural Approaches
Some research has shown that a potentially effective treatment, particularly for youth

facing traumatic events, is Cognitive Behavioural Therapy. CBT is an insight-oriented treatment
used in the management of and coping with stressors or negative emotions and feelings. Cognitive
therapy was originally developed in the late 1960’s by Aaron Beck and is widely acknowledged
by mental health professionals as a preferred mode of treatment (Beck, 1967; Thapar et al, 2015).
Cognitive approaches to treatment focus on helping the patient become aware of negative or
harmful interpretations of their emotions and aiding people in reducing these ways of thinking
which will in turn lessen psychological symptoms and alter behaviour in positive ways (Beck,
1967). Because CBT is time-limited, it has been favoured as a treatment option for many different
populations. Some suggest that CBT, often in addition to medication, can be beneficial in the
lessening of externalizing behaviours in adolescents (Lochman et al., 2011; Thapar et al., 2015).
When examining recidivism rates for youthful offenders, CBT has been shown to have some
positive effects, with the results of multiple reviews in favour of CBT compared to standard
treatment or no treatment, with a reduction in recidivism of approximately 10% on average
(Armelius & Andreassen, 2007; Landenburger & Lipsey, 2005). In a (2009) meta-analysis, Lipsey
reported that the therapeutic approach of CBT was more effective in the reduction of further
criminality in youth than the other included interventions; However, the positive effects of CBT
may not be sustainable over time (Johnson & Friborg, 2015). Armelius and Andreassen (2007)

found no significant or lasting effects of CBT for youth after 24 months.

1.3.4 Residential Treatment
A national survey conducted in the United States stated that of youth aged 13 to 18 years,

30% were undergoing treatment in a residential facility (Pottick, Hansell, Gaboda et al., 1993).

These numbers have significantly decreased since that time, but inpatient units continue to be a
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treatment option for severely disturbed or psychiatrically disordered youth. Youth will not likely
be referred to residential treatment or committed to a secure treatment facility unless they are in
significant danger and pose a risk either to themselves or to others. It is only when a young person’s
behaviour has become so difficult to control, so dangerous or unmanageable that he or she cannot
maintain a necessary level of safety and functioning in the world that he or she will be referred to
a psychiatric treatment facility or locked ward. Behavioural problems such as extreme violence,
sexual crimes, psychosis or recurrent, persistent and severe suicidal or homicidal ideation, intent
or attempts will often lead to inpatient treatment for a proscribed or court mandated period of time
(Thapar et al., 2015). Emergency admissions to a psychiatric unit or hospital are required by law
in certain situations, and therapists are required to have youth admitted based on the presence of
overwhelming risk factors and the inability of a child to function or remain safe. In the United
States, the Health Insurance Portability and Accountability Act (HIPAA) of 1996 requires that
confidentiality be broken in cases of severe risk. These guidelines are also set forth in the ethical
guidelines governing psychiatry, social work, psychology and other counselling professions.
Similarly, the Mental Health Act of 1983 is the United Kingdom’s primary legislation relating to
the treatment and rights of those with mental health diagnoses.

Any effective residential treatment will stabilize the individual and plan extensively for
release, it has been shown that a failure to foresee or adequately prepare for discharge will result

in an increased likelihood for recommitment (Pfeiffer & Strzelecki, 1990).

1.3.5 Juvenile Justice Interventions
In both the United States and the United Kingdom, legal interventions include probation,

electronic monitoring, group home placement and juvenile penitentiaries. While the number of
first time offenders has decreased, there continues to be a high rate of reoffending for youth in the

court systems (www.ojjdp.gov/ojstatbb ). The 2016 Youth Outcome Report in the United States

18



reports that while in custody, youth often do not undergo treatment of any sort
(www.ojjdp.gov/ojstatbb); a review published in 2012 states that failure to be involved in treatment
post sentencing leads to an increased likelihood of recidivism and longer-term removal from the
home (Newman et al., 2012). Juvenile justice interventions consist of a number of different
approaches, but all of them can be described as punitive and involving less treatment than research
supported alternatives.

Outdoor Behavioral Healthcare (OBH), or what is more commonly known as wilderness
therapy, are privately owned facilities and thus entirely unregulated, but very often receive their
referrals directly from the court system. In these programmes, youth are usually housed together
in dormitory-like settings, or sent on days or even weeks long outdoor hikes where they are
expected to learn wilderness survival skills such as building shelter, foraging for food, and fire
starting. These programmes differ in length and intensity but have come under increased scrutiny
for cases of abuse, neglect, sexual assaults and indentured servitude. There is no evidentiary
support for these programmes.

Similarly, juvenile courts may sentence a youth to a boot-camp style facility, which are
overly harsh and in some cases even abusive. A course of Scared Straight, a programme in which
at-risk youth and juvenile offenders are exposed to first-hand observation of prisoners and prison
in the attempt to deter them from future or continued criminal behaviour has been demonstrated to
cause significant harms (Petrosino, Turpin-Petrosino, Hollis-Peel, & Lavenberg, 2013). These
programmes have been shown not only as ineffective, but also to increase the likelihood of further
and more severe criminal activity.

The Cambridge-Somerville study, a longitudinal study commissioned in 1936, randomised

506 boys age 5 to 13 years into either a treatment group or control group; the boys assigned to the
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treatment group received psychiatric treatment, medical treatment, mentoring and psychological
counselling in an effort to prevent juvenile delinquency and criminal behaviours. Decades after
the original ten-year follow up, which showed that there were no effects of the intervention,
McCord published work demonstrating that there were in fact harmful effects on those in the
treatment group (McCord, 1978). Cambridge-Somerville has become synonymous, and shorthand,
for the presence of stigmatising and peer effects. In programmes in which youth are placed together
with their misbehaving peers, they are likely to bond with one another and encourage deviant
actions and attitudes (Bandura & Walters, 1959).

Despite overwhelming evidence showing that such interventions do not result in positive
outcomes, overly harsh, boot-camp style or purely punitive measures and programmes continue to
be used in the United States, often with the financial backing of the state; these programmes have
been demonstrated by multiple reviews to have either no impact or a negative result for participants

(Petrosino, Turpin-Petrosino, Hollis-Peel, & Lavenberg, 2013; Wilson & Lipsey, 2000).

1.3.6 School Interventions
School based interventions to deter delinquency, violence and behavioural misconduct

have a significant amount of support, and there are a number of strategies that administrators and
stakeholders may choose to adopt, including surveillance such as video cameras, security guards
and metal detectors, deterrence measures such as zero-tolerance policies, and psychosocial or
interpersonal training programmes (Durlak, 1995).

In a meta-analysis published in 2007, researchers reported data collected from 249 studies,
ninety percent of which were conducted in the United States and all of which used disruptive or
aggressive behaviours as an outcome measure. The analysis showed that there are a number of

interventions available for schools to choose from, all of which have some reported positive
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effects. The authors showed that it is predominately through a combination of the available

approaches that the strongest effects are achieved (Wilson & Lipsey, 2007).

1.3.7 Parent Based Interventions
Developmental theories agree that the parental interactions between a child and his or her

parent(s) are formative in healthy development (Thapar et al., 2015; Behan & Carr, 2000). It is
therefore reasonable to assume that working with parents on their parenting skills and style may
result in positive outcomes for a behaviourally disordered child. Of these interventions, most are
strength based and focus on engagement with one’s child and positive interactions and well as
boundary-setting, reasonable supervision and understanding. Parent training is often delivered in
a group setting, with differences between programmes but usually consisting of meetings and
weekly homework. The more researched of these are manualised and facilitated by a specifically
trained therapist. Two such programs that are both supported by best practice lists are: 1) Incredible
Years, (Webster-Stratton, 2006) a programme developed by Caroline Webster-Stratton and
delivered in over 24 countries, which is a brief (12-20 weekly sessions lasting 2-3 hours) group
parenting intervention that focuses on improving parenting skills and promoting engagement with
their children’s school activities and learning and 2) Positive Parenting Program (known as Triple
P), (Sanders et al., 2014) which is also designed to aid parents in setting goals, reducing
dysfunctional parenting practices and thereby reducing risk factors for children and families

(blueprintsprograms.org)

1.3.8 Systemic Approaches to Family Treatment
Systemic approaches to family treatment have their foundations in a long history of theory

and practice. Until the late 1960s and 70’s, most clinicians and practitioners viewed youth and
juvenile problems as extensions of individual psychopathology. Clinicians were for the most part

still under the influence of Freudian or Jungian theory, and approached analysis and treatment
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accordingly. In this model, behaviour is seen as a manifestation of an entirely internal and
emotional state, and approached thus (Freud, 1955). Because an individual cannot be treated
without consideration of his or her environment, and with an increasing interest in the treatment
of adolescents, focus began to shift towards a more holistic and environmental attitude. Erikson’s
theory of cognitive development, which presents 8 distinct stages in the identity and psychosocial
development of an individual and considers the impact of external and cultural factors on this
development (Erikson, 1956), emerged and began the shift away from the Freudian. Similarly,
Bandura’s theories had a strong impact when he suggested in the early 1970’s that there should
perhaps be more emphasis placed on the relational patterns and influences between people and
families (Bandura, 1977).

These theoretical shifts in combination with Bronfenbrenner’s theory of ecological
development described in more detail in section 1.2.5 of this thesis gave rise to structural family
therapy, a conceptual framework and treatment approach designed by Salvador Minuchin.
Structural Family Therapy seeks to understand the form and structure of a family, and for the
therapist to join with the family thus becoming a motivator for change. Minuchin developed a
method of mapping and portraying the structure and relationships within a family. He sought to
interrupt negative patterns and believed that dysfunction lay with the family as an entity, not with
one particular identified individual within it (Minuchin, 1974).

Out of this emerged Strategic Family Therapy, an expansion and interpretation founded by
Jay Haley and further developed at the Family Therapy Institute in Washington, DC. Haley’s
theory is far more directive in nature and consists of planned and carefully designed interventions

(Haley, 1976). Strategic therapy also views all behaviour, even negative or destructive, as attempts
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to communicate. Actions are intended to convey meaning; symptoms are in fact (often frustrated)
efforts to communicate (Haley, 1976).

Systems Family Therapy contains within it the aforementioned schools of thought and
theoretical approaches. Both Minuchin and Haley subscribed to, and were influenced greatly, by
systems theory, which posits that a child exists in a series of interconnected systems, and any
systemic approach to treatment will of necessity engage not only with the child, or even with the
child and her family, but also with the larger systems such as the school, peers, church, community,
probation and parole, child services and other community elements as needed. The theory suggests
that, given the connectedness of all these systems, influencing one while ignoring any of the others
will undercut and lessen the value of any intervention or positive change.

When considering that a child’s development and growth often begin and are rooted in the
familial relationship, it follows that when treating behavioural difficulties the family may be at the
centre of the treatment approach. Systems theory and family approaches to intervention are closely
linked and one can be seen as informing one another; the beginnings of familial approaches are
found rooted in systems theory. The current research base suggests with caution that family
interventions may be beneficial to youth aged 10 to 18 presenting with behavioural disorders as
well as for those in danger of removal from the home for protective or legal reasons. Family
interventions may also reduce the length of time spent by youth in institutions or in care
(Woolfenden, Williams, & Peat, 2001). A number of family-based interventions have been
developed to prevent and/or treat behavioural problems among children and youth.

Multi-Systemic Therapy (MST) is one systemic approach that has gained favour in some
court systems as a mandated treatment for offending or high-risk youth and their families

(Henggeler, Schoenwald, Borduin, Rowland & Cunningham, 2009). MST is a home and
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community-based treatment approach that is result focused and attempts to reduce out of home
placements and delinquency by providing a type of wrap around service that will not only offer
home based treatment but also interactions with the school and community of the identified child.
MST was developed with elements drawn from strategic family therapy, structural family therapy
and cognitive behavioural therapy. Evidence for MST is inconsistent and a recent study shows that
multisystemic therapy does not significantly impact outcomes for moderate to severe antisocial
behaviour in youth age 10 to 17 (Fonagy et al, 2018). While MST has long been included on best-
practice lists and is regarded by many as both evidence-based and efficacious for a broad variety
of client populations, this may not be the case. In actuality, a systematic review demonstrated that
the intervention has no significant effects and there may be significant allegiance effects present

in the reporting (Littell, Popa, & Forsythe, 2005).

1.4 Functional Family Therapy (FFT)
Functional Family Therapy (FFT) situates and aligns itself with this tradition of systems

theory. According to the designers of the model, the different theoretical approaches present from
the late 1960’s to early 1980’s were “synthesized and made compatible via the phase-based
strategy of FFT” (Alexander, 2013, p. 25). The model, theory of change and explanation of its

design is detailed in the subsequent section.

1.4.1 Principles of Functional Family Therapy (FFT)
FFT reflects a core set of theoretical principles, in which behaviour is seen as a

representation of the family relational system; i.e., as indicative of the communication, patterns
and purposes of the family. Its developers describe the overarching goals of FFT as follows: “To
change the maladaptive behaviours of youth and families, especially those who at the outset may
not be motivated or may not believe they can change; to reduce the personal, societal, and

economic consequences of disruptive behaviour disorders and to do so with less cost, in terms of
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time and money, than many other treatments currently available” (Alexander, 2002, p. 2007). FFT
uses a manualised approach and includes reframing, interrupting of negativity or blame,
redirection of focus, interpretations of patterns of maladaptive behaviour with links to emotions, a
deepening understanding of actions, and communication training with focus on positive
communication. It incorporates theories of information processing, social cognition, and the
psychology of emotion.

FFT is a short-term (90-day), intensive and comprehensive program designed for the
treatment of behavioural misconduct in youth aged 10 - 18. It is a treatment modality rooted in
family systems theory and cognitive behavioural theory that can be delivered in clinical settings,
school settings, or in the home. It is intended to address those youth and families with a wide array
of presenting problems including but not limited to; criminal behaviour, truancy, running away,
sexual misconduct, substance abuse, risk of out of home placement and as a re-entry program for
youth returning to the community following release from institutional settings. The program
requires between 8 and 30 hours of direct service to youth and their families typically over an
average of 12 home visits in 90 days. Over more than three decades its designers have modified
the original concept in efforts to increase effectiveness and uptake by service providers. According
to the literature presented by FFT Inc., these changes have been made based on a solid foundation
of evidence (Alexander 2013).

Therapists are expected to adjust FFT to family members' capacities and to the specific
problems they face. In line with its theoretical underpinnings, the focus of an FFT therapist should
not be on one specific member of the family, rather the therapists attempt to build an equal and
balanced alliance with each member of the group. This technique is designed and intended to

minimize blame, and to foster an environment in which each family member feels understood and
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vital to the process. FFT uses reframing, interrupting of negativity or blame, redirection of focus,
interpretations of patterns of maladaptive behaviour with links to emotions, deepening
understanding of actions, and communication training with focus on positive communication. It
incorporates theories of information processing, social cognition, and the structural relationships

within families (Alexander 2013).

1.4.2 Core Components of FFT
The intervention consists of five major components and may include pre-treatment

activities: engagement in change; motivation to change; relational and interpersonal assessment;
behaviour change and generalization across behavioural domains and multiple systems. These
goals are accomplished in five ordered phases each of which is dependent upon the phase prior;
each phase has an assessment and intervention component directed at specific goals. The phases
have been conflated into three (Engagement/Motivation, Behaviour Change and Generalization)
until a recent expansion of detail within the FFT literature and training manuals. Details of the five
phases are, as explicated by the originators of FFT, as follows:

Phase 1: Engagement, wherein workers focus on the engagement of the entire family,
which involves 'maximizing factors which enhance the perception that positive change might occur
(intervention credibility), and minimizing factors (e.g., poor program image, difficult location,
insensitive referral) that might signify insensitivity and/or inappropriate resources' (Alexander
2013, p. 11). This phase also requires a high level of engagement from the therapist including
availability, contact with as many family members as possible, cultural sensitivity and ‘matching’
to the family unit. Therapists must maintain strength based relational focus in this, as well as all
subsequent, phases (Weisman & Montgomery, 2018).

Phase 2: Motivation attempts to minimize hopelessness and to create a positive context.

“To develop or enhance family members’ motivation, workers identify and quickly begin to
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modify the pattern of changeable intra family risk factors, especially negativity, hopelessness and
blaming; [and] initiate and/or strengthen intra-familial protective factors that can mitigate the
effect of risk factors that cannot be changed’ (Alexander 2013, p. 12). Therapists focus on the
relationships and interrupt blaming sequences while encouraging positive themes and reframing
negative behaviours. Reframing, a central theme and principle of FFT, is a three-step process in
which the therapist must first identify and make clear the negative aspects of the behaviour or
pattern, offer the family a possible alternative meaning which is ‘noble’ or benign rather than
purely negative, and finally go on to elaborate or refine the new meaning, or (if the family rejects
the new meaning entirely) be able to move onwards without losing alliance with them.

Phase 3: Relational Assessments are performed in order to understand and analyse
information relating to the relational process of the family, as well as to plan for the upcoming
behaviour change and generalization phases. Therapists continue to redirect the focus from
individual problems to a relational perspective and suggest meaning relating to negative
behaviours (Weisman & Montgomery, 2019) .

Phase 4: Behaviour Change is used to “develop long term behaviour change patterns that
are culturally appropriate, context sensitive, and individualized to the unique characteristics of
each family member"(Alexander 2013, p. 13). Workers focus on cognitive, interactive, and
emotional issues; emphasize positive communication and parenting skills; and provide concrete
resources that “guide and symbolize specific changes in behaviour” (Alexander 2013, p. 13). This
phase aims to reduce intrafamilial risk factors and enhance intrafamilial protective factors. In this,
the most directive phase of treatment, therapists may assign tasks, use technical aids, teaching, role

playing, training, conflict resolution skills or other means for developing necessary skills.
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Phase 5: Generalization is the final goal of treatment and focuses on the generalization of
behaviour change to other settings and social systems. This involves referrals, mobilizing
community support systems and modifying deteriorated family-system relationships with schools,
probation officers or other systems. “Generalization activities involve knowing the community,
developing and maintaining contacts, initiating clinical linkages, creating relapse prevention plans
and helping the family develop independence” (Alexander 2013, p. 14).

After the conclusion of treatment, families are often seen in Booster Sessions; these
sessions can be requested by the family, or as a refresher if there is a relapse of maladaptive
behaviours. A relapse may be signified by objective outcomes such as arrest or truancy, or by
family reporting or desire for assistance. These sessions are designed to reinforce the skills learned
in the Behaviour Change Phase of treatment, and to remind the family of their ability to achieve a
higher level of functioning.

Underpinning the five phases is the concept of ‘obtainable change’; this refers to the setting
of realistic and achievable goals. These goals are not merely those set by the therapist, authorities,
probation officers or other treatment providers, rather agreed upon and discussed within the scope
of treatment. The youth and family are integral to the decision of what goals to pursue in treatment
(Weisman & Montgomery, 2018).

Assessment focuses on the functional nature of problems within the family rather than on
a diagnosis, and is described as a “continuous, multilevel, multidimensional, and multimethod
process that includes individual, family, behavioural, and contextual factors” (Alexander 2013, p.
22). The relational assessment examines not only the connectedness or relative autonomy betwixt
family members, but also the hierarchical standing of each member in relation to the others. It

focuses on why or how the family continues in its promotion and maintenance of problematic
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sequences, chains of behaviours, events and interactions; assessment will also identify key risk
and protective factors for the family, primarily to increase the positive whilst decreasing the

negative.

1.4.3 Theory of Change
The model is suggested to be useful for complex and multidimensional problems because

of its flexible structure and cultural sensitivity. The attention to relational patterns and clear focus
on family systems is often stated to be at the core of the intervention’s success. As many FFT
therapists provide services in the home, it is particularly suited to those clients who may be initially
unwilling, unable or otherwise unlikely to attend sessions in a clinical setting. Within FFT there is
a very strong stance against blaming and negative treatment or approach. Neither individuals nor
families are to be seen or treated as ‘bad’ or wrong. Often the families treated by an FFT therapist
may be described as resistant to treatment, but FFT attempts to overcome this through its use of
the techniques discussed above. When there is a perceived failure or lack of improvement, it is the
therapist who must identify ways to alter her approach and treatment of the family, not vice versa.
FFT therapists attempt to provide a therapeutic experience unlike what most families are
accustomed to: an experience that focuses on an alliance and fostering a cooperative working
relationship approach. Families should feel engaged and aware rather than belittled or blamed for
their problems. The founders and advocates of FFT attribute its effectiveness to the careful
sequencing of techniques, helped by the continuous assessment and intervention processes

(Alexander 2013; Weisman & Montgomery, 2018).

1.5 Aims of the Research
The purpose of this work is to first clarify the evidence base supporting FFT in a rigorous

manner, and an overview of the current evidence must therefore be the starting point for this

project. The feasibility and acceptability of FFT must also be ascertained across varied settings
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and with heterogenous populations, so an implementation analysis of current FFT studies focuses

on explicating any issues and disparities emerging from the overview.

1.6 Summary
The aim of this work was to assess the evidence for the effectiveness and any harms of the

FFT programme, using an overview of current evidence and an implementation analysis to explore
variations in the literature found. It is with these two pieces of work that FFT can be better
understood in its current context. The research supporting FFT will therefore be better understood
and decisions regarding its use based in a more reliable and systematic evidentiary analysis than
was previously available.

Within social work, a number of treatment options are available to practitioners and
agencies, and the decision to use one over another should be made with the best possible evidence
and supporting information. This thesis contributes a valid and dependable source for this
information and can provide a comprehensive and manageable tool for making treatment decisions
around the treatment of youth presenting with behavioural problems.

Current and long-standing evidence suggests that youthful behaviour problems are
indelibly linked to environmental factors, the most influential of which may be the youth’s family.
Without effectively addressing these familial patterns and relationships, a child is more likely to
continue in maladaptive behaviours that will become increasingly problematic and harmful, not
just to the individual but to the family, community, and society at large. Family based approaches
to treatment have been in use for decades but are continuing to rise in uptake. Evidence or research
based interventions are being put forth as the most effective means of addressing and treating
childhood behavioural problems. Among these treatments, FFT continues to grow in its

dissemination and uptake with it being delivered in over 300 sites worldwide (Alexander, 2013;
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blueprintsprograms.org). Despite its ever-growing use, FFT does not have a consistent or rigorous
evidence base that supports all of the claims posited by the literature surrounding its use.
Continued use of FFT should be examined, and the feasibility and acceptability of FFT
must be ascertained across varied settings and with heterogenous populations. The purpose of this
work is to first clarify the evidence base supporting FFT in a rigorous manner, and an overview of
the current evidence must therefore be the starting point for this project. Following this work, an
implementation analysis of current FFT studies will focus and explicate the issues and disparities
emerging from the overview. It is with these two pieces of work that FFT can be better understood
in its current context. The research supporting FFT will therefore be better understood and
decisions regarding its use based in a more reliable and systematic evidentiary analysis than was

previously available.
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2 METHODOLOGY

2.1 Outline of Chapter
This chapter will lay out the rationale and methods for this thesis; first, the decision to

conduct an overview of reviews, or umbrella review, of Functional Family Therapy (FFT), and
then to go on with a secondary implementation analysis. First, it is important to understand the
concept of bias, and where overviews fit into the range of potential research methods for the
questions at hand, as well as why this approach was deemed most appropriate and useful in this
case; so, to this end, the hierarchy of evidence will be outlined, as well as where overviews fit into
the hierarchy. Importantly, a broader approach will also be discussed, as a more nuanced
understanding of how to best answer the specific research questions. Second, it will be explained
why the evidence from the overview led to an implementation analysis, as a picture of evidence
emerged suggesting that implementation elements and concerns seem to affect the core outcomes
of FFT. The evidence supporting FFT is so variable, reporting on different outcome measures,
follow-up times, utilising different methodologies and covering such a broad range of outcomes
and results that the focus provided by the overview helped a great deal in formulating the approach
taken. Thirdly, implementation and fidelity as broader concepts will be explored and
contextualised; there are a number of differing and at times conflicting positions within
implementation science and choosing a standpoint to approach the implementation of FFT is
placed within the broader field. Finally, the Oxford Implementation Index will be presented and

the reasoning behind its use explained.

2.2 Bias
Bias is an error, intentional or otherwise, that results in an inaccurate or untruthful portrayal

of the results reported. They can lean in either direction, and can be considered as minor and having
little impact, or as being significant enough to lead to the entirety of the outcomes being

attributable to some form of bias (Higgins, 2011)
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Research has conclusively demonstrated that conflict of interest and bias in any form can
dramatically influence the outcomes and reporting of intervention trials and reviews (Shadish,
2002). It is therefore crucial to outline what these possible forms of bias may be, and how such
biases may impact outcomes. Sources of bias in clinical trials are specifically addressed by
Cochrane Handbook guidelines, and include selection bias, performance bias, attrition bias,
detection bias, reporting bias. Notably, there are also ‘other forms of bias’, which include fraud,

deviation from protocol, and perhaps most germane in this case, allegiance bias.

2.2.1 Selection bias
This refers to the differences between the individual characteristics of the people or

groups being compared. It is through randomization that this form of bias will be minimized. In
order to adequately assess whether this was the case in a trial, the processes for allocation

concealment must be reported.

2.2.2  Performance bias
This occurs when one group in an experiment receives more attention than another, in

other words, all participants should be exposed to similar conditions. However, in the case of
complex interventions in which groups are receiving vastly different psychological or social

interventions, this is less of an issue.

2.2.3 Detection bias
This relates to how outcomes are determined, and is also aided greatly by blinding of the

assessors. This is especially important when the outcomes being measured are subjective, such as

self-reported family conflict level.

2.2.4 Attrition bias
This refers to the differences between those who withdraw from the study, or are

excluded, which is the case when participants are not included in the reports of analysis, even
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when the data is available, as opposed to when outcome data is not available due to the

participant leaving the study or being unavailable for follow up or outcome measurement.

2.2.5 Reporting bias
This refers to those findings which are included in the reporting or not. Reporting bias

contains within it a number of elements. The first of these, publication bias, or ‘the file drawer
problem’ suggests that studies reporting significant or positive effects are more commonly
published than those which report null or negative findings (Higgins, 2011). Reporting bias may
also refer to outcome reporting bias, in which a number of outcomes may be noted and measured,
but not all of these are reported (selective outcome reporting). The decisions regarding what to
report (or not) may lead to published reports being incomplete pictures of the evidence or directly

and purposefully misleading.

2.2.6 Conflict of interest and allegiance bias
When examining conflict of interest, it necessary to expand upon the narrow definition

which only addresses whether there is a direct financial interest in the research outcomes (Higgins,
2011). This type of conflict is meant to be reported and acknowledged by trialists and reviewing
authors. However, this financial conflict should not be limited but is applicable when even one
member of a team has an interest in the outcomes being reported or presented (Eisner, 2009). It
should be extended to include not just developers but other licence holders and persons for whom
future success of the program is central to their career advancement or employment (Eisner, 2009).
The promotion of a particular program may also be influenced by developers and researchers
attempting to have their programmes included and promoted by best practice lists such as
Blueprints for Violence Prevention or World Health Organization guidelines for practice.
Allegiance bias has often been narrowly defined, as a conflict of interest stemming from

a strictly financial interest in the outcome. However, more recent literature highlights the fact
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that conflict of interest should be determined far more broadly and can include such things as a
researcher’s need to defend an ideological position, a greater likelihood of publication, career
advancement, prestige, and inclusion of the intervention of ‘best practice’ lists (Eisner, 2009).

The role of developers in interventions has come under increased scrutiny, and trials
which are led by developers as evaluators show larger and more positive effects than those which
are truly independent (Eisner, 2009; Shadish, 2002). The same is true of reviews, in that those
reviews authored by individuals who have an interest in the outcome often present a far more
positive picture of the intervention. It is this form of allegiance bias, specifically, which can be
reduced by independent, scientifically rigorous, and transparent methods.

Allegiance bias should capture all the relevant forms of allegiance that may manifest in the
reporting of trials and by reviewing authors. The same bias which may lead to a trialist not
including unfavourable outcomes in their published results may also lead to a reviewer failing to
include evidence that does not support their position in a review.

There exist two means by which conflict of interest or allegiance bias may result in biased
reporting and outcomes. The first of these is intentional, a conscious decision to manipulate and in
some extreme cases actively defraud (Eisner, 2009). The second of these is identified as an
unconscious or cognitive bias; in this instance, the researcher does not recognize his or her own
cognitive or ‘self-serving bias’. Psychological research has pointed out that people often have
difficulties ignoring their own self-interest in favour of disinterested and impartial evaluation
(Moore, Tetlock, Tanlu, & Bazerman, 2006). In short, people tend to favour positions and
outcomes that support or confirm what they already believe to be true. This may occur even when

they believe themselves to be acting impartially and fairly.
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2.3 Reducing Bias: The Hierarchy of Evidence
To decide whether or not an intervention is effective presents a number of issues.

Whether the decision regarding its use is being made by a clinician, a stakeholder, policy-maker
or agency director, it is vital that the best evidence and information relating to the intervention be
available, accessible, reliable, and free from bias. The research supporting the intervention must
be relevant, appropriate to the problem and population being addressed, and valuable to the
decision-making process (Gibbs & Gambrill, 2002). The research base supporting an
intervention may well exist, but being able to place the research in the correct context, with an
awareness of how much importance and weight ought to be given to each component of that
research, is a task which in some cases may be greatly aided by the use and understanding of the
hierarchy of evidence as originally developed by Sackett and colleagues (Sackett et al, 1996);
Sackett’s hierarchy places different types of research or evidence on a scale, with the evidence at
the top of the scale or pyramid being considered to contain the most internal validity and being

the ‘gold standard’ or ‘best evidence’ for the research question or area (Higgins, 2011).
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Randomized Controlled Trials

Cohort Studies

Case-Control Studies

Case Series, Case Reports

Editorials, Expert Opinion

Figure 1. Hierarchy of evidence

The hierarchy was intended to reduce bias, and to rank evidence in accordance with this
goal. What is often considered ‘best evidence’ — RCTs, systematic reviews and meta-analyses —
is on the top of the pyramid as it is believed in many cases to greatly reduce the possibility of
bias through the removal of confounding factors. RCTs and systematic reviews of such RCTs are
thought to have a low risk of bias due to randomization and are designed to have a smaller risk of
systematic errors; the methods employed in a high quality randomized trial will ensure that
participants are equally likely to be assigned to one condition or trial group as another, that there
is adequate blinding where possible, and that baseline characteristics are controlled for. Primarily
experimental methods are designed, through these processes, to reduce selection and
performance bias; it is through these methods that the uses of randomization makes it more
possible to identify the causality and effect of a specific intervention. Systematic reviews go one

step beyond an individual RCT by gathering data from multiple trials and in essence increase the
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sample effect size. Expert opinion occupies the lowest level of the hierarchy, as it is essentially
based upon the experiences of an individual, and will by definition have a high likelihood of
bias. Moving up the pyramid, as evidence progresses from individual examples to large scale
randomization and systematic reviews, the quality of evidence is thought to increase in value and
reliability; and while this may in fact reduce bias, it also loses a great deal of detail and depth
that may be useful in decision making and understanding of an intervention (Petticrew &
Roberts, 2003).

Stakeholders and decision makers must ask the question not just if something works, but
for whom? Under what circumstances or contexts? It is possible to gain these details and
different sorts of information from other sources, not instead of RCTs necessarily, but in
addition to trials. This is the purpose of process evaluations, user reports, qualitative research
and other non-experimental means of research. Speaking to these concerns, Webb (2001) states
that “rooting decision making within a behavioral mind-set, evidence-based practice thus ignores
the complexity of actual decision making processes in social work” (p. 63). This is a succinct
reminder to engage different kinds of research methodologies, to move up and down the pyramid
as needed, eschewing the premise it must be adhered to as an intractable hierarchy. Not every
approach, no matter how well supported or proven, will be the best or most useful treatment for
every family or in every home. Ideally, decisions regarding treatment and care will be based on
the evidence, expert opinion/judgment, and the client’s own wishes. In rigorous and mindful
evidence-based practice, these differences will be planned for, and things tweaked slightly or
even dramatically to fit the new environs (Gibbs and Gambrill, 2002). There is no need for the

evidentiary portion of this triad to be populated only with RCTs or systematic reviews.
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Despite being widely adopted, the hierarchy is considered to be problematic in some
cases, and there is an ongoing debate focused on whether it is always correct to determine quality
and credibility of evidence based on study design. Randomised controlled trials (RCTs) and
systematic reviews or meta-analyses containing only RCTs are placed at the top of the
hierarchical pyramid, which is contentious for two main reasons; first, because RCTs always
occupy the top rung, observational (or other) studies that may in fact be of higher quality than
their experimental counterparts will automatically be given less weight; second, the hierarchy
does not allow for any methodological flexibility, Sackett and Wennberg (1997) point out that
when there is refusal to pay heed to what question is in fact being asked, essentially authors are
reduced to “squabbling over the “best” method”; it is vital to remember that different questions
are best answered through different types of evidence and methodology (Greenhalgh et al., 2018;
Petticrew & Roberts, 2003). Literature has now come to support the stance that methodology
may, and perhaps should differ from one question to the next, dependent upon the research
question being asked. Simply put by Sackett and Wennberg (1997): “the question being asked
determines the appropriate research architecture, strategy, and tactics to be used—not tradition,
authority, experts, paradigms, or schools of thought” (p. 1636).

The structure of the hierarchy can also be considered too rigid, in that it does not
necessarily acknowledge the relationship between different types of evidence, and that many
types of research may used to inform each other. For example, objective outcome data may best
be gleaned from RCTs, but implementation quality and contextual information will often come
from other sources. Hopefully it becomes “less of a choice between extremes than the hierarchy
implies, and effective implementation of an intervention ideally requires both sorts of

information” (Sackett & Wennberg, 1997, p. 1636). This will add to the depth of understanding

39



and allow for a more complete picture of the evidence surrounding and supporting an
intervention. RCTs are designed to answer effectiveness questions, and these only in the
narrowest sense, thus other types of evidence must be used to fill in the gaps, and we can better
make determinations relating to specific population, contextual and implementation concerns

when we gather and present the different forms of data available.

2.4 Overviews of Reviews in General

2.4.1 Included Study Designs are Reviews
An overview of review, or ‘umbrella review’ is designed to compile evidence from

multiple reviews into one accessible and user-friendly document (Higgins, 2011). An overview is
designed to present a comprehensive picture of the existing evidence for a particular
intervention, by assessing and examining the existing reviews. In essence, an overview gathers
available reviews and uses the review as the unit of analysis, while a (systematic or narrative)
review uses the study as the unit of analysis. In this way, an overview can be seen as being one
step removed, or perhaps above, a review. Overview methodology is a newer form of research
design, and the parameters and framework regarding their use is not as well defined. Still,
Cochrane does lay out guidelines for their completion, which are in many ways very similar to
those guidelines set forth regarding systematic reviews (Higgins, 2011). Primarily, having a pre-

determined protocol, method, inclusion and exclusion criteria is vital.
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TRIAL/STUDY L . -
N Contains individual demographics, characteristics,

unit of analysis — individual participant small details and variations

l

REPORT OF TRIAL/STUDY . , o
Contains what reporting gnd guidelines authors
unit of analysis — single trial or study choose to include
REVIEW OF MULTIPLE TRIALS/STUDIES Contains what reviewing authors determine to be
(IE SYSTEMATIC OR NARRATIVE REVIEWS) included in accordance (or not) with reviewing
unit of analysis — multiple trials/studies — guidelines
OVERVIEW/UMBRELLA REVIEWS ) Contains only a reflection of information that was

unit of analysis — reviews of trials/studies IR dinhe it

Figure 2. Overview flowchart

While there is a very well-established and consistent rationale for the completion
systematic reviews and meta-analyses, the purpose, scope, and usefulness of an overview is less
known and agreed upon. Systematic reviews have long been the standard for ascertaining
whether information is consistent and generalisable across different settings, populations, and
treatment modalities. Practitioners, stakeholders, providers and policy makers have large
amounts of data and research available to them, it is unrealistic to expect that the time and
resources necessary to peruse, understand, and evaluate this data will be set aside, and having
reliable information regarding the evidentiary status of an intervention available in one

comprehensive document is a useful and valuable element of an overview.
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2.4.2 Assessing Bias in Overviews
It is critical to decision making and treatment planning to have the most unbiased and

complete evidence possible. Methods employed by reviewing authors are designed with this goal
specifically in mind. The practice of double-coding is one such tool, as is the increasingly
common team approach to research and systematic reviewing, which will engage an often
interdisciplinary method that draws upon the different expertise of different contributing authors.
Uttley and Montgomery (2017) point out that including the perspectives of users and non-
conflicted stakeholders may also be beneficial when conducting reviews; necessarily, the authors
draw attention to the importance of always paying close attention to who is conducting the
review, and why, and while a team approach is advocated, the members of that team must be
chosen and vetted carefully and with the highest level of transparency possible. Allegiance bias,
specifically, may be more easily avoided when more than one author engages with the topic, as
differing perspectives and multiple attitudes towards the research question will be represented.
However, it should be noted that, according to Eisner (2009), if even one member of a team has a
vested interest in the outcome or conclusions of the work, it becomes vulnerable to allegiance
bias. It is through critical analysis and synthesis of studies that the extant research in any given
area - which on its own may be unmanageable or difficult to draw conclusions from - can be
presented in a single cohesive and reliable document. Meta-analyses go one step further, possibly
increasing the statistical power and effects of various interventions. The methodology and
guidelines used in both systematic reviews and meta-analysis are designed specifically to reduce
the incidents of the five main forms of bias described in detail in sections 2.2.1 to 2.2.5 and to be

as reliable as possible in their conclusions.
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Much of the literature surrounding the execution of overviews suggests that overview
methodology is in many ways similar to that of a systematic review, and that these methods will
be beneficial toward lessening the occurrence of bias (Pieper et al., 2012). When assessing the
included reviews, the distinction between methodological quality and reporting quality is
paramount, the first being related to how well the review was conducted, and the second refers to
how well the findings are reported within the review; there is considerable debate on what means
are appropriate to measure and ascertain methodological quality. Also vital to a complete an
unbiased overview is the inclusion of reviews that may be seen as of poor quality (Caird et al.,
2015). To leave out these perhaps lower-quality reviews would in effect be a form of selective
reporting and would give an incomplete and biased picture of the evidence.

A number of frameworks have been developed in an effort to consistently and adequately
measure and assess methodological quality. AMSTAR (Assessing the Methodological Quality of
Systematic Reviews) was developed by Shea and her colleagues to build upon and refine the pre-
existing tools for this purpose. Shea et al (2007) combined the enhanced Overview Quality
Assessment Questionnaire (OQAQ) containing 10 items and a checklist created by Sacks et al
(1987) containing 24 items with an additional 3 items based on advances made in the field and
including language restriction, publication bias and publication status (Shea et al., 2007). The
resulting instrument contains 16 questions relating to research design, literature review quality,
included study descriptions, protocol information, risk of bias, funding sources and synthesis
methods. AMSTAR is considered to be a useful tool, but in order to adequately complete the
checklist, included reviews must report on a number of elements that may not be, for any number
of reasons, consistently reported. Often AMSTAR cannot be used because of inadequate or

incomplete reporting by review authors (Shea et al., 2007).
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The Critical Appraisal Skills Program (CASP) has developed a series of tools designed to
appraise different types of research. The ten-item checklist specific to the understanding and
appraising of systematic reviews, broadly covers the following three areas: 1) are the results of
included studies valid, 2) what are the results? And 3) will the results help locally? CASP is not a
scoring system so much as a guide for thinking about reviews in a structured manner, or in a

more workshop-oriented setting (CASP, 2018).

2.4.3 Strengths of Overviews Compared with Systematic Reviews
Systematic reviews do have certain limitations, one of which may be that they tend

towards being restrictive in focus and do not capture evidence concerning a specific
intervention’s different applications (Hartling, et al., 2014). A systematic review is by design
intended to answer a specific (and often narrow) question. They have a restrictive and finite
nature, which may not always be the best possible means for approaching a broader research
question. A Cochrane-compliant systematic review will normally contain only RCTs, and it will
be conducted based on the Preferred Reporting Items for Systematic Reviews and Meta-Analyses
(PRISMA) guidelines (Higgins, 2011). A Cochrane Systematic Review is one of the four sub-
types of reviews accepted and supported by Cochrane, and attempts to gather all the empirical
evidence that fits with a predetermined eligibility criterion in order to answer a single research
question. The Cochrane handbook is anchored by Methodological Expectations of Cochrane
Intervention Reviews (MECIR), to which all protocols, reviews and updates comply. The
handbook lays out in detail each section of a review, including what that section may or may not
contain, how to construct the appropriate tables and figures, and all necessary headings and
subheadings; authors can find pertinent, directive and clear guidance relating to each step of the
reviewing process. The mandates put forth by Cochrane are intended for both authors and users

and are intended to provide clarity and certainty of what to expect in reviews (Higgins, 2011).
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There is no room for deviation, and perhaps this can be viewed as inflexible or strict. Cochrane
reviews are designed specifically to promote evidence that is of high quality, free from conflicts
of interest, accessible, and unbiased. There is an exhaustive and detailed manual for completion
of a review, and functions as a sort of ‘cookbook’ for reviewers; a Cochrane Systematic Review
uses “explicit, systematic methods that are selected with a view to minimizing bias, thus
providing more reliable findings from which conclusions can be drawn and decisions made”
(Antman, 1992; Higgins & Green, 2011; Oxman, 1993).

Not all systematic reviews are published with Cochrane, it may be that authors use
Cochrane principles and guidance, but chose to broaden inclusion criteria or eligibility; in certain
cases, the research question may be better answered through a narrative review which, though
often thought of as theoretical or contextual, can actually be a broader and more expansive take
on the systematic review, being more flexible, containing different and broader inclusion criteria
that will capture trials and studies that are not of only randomized design or were conducted prior
to the advent of reporting guidelines. This approach may, in many cases, give a more complete
and unbiased representation of the evidence. Some questions are not best answered through a
systematic review, and another possibility for researchers who are attempting to
surpass the limitations of systematic reviews is to undertake an overview of reviews. Three
separate functions have been put forth for overviews. These three possible purposes as outlined
in Ballard and Montgomery (2017) are as follows:

(1) the identification of gaps in literature wherein a number of studies exist but synthesis

has not been performed,

(2) comparison of existing reviews, and
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(3) to provide a summary of the current evidence within current systematic reviews,

which may or may not include synthesis of this evidence.

It is dependent on what the intended goal of the overview is, a question which should be posed at
the outset of the undertaking, which determines what approach to take to the process. The three
possible reasons are not to be considered together, as each presents a different question, approach
and methodology (Ballard & Montgomery, 2017; Pieper et al., 2012).

It has been suggested that overviews may be helpful when different reviews come to
different conclusions, or identifying if this is in fact the case. This is confounding, and is due to
any number of factors, including differing review methodology, inclusion criteria, possible issues
with bias and inconsistent standards of measurement or identification of outcomes. It may also
be that studies contain vastly different populations, or differences in outcomes may be
attributable to other contextual factors such as location, socio-economic status, race of
participants or the training of providers. Without further examination, there is no reliable means
of understanding or justifying the evidence base of the intervention. The problem emerging from
these issues requires the kind of clarification that an overview is in many cases able to provide.
Through the rigorous evaluation and assessment of existing reviews important issues around the
research and reporting of the intervention came to light. Resolving discrepancies between
reviews is not the aim or function of the overview. Rather, the overview served to present the
radically disparate and varied information in a comprehensive and understandable manner. While
this method may not be as nuanced as the reporting of a single trial, or even a systematic review,
it does serve as a “friendly front end” which collects and presents information relating to an
intervention, and informs decisions relating to this intervention (Ballard & Montgomery, 2017;

Cochrane Comparing Multiple Interventions Methods Group, 2013).
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It has been argued that an overview, when conducted rigorously, may in fact be more
able to identify the possible biases, reporting standards and theoretical implications than a
systematic review (Hartling et al., 2014). Overviews present one potentially manageable and
accurate means for decision makers, stakeholders and practitioners to understand and evaluate

their decision making relating to a specific intervention.

2.4.4 Limitations of Overviews
It must be kept in mind that overviews are limited by the quality of those reviews

contained within them, which are in turn informed by the studies contained within them.
Overview reviewers must always be mindful of these limitations and present the results
accordingly: with as much transparency and evaluation as possible. In order to achieve this, there
must be an a priori protocol that is available and when it is deviated from, these changes must be
made publicly. The data and reports must be easily accessible and published in an open forum.
Additionally, where there are questions regarding data extraction, coding, search strategies or
other details, this information must be readily and easily provided to querents. These systems are
all put in place, once again, to reduce incidence of bias as much as possible.

Systematic reviews, meta-analyses and overviews contain little about the implementation
elements of an intervention. Consideration of the dosage, delivery, uptake and context is often
critical in determining whether an intervention works, and for whom it will be advantageous or
positive. These elements, as well as a number of additional mediators and moderators, vary
considerably across studies, and often have a significant impact on the outcomes of an
intervention. In order to adequately understand the mechanisms and processes of an intervention

a completion of an implementation analysis becomes necessary.
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2.5 Implementation Evaluation in General

2.5.1 Purpose of Implementation Evaluation
Critics of Evidence Based Practice in particular have stated that it simply does not work

in the so-called ‘real world’ (Macintyre and Petticrew, 2000). This could also be deemed the
‘tvory tower’ argument (Sackett et al., 1996; Gibbs and Gambrill, 2002). In short, the academics
or scientists performing research and delivering interventions are far removed from complexity,
difficulties and inherent chaos of the real world. So it may be that an intervention, when
delivered by its designers, in as close to ideal circumstances as possible, with enough resources
and support, can demonstrate large effect sizes and excellent results — results that could be seen
as unrealistic. Determining whether an intervention ‘works’ or not is not the only question we
should be asking. It is equally crucial to know for whom it is effective, and under what
circumstances, contexts and conditions. Implementation science is one of the areas that delves
into these issues, and is broadly concerned with why, how, and importantly if interventions are
delivered consistently and as intended. The field contains within it the investigative
methodologies that contribute to understanding why differences exist between primary trials as
well as elements and frameworks that will contribute to, and promote, the uptake of quality
research and evidence into common practice (Ghate et al., 2018; Mihalic, 2004). Implementation
science and evaluation seeks to assist in the translation and adoption of research into practice and
a more in-depth and detailed understanding of what influences the outcomes of an intervention
(Elliot & Mihalic, 2004). The field is constantly being developed and expanded in order to better
understand what interventions work for whom, and how to better deliver the best practices

possible for a given population or problem.

2.5.2 Fidelity
It is acknowledged that understanding and remaining committed to the intent and

concepts of an original intervention is critical to its success (Bonell et al., 2012). Also vital is that
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researchers fully understand and maintain the processes that make an intervention possible and
successful across different settings. In order for this to work, interventions should be grounded in
a valid theoretical concept and mechanisms related directly to the theory of change as well as a
consistent and high-quality evidence base. It is sometimes the case that fidelity can be measured
alongside the evaluation process, through frameworks that also heed factors that are believed to
influence implementation and outcomes. This process allows for implementation elements to be
adequately tested, thus changes can be made when necessary and delivery can be improved.
Some program designers attempt to ensure fidelity through the strict manualisation of the
intervention. Interventions such as Multi-Systemic Therapy (MST), Incredible Years and FFT
are examples of this approach to fidelity, and the manuals of necessity contain within them the
activities, techniques and methods specific to the intervention, and serve as a guide and roadmap
to their delivery (Alexander et al., 2013; Henggeler et al., 2009; Webster-Stratton, 2006). The
purpose of this approach is to remain consistent with the original design of the intervention and
to enable fidelity even when delivered by people other than its originators or in a different
context.

The manner in which an intervention is delivered, that is, the fidelity to the core
components and activities integral to the design of the intervention, is often seen as being at the
core of whether or not the delivery is successful. Fidelity, in this context, refers to the
manualized, structural and specific activities designed by an intervention’s developers. This
approach to implementation fidelity is a focus on the form, and while this can be measured
through the use of process evaluations, there has been an emerging concept around whether or
not this is in fact the best and most useful means of understanding fidelity. Recently there has

been an emergent debate around whether the focus of implementation fidelity should instead be
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on the function of an intervention, which may be defined as the “mechanism of change within the
programs’ theory of change” (Van Urk, et al., unpublished manuscript). It may be that through
this different lens, program fidelity can be better understood, and programs delivered in a manner
that is both true and consistent with the underlying change mechanisms, and also appropriate and
possible in different settings or with different populations than the original context (Hawe et al.,
2004). It must be kept in mind that interventions are very rarely delivered in strict, standardized
conditions when they are taken up in real world settings. In order to maintain program fidelity, it
may be useful to understand the foundational concepts and causal pathways underpinning the

intervention and focus on this more functional approach to delivery.

2.5.3 The Oxford Implementation Index
Currently the guidelines in place such as the Cochrane Handbook and PRISMA

(Preferred Reporting Items for Systematic Reviews and Meta-analyses) statement do not contain
within them enough information relating to the best method of gathering data relating to
implementation, which we know is often at the heart of variable outcomes across trials. In an
effort to remedy this situation, the Oxford Implementation Index was developed as a framework
to be adopted and modified as needed; the Index contains four distinct domains, which are
broadly defined as intervention dose, delivery, uptake and context (Montgomery et al., 2013).
Within the FFT analysis, dose referred to how many sessions were given, and the cumulative
amount of treatment time; delivery referred to the engagement process, and the beginning stages
of FFT treatment; uptake presented difficulties with measurement, as it would normally refer to
how much of the intervention participants would in fact be present for and engage with, or the
difference between sessions provided versus sessions completed, which was not measured in any
study. Finally, context referred to where the study was located, the characteristics and

environment it was conducted in such as urban versus rural, in home versus in office, and the
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demographics of study participants. Each of these domains may contain within it any number of
different facets. Reviewers are urged to determine which characteristics are most germane to
their topic and to modify the implementation index accordingly.

While the Index does provide a useful framework, it must be kept in mind that it is just
that — a framework. It may assist in achieving a sound and systematic means of evaluating
implementation data, but it is by no means exhaustive. Currently information relating to
implementation data is not consistently reported in studies, and when the data are not present, the
Index becomes less useful and there may be gaps in the information (Montgomery et al., 2013).
It is necessary for trialists to continue to incorporate more complete and relevant implementation
data which in turn will allow for a more complex understanding of intervention delivery and
implementation. Reviewers are by necessity limited by what information is available to them,
and an increased awareness of which elements are important for reporting will elevate the quality

and reliability of systematic reviews.

2.6 This work: Overview of FFT

2.6.1 Rationale
There are over four decades of research into the method and use of FFT. And while the

research and evidence surrounding FFT is in fact quite disparate, it is presented by the purveyors
of the intervention as almost entirely positive and effective (Alexander, 2013). The Office of
Juvenile Justice has published policy briefings and guidelines that refer to a strong and complete
evidence base that demonstrates the efficacy and appropriateness of FFT for the treatment of
behaviour disordered and delinquent youth, but their assessment of the evidence is incomplete and
potentially biased, in part because they are limited to the published reviews and trials of FFT,
many of which contain flaws or allegiance biases and do not specifically consider the potential for

harm.
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The impetus to use overview methodology in approaching the evidence around FFT
stemmed in part from the disparity between the results found in the available reviews. The current
evidence did not present a consistent picture, and an overview was conducted in an effort to better
understand these disparities.

A closer examination of the literature suggested that FFT is not as effective as some
reviews may indicate, and it became evident that a majority of the reviews, and studies contained
within them, have been authored or conducted by those who may have a considerable bias
(Alexander, 2013; Alexander & Sexton, 2002; Waldron & Turner, 2008). Overviews are an
excellent tool for reduction of this form of bias, so it was decided to conduct an overview of the
evidence in FFT.

When approaching the question of FFT’s effectiveness, it became clear that the current
research base would not be best developed and built upon by another systematic review or meta-
analysis, in part because of the limited number of RCTs examining FFT. In the hierarchy, an
overview is placed next to, or on the same par, as a meta-analysis, which is a more recent
addition to the hierarchy and is placed above systematic reviews. In the Cochrane Guidelines, a
strict overview can contain only Cochrane systematic reviews, but in the case of FFT this
inclusion criteria would be far too restrictive and limiting and would fail to capture a great deal
of vital information and evidence. An overview of reviews that includes narrative reviews would
be a far more appropriate, useful, generalisable and applicable means of understanding the
evidence. An inclusive overview design is able to capture information that would be of necessity
left out from different methods and designs. A systematic review would not contain a number of
studies because of their failure to conform with current inclusion criteria laid out by the

Cochrane Collaboration, which includes that only studies with an experimental design may be
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part of a systematic review; because of this a meta-analysis would a/so fail to include a number
of reviews and reports. Even when examining reviews, each review may arrive at an entirely
different conclusion, for any number of reasons, including how the authors determine inclusion
and exclusion criteria, research design differences or author biases. Thus, in order to give the
most complete and inclusive picture of the evidence, it became clear that overview methodology

must be utilised.

Rather than narrow the inclusion criteria to only reviews that complied with the Cochrane
Handbook guidelines, the overview examined narrative reviews and reviews authored before the
advent of Cochrane (or other) systematic reviewing guidelines. And while the Cochrane
Collaboration’s guidance for the completion of overviews posits that only Cochrane systematic
reviews should be included in overviews, this approach may leave out any number of quality
reviews and present an incomplete picture of the evidence. Despite research suggesting that
Cochrane reviews are of higher quality than others, the broader approach taken here aims to
increase the validity, scope and value of an overview (Ballard & Montgomery, 2017; Pieper et
al., 2012).

2.6.2 Inclusion criteria: Population, Intervention and Outcomes

The population of interest in the overview is youth aged 10-18 years with behavioural
problems; the intervention is FFT; the comparator is alternative or no intervention; and objective
or subjective outcomes were included.

Efficacy and effectiveness are distinct issues; the efficacy of an intervention refers to
whether the intervention produces the expected or hoped-for result under ideal or ‘laboratory’
conditions. Effectiveness trials, on the other hand, are designed to measure whether the

intervention will produce positive results in real world settings. The efficacy of any given
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intervention should have already been established prior to undertaking trials meant to determine
its generalizability and translation into wider practice (Higgins, 2011).

When determining FFT’s effectiveness, it is necessary to examine whether the treatment
had a positive or desired outcome on any of the three core outcomes as defined by the FFT
literature. These three outcomes are:

1) reduction in recidivism by the juvenile;

2) reduction in substance use and misuse and;

3) reduction in out-of-home placements in punitive, treatment or protective settings.

Even something which at first blush may appear to be objective, such as recidivism, is in
fact rather complex. Recidivism is basically a catch-all term used to refer to someone who, after
receiving a criminal sanction, goes on to commit another infraction. The UK Ministry of Justice
uses different methods for counting and reporting recidivism rates in adult and minor
populations, as does the US, but both draw attention to the fact that true rates are likely much
higher than what are reported, as the means for detecting recidivism are inaccurate. Not all
crimes are recorded in a central database, and not all records are collated in a consistent manner
(www.gov.uk; www.nij.gov). In the United States, there are 5 points which are typically used in
the measurement of recidivism, these are: arrest, filing of charges, adjudication or conviction,
commitment to a juvenile facility, and commitment to an adult facility. To further confound the
matter, where the records are drawn from has an impact on the measurement. Court records often
do not include any record of the arrest itself depending on whether charges are filed. Also, a
status offense (any offense which pertains only to minors such as truancy or running away from
home) may not result in sanctions, or it may not even make it into the final court database. Often

the more liberal courts prefer to be informal when dealing with minors, so as to keep a young
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person’s record as clean as possible and in an effort to rehabilitate rather than punish; in this
case, again, there is no way of accurately assessing recidivism (CJCA, 2018).

What may not be included are detentions not resulting in arrest, warnings, probation
violations, misdemeanours or self-reported criminal behaviours. Additionally, after a certain
amount of time, a criminal act will no longer be considered recidivism, but a new action. What
adds even more to the confusion is that, in the US, each state has a different system in place, a
system that, for example, means that in Texas a 16-year-old’s case will be handled by the
criminal court, but the same case would be in family court if he or she resided in Virginia.
Consistency of measurement is nearly impossible, there exists no true standard or definition for
what recidivism is, much less how to collect data relating to it or how to measure it. [llustrative
of this problem is that, using the average of recidivism rates for a number of states, the calculated
national rate could be anywhere from 25% to 55% (Snyder & Sickmund, 2009).

In the case of FFT research, reports of recidivism must be based on court documents or
official records, as opposed to self-reported criminal acts, but the definitions of recidivism vary
between studies, and often the definition of what was counted as recidivism is not included at all.
When a study such as Gordon (1995) compares rates of FFT completers to that of the state
average, how valuable and accurate is this information, really? Especially if there is no
transparency around the issue. Substance abuse, also, may be measured as failed urine tests, or
subjectively by self-reported or parent reported use. Out of home placements, despite their being
labelled by FFT literature as an objective measure, may also be reported only when it is deemed
‘official’, or state mandated, which does not capture runaways or youth who choose, without
state interference, to live with family or friends. In this way, even the core outcomes of FFT are

not consistent across studies. While official records do offer a good starting point to
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understanding efficacy, they are not always sufficient when trying to understand how or if the
intervention is successful, and more importantly perhaps, if the recipients find it acceptable and
useful for them and their families. There is a vast difference between success ‘on paper’ (i.e. no
failed drug screens, no arrests, no suspensions at school) and success in a truer and more
complex manner. While it is clearly important to gather information relating to what are
commonly — perhaps inappropriately — known as objective measures, it must be kept in mind that
even these measures are not entirely objective or consistent, and they may not be an honest or
accurate reflection of what is actually occurring.

In terms of the harms of interventions, commonly researchers present the possibility of
harm narrowly, as either direct psychological or physical injury resulting from an intervention. In
the case of complex psychosocial or behavioural interventions, this is often expanded to include
adverse effects resulting from the treatment, such as, in the case of Cambridge-Somerville and
Scared Straight, increased likelihood to engage in criminal activity (McCord, 1978; Petrosino et
al., 2013). It is necessary, when assessing the possibility for harms to consider this more broadly
and to include such harms as opportunity costs, which occur when spending goes towards the
support and uptake of an intervention that has uncertain or minimal outcomes rather than
alternative and perhaps proven programmes (Bonell et. al., 2012).

In the case of an intervention such as FFT, which is intended specifically to achieve a
reduction in criminal behaviour, substance abuse and out-of-home placement, yet another layer is
added. Any intervention meant to achieve a reduction in criminality or behavioural misconduct
has the potential to harm not just the individual or family, but must be framed in terms of potential
harms to those who may be victims of criminal actions; harm must in this case also include the

future social and economic costs of crime and substance abuse (Petrosino, et al., 2013). In this
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manner if a harm is caused by a criminological intervention, the harm extends far beyond the

individual.

2.6.3 Assessment of Bias in the Overview

For the purposes of the FFT overview, it was determined that AMSTAR and CASP
guidelines would not, in themselves, be the most useful means of determining methodological
quality of reporting within reviews in part because the variability in the included data within
reviews presented problems with adequately completing the checklists. Thus, methodological
quality had to be assessed on an individual basis, with each review being coded accordingly.
Because overviews are, as noted, dependent upon the information in the reviews they contain,
each review was assessed on a number of variables, including whether the reviewers had used
any standardized or critical means of appraisal (and if so what that critical appraisal tool was),
whether they had included the design of the included studies, whether they had any conflict of
interest, reported or otherwise, what outcome measures were included and how these measures
were determined, and whether there existed a protocol or a clearly defined exclusion and
inclusion criteria.

It is impossible to eliminate all potential for bias, but it is important make every effort to
do so. By utilising a set, open and transparent methodology, a clearly delineated search strategy
and publishing an a priori protocol, most forms of bias can be lessened considerably.
Additionally, ensuring that all available and relevant reviews are included in analyses is vital.
The systematic and rigorous methodology utilised in the overview was designed in large part to

decrease, as much as possible, biases and incompleteness.
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2.7 This work: Implementation Evaluation

2.7.1 Rationale
Reviews of FFT have reported variable outcomes. For example, a review conducted by

Gordon (1995) reports recidivism rates of 11% or below, while the highest recidivism rates (60%
and above) are reported by Huey and Henggeler (2001). It must be considered that, even under
the most ideal of circumstances, FFT is unpredictable. There is no way to deliver the model
without being influenced by a myriad of factors; there is no way to prepare for or even guess at
what might happen in a family home during a session, just as there is no way to control what
happens at the youth’s school, or in the community. Because of this, it is necessary to identify
and understand the factors, no matter how apparently small, that may influence the outcomes of

the intervention.

2.7.2 Methods
For the purposes of this analysis, the Oxford Implementation Index (Montgomery et al.,

2013) was utilized as a framework with which to approach the central question of whether, and
how, implementation of FFT across different settings may affect core outcomes. Data relating to
the dose, delivery, uptake and context were identified and extracted from primary studies, along
with information relating to supervision quality and amount. Through the coding of these data,

implementation concerns and effects could be more apparent and identifiable.

2.8 Discussion
This chapter described the methods and rationale supporting the decision to eschew the

more traditional designs of systematic reviewing, meta analyses, and process evaluation in
favour of an inclusive overview design and an implementation analysis based on the Oxford
Implementation Index. The nature and qualities of the available research relating to FFT did not
allow for the aforementioned and more common design methodologies. An attempt to

understand the research base of FFT in a truly unbiased and balanced manner informed the
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decisions regarding research design. Bias in research is in many ways unavoidable and
inevitable, especially when research is conducted by a single author, and can be separated into
unconscious bias, which is often not recognized by the researcher, and conscious or intentional
bias. Unconscious biases may be attributed to any number of factors, such as an individual’s own
training, education, experiences and context. People are often not impartial, despite their best
intentions, and are far more likely to favour conclusions which they already believe to be true
(Eisner, 2009).

Intentional misconduct or bias is in some ways more egregious, but it is also perhaps
more easily identified, and may perhaps be less insidious a problem. Additionally, intentional
misconduct is often thought to exist more frequently in drug trials or similar, as it often involves
actual fraud or misrepresentation of findings. To assume this does not exist in behavioral or
social intervention research is perhaps naive. Bias — unintentional or otherwise, can occur at
every level of research, with every decision, in this way, what begins as a small decision, a small
bias, can lead to a large effect (Eisner, 2009).

In the case of this research relating to FFT, the methods were chosen specifically to offset
the likelihood or possibility for bias in the reviewing or analysis of the intervention and
implementation. The use of pre-determined protocols, rigorous scientific structure and the
framework provided by the Oxford Implementation Index also aided in the reduction of bias. In
addition to these structural and design decisions, it became important to present, with as much
transparency as possible, the methods, means, and processes by which the research was

undertaken.
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The results of the two main research methods of this work are presented below. Chapter 3
reproduces a published article on the Overview of FFT, while Chapter 4 presents the

implementation work, which has been submitted for publication and is currently In Press.
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3 RESULTS OF THE OVERVIEW

The following pages reproduce a published article on the Overview of FFT:

Publication number: DOI: 10.1177/1049731518792309
Publication title: Functional Family Therapy (FFT)

Reference: Research on Social Work Practice (2019) Volume 29, 333-46.
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Functional Family Therapy (FFT)
for Behavior Disordered Youth Aged 10-18:
An Overview of Reviews

Clio Belle Weisman' and Paul Montgomery'

Abstract

Purpose: This overview of reviews analyses the existing evidence base of functional family therapy (FFT), which is a manualized,
family-based intervention for youth with behavioral problems and their families. FFT has been implemented among youth aged 10~
18 at risk of, or presenting with, behavioral problems such as delinquency, violence, substance abuse, sexual perpetration, and
truancy. Method: A multipronged search was conducted across |5 databases, |0 websites, and expert contacts in February 2018.
Results: The search yielded |59 hits of which 3| were included and critically appraised. Included reviews were published between
1986 and 2018 and the number of included studies ranged from | to I8 (including 20-5,344 participants). Main effects of the
intervention on core outcomes (recidivism and substance abuse) were modest and out-of-home placement was not reported.
Secondary outcomes were also modest but generally positive. Conclusions: Findings demeonstrate that overall quality of reviews
is low, which makes any certainties about FFT inconclusive; this overview provides a concise, valid, and methodologically sound

synthesis of the research into FFT, which requires more rigorous investigation.

Keywords

delinquency, functional family therapy, youth, overview, umbrella review, FFT

Functional family therapy (FFT) is a manualized family-based
intervention program for youth with behavioral problems and
their families. Stemming from a systems approach to family
therapy, FFT is a short-term intervention, consisting of approx-
imately 30 hr of treatment. The intervention is designed to
address family dysfunction by recognizing and modifying
maladaptive family communication patterns, training family
members to negotiate effectively, set clear rules and boundaries
about privileges and responsibilities, and finally to generalize
changes to community contexts and relationships. FFT has
been used in the treatment of behavior-disordered youth and
families for over four decades, but there are questions concern-
ing the reliability and consistency of its evidence base. An
overview of reviews or “umbrella review™ gathers together the
current research in one comprehensive and systematic docu-
ment (Becker & Oxman, 2008; Higgins & Green, 2011).
Unlike a systematic review, overviews are not necessarily lim-
ited in scope or focus, as they are not restrained to the primary
study as the unit of analysis but are based on the systematic
review; in this way, an overview is able to provide a broader
type of information regarding a specific intervention addres-
sing different outcomes and applications. An overview is an
excellent means of addressing the following concemns: (1) use
of the same intervention in the treatment of different problems
or populations, (2) differing outcomes from the same interven-
tion within the same issue or population, and finally (3) to

determine whether there are any adverse effects resulting from
the same intervention (Ballard & Montgomery, 2017). Itis thus
possible to shed light on the strengths and limitations of current
research and reporting and allows for practitioners to easily and
comprehensively make decisions based on the best evidence
available. This overview addresses all three of these objectives
regarding FFT and in particular to assess for risk of harm
(Pieper, Antoine, Neugebauer, & Eikermann, 2014; Pieper,
Beuchter, Jerinic, & Eikermann, 2012).

Description of Behavioral Problems in Youth Aged 1018

Behavioral problems refer to a wide array of psychiatric dis-
orders and psychosocial problems, both internalizing and exter-
nalizing, including oppositional defiant disorder, attention
deficit hyperactivity disorder, and substance abuse disorders.
About one third of children with childhood behavior problems
develop conduct disorder (CD; American Psychiatric

! Department of Sockl Policy, University of Birmingham, Birmingham, United
Kingdom

Corresponding Author:

Clio Belle Weisman, Department of Sochl Policy, University of Birmingham,
Birmingham, B15 2TT, United Kingdom.

Email: cbwelsmanleswi@gmail.com




334

Research on Social Work Practice 29(3)

Association, 2013). This group of disorders affects not only the
youth and family but extends to have a negative impact on
communities and society at large. In 2010, the Center for Dis-
ease Control and Prevention the United States reported 3.5% of
children aged 3-17 were diagnosed with behavioral problems
and 4.7% with illicit drug use disorder in the past year (Cost-
cllo, Erkanli, & Angold, 2006). For the individual, these dis-
orders are associated with an increase in both intemalizing and
externalizing behaviors and symptoms. Internalizing problems
are associated with a lack of control or ability to recognize and
cope with emotions, social isolation or withdrawal, and liability
(McCulloch, Wiggins, Joshi, & Sachdev, 2000). Extemalizing
behaviors are likely to bring the attention of authority or par-
ental figures, as they are overt in nature and may be hostile,
aggressive, or destructive. Several studies have found that there
is comorbidity between internalizing and externalizing beha-
vior problems (Bornstein, Hahn, & Haynes, 2010; McWey,
Cui, & Pazdera, 2010) which may lead to increased chance
of self-harm or suicide. In addition to these symptoms, there
is likely a higher rate of failure or underachievement in the
academic arena and unemployment later in life (Petterutti,
Walsh, & Valesquez, 2009).

Within the family setting, attention and care may be
focused on the identified client to the detriment of siblings
or the family as a whole. The balance within the family can be
disturbed, possibly leading to divorce, abandonment, higher
rates of alcohol and substance use, untreated mental health
issues, and other maladaptive behaviors. Abuse, neglect,
interpersonal violence, and sexual misconduct are possible
results of family dysfunction, which is highlighted by the
fact that in the United States, a person under the age of
18 commits 1 in the 12 domestic violence offenses that come
to the attention of law enforcement (http://www.ojjdp.gov/
ojstatbb; Prinz, 1988. Increased violence and delinquency
contribute to growing unemployment rates and illegal
activities such as substance use, underage alcohol consump-
tion, and the sale of narcotics (Petterutti et al., 2009). These
activities may lead to imprisonment that will in turn affect a
youth’s ability to contribute to the long-term economic pro-
ductivity of the community and the nation as a whole. The
United States spends approximately 5.7 billion dollars per
year on the incarceration of minors (http://www.ojjdp.gov/
ojstatbb).

Existing Responses to the Problem

A number of family-based interventions have been developed
to prevent and/or treat behavioral problems among children and
youth. Multisystemic therapy has gained favor in the court
system as a mandated treatment for offending or high-risk
youth and their families (Henggeler, Schoenwald, Borduin,
Rowland, & Cunningham, 2009; Carr, 2000), as have the cog-
nitive-behavioral approaches of aggression replacement train-
ing (Goldstein, Barry, & John, 1998), systemic family therapy,
and moral reconation therapy (Little & Robinson, 1988);
among these, FFT is one of the oldest and best known. Since

its development in 1969, FFT has grown to over 270 active
sites; while the majority of these are located within the United
States, FFT has also been implemented in Belgium, the Nether-
lands, Sweden, Norway, The United Kingdom, Ireland, and
New Zealand (Alexander, Waldron, Robbins, & Neeb, 2013).
It was chosen for this overview because of its longevity and
increasing uptake.

Description of the Intervention and Theory of Change

FFT reflects a core set of theoretical principles in which beha-
vior is seen as a representation of the family relational system,
that is, as indicative of the communication, pattems, and pur-
poses of the family. Its developers describe the overarching
goals of FFT as follows: to change the maladaptive behaviors
of youth and families, especially those who at the outset may
not be motivated or may not believe they can change; to reduce
the personal, societal, and economic consequences of disrup-
tive behavior disorders and to do so with less cost, in terms of
time and money, than many other treatments currently avail-
able (Alexander, Pugh, Parsons, & Sexton, 2002). FFT uses a
manualized approach and includes reframing, interrupting of
negativity or blame, redirection of focus, interpretations of
patterns of maladaptive behavior with links to emotions, a
deepening understanding of actions, and communication train-
ing with focus on positive communication. It incorporates the-
ories of information processing, social cognition, and the
psychology of emotion.

FFT is a short-term (90-day), intensive, and comprehensive
program designed for the treatment of behavioral misconduct
in youth aged 10-18. It is a treatment modality rooted in family
systems theory and cognitive-behavioral theory that can be
delivered in clinical settings, school settings, or in the home.
It is intended to address youth and families with a wide array of
presenting problems including but not limited to criminal beha-
vior, truancy, running away, sexual misconduct, substance
abuse, risk of out-of-home placement, and as a reentry program
for youth retuming to the community following release from
institutional settings. The program requires between 8 and 30
hr of direct service to youth and their families typically over an
average of 12 home visits in 90 days. Over more than three
decades, its designers have modified the original concept in
efforts to increase effectiveness and uptake by service provi-
ders. According to the literature presented by FFT Inc., these
changes have been made based on a “solid foundation of
evidence” (Alexander et al., 2013).

Therapists are expected to adjust FFT to family members’
capacities and to the specific problems they face. The focus of
an FFT therapist should not be on one specific member of the
family rather the therapists attempt to build an equal and
balanced alliance with each member of the group. This tech-
nique serves to minimize blame and fosters an environment in
which each family member feels understood and vital to the
process.
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Overview and Essential Implementation
Elements of FFT

Core Components

The intervention consists of five major components and may
include pretreatment activities: engagement in change, motiva-
tion to change, relational and interpersonal assessment, beha-
vior change and generalization across behavioral domains, and
multiple systems. These goals are accomplished in five ordered
phases, the implementation of which is dependent upon the
carlier phase: each has an assessment and intervention compo-
nent directed at specific goals. The founders and advocates of
FFT attribute its effectiveness to the careful sequencing of
techniques, helped by the continuous assessment and interven-
tion processes (Alexander et al., 2013). Details of the five
implementation phases are as follows:

Phase 1: Engagement, wherein workers focus on forming a
productive and balanced relationship with the entire
family, which involves “maximizing factors which
enhance the perception that positive change might occur
(intervention credibility), and minimizing factors (e.g.,
poor program image, difficult location, insensitive
referral) that might signify insensitivity and/or inap-
propriate resources” (Alexander et al., 2013, p. 11). This
phase also requires a high level of engagement from the
therapist including availability, contact with as many
family members as possible, cultural sensitivity, and
“matching” to the family unit. Therapists must maintain
strength-based relational focus in this as well as all
subsequent phases.

Phase 2: Motivation attempts to minimize hopelessness
and to create a positive context. To develop or
enhance family members motivation, workers identify
and quickly begin to modify the pattem of changeable
intrafamily risk factors, especially negativity, hope-
lessness, and blaming; “and initiate and/or strengthen
intra-familial protective factors that can mitigate the
effect of risk factors that cannot be changed” (Alex-
ander et al., 2013, p. 12). Therapists focus on the
relationships and interrupt blaming sequences while
encouraging positive themes and reframing negative
behaviors.

Phase 3: Relational Assessments are performed in order to
understand and analyze information relating to the rela-
tional process of the family, as well as to plan for the
following behavior change and generalization phases.
Therapists continue to redirect the focus from individual
problems to a relational perspective. This will aid in
understanding negative or destructive behaviors in a new,
more positive manner.

Phase 4: Behavior change is used to “develop long term
behavior change patterns that are culturally appropriate,
context sensitive, and individualized to the unique char-
acteristics of each family member” (Alexander et al.,
2013, p. 13). Workers focus on cognitive, interactive, and

emotional issues; emphasize positive communication
and parenting skills; and provide concrete resources that
“guide and symbolize specific changes in behavior”
(Alexander etal., 2013, p. 13). This phase aims to reduce
intrafamilial risk factors and enhance protective factors.
In this, the most directive phase of treatment, therapists
may assign tasks, use technical aids, teaching, role-
playing, training, conflict resolution skills, or other
means for developing necessary skills.

Phase 5: Generalization is the final goal of treatment and
focuses on the broadening of behavior change to other
settings and social systems. This involves referrals,
mobilizing community support systems, and modifying
deteriorated family-system relationships with schools,
probation officers, or other systems. “Generalization
activities involve knowing the community, develop-
ing and maintaining contacts, initiating clinical lin-
kages, creating relapse prevention plans and helping
the family develop independence” (Alexander et al.,
2013, p. 15).

After the conclusion of treatment, families are sometimes
seen in “booster sessions”:; these can be requested by the
family or as a refresher if there is a relapse of maladaptive
behaviors. A relapse may be signified by objective outcomes
such as arrest or truancy or by family reporting a desire for
assistance. These sessions are designed to reinforce the skills
learned in the behavior change phase of treatment and to
remind the family of their ability to achieve a higher level
of functioning.

Underpinning all five phases is the concept of “obtainable
change”: this refers to the setting of realistic and achievable
goals. These goals are not merely those set by the therapist,
authorities, probation officers, or other treatment providers but
agreed upon and discussed within the scope of treatment. The
youth and family are integral to the decision of which goals to
pursue in treatment.

Assessment focuses on the functional nature of problems
within the family rather than on a diagnosis and is described
as a “continuous, multilevel, multidimensional, and multi-
method process that includes individual, family, behavioral,
and contextual factors” (Alexander et al., 2013, p. 22). The
relational assessment examines not only the connectedness or
relative autonomy of family members but also the hierarchical
standing of each member in relation to the others. It focuses on
why or how the family continues in its promotion and mainte-
nance of problematic sequences, chains of behavior, events,
and interactions: assessment will also identify key risk and
protective factors for the family.

How the Intervention May Work

The model is suggested to be useful for complex and multi-
dimensional problems because of its flexible structure and cul-
tural sensitivity (Alexander et al., 2013). The attention to
relational patterns and clear focus on family systems is thought
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to be at the core of the intervention’s success. As many FFT
therapists provide services in the home, it is particularly suited
to those clients who may be initially unwilling, unable, or
otherwise unlikely to attend sessions in a clinical setting.
Within FFT, there is a very strong stance against blaming and
negativity. Neither individuals nor families are to be seen or
treated as “bad” or wrong. Often the families treated by an FFT
therapist may be described as resistant to treatment, but FFT
attempts to overcome this through its use of the techniques
discussed above. When there is a perceived failure or lack of
improvement, it is the therapist who must identify ways to alter
her approach and treatment of the family, not vice versa. FFT
therapists attempt to provide a therapeutic experience unlike
that to which most families are accustomed: An experience that
focuses on alliance and fostering a cooperative working rela-
tionship. Families should feel engaged and aware rather than
belittled or blamed for their problems.

Method

Objectives

To describe, assess, and evaluate the existing reviews of
research on the effectiveness of FFT as used for the treatment
of youth aged 1018 presenting with behavioral problems. This
overview is protocol driven, with a detailed research plan pre-
sented to a reviewing body at Oxford University Centre for
evidence-based intervention, at which time a priori methods
and outcomes were established and approved.

Search strategy for identification of reviews. Electronic searches
were made of relevant bibliographic databases, government
reports, and professional websites. Reference lists of articles
were examined and experts contacted to search for the so-
called gray literature. Searches for ongoing reviews or proto-
cols were conducted including the Prospero database. There
were no publication, geographic, or language restrictions.
Searches covered the following sources up to February 5, 2018:

e Biomedical sciences databases: MEDLINE, EMBASE,
PsycINFO, Cochrane Library; Prospero.

e Social sciences and general references databases:
ASSIA (1969-), Dissertation Abstracts International
(1969-), ERIC (1969), InfoTrac (1969-), ScienceDirect
(1969-), Sociological Abstracts (1969-), Social Work
Abstracts (1969-), Web of Knowledge/Web of Science
(1969-), Social Sciences Citation Index (1969-).

o Government policy sources: U.S. Department of Health
and Human Services, U.S. National Institutes of Health,
U.S. Centers for Disease Control, Office of Juvenile
Justice and Delinquency Prevention, U.S. Government
Printing Office, UK. Home Office, The Ministry of
Health, Public Safety Canada, and Australian Institute
of Criminology.

o Personal contacts: First author made contact with FFT
developers, practitioners, and independent researchers
to identify unpublished reviews.

Cross-referencing of bibliographies: References in
located reviews were checked to identify additional
sources.

e Search terms: Search terms for MEDLINE (modified as
necessary for other databases) were as follows:

1. FFT (ecither as index treatment or as comparison
arm) and

2. (evaluation$ or outcome$ effect$ or review$ or
analysis).

These terms were selected by considering previous reviews
and via a library specialist at University of Oxford.

Criteria for considering reviews for this overview. Reviews that
focused on randomized controlled trials (RCTs) and quasi-
experimental designs which met the Cochrane Effective
Practice and Organization of Care Review Group criteria were
included in this overview. FFT must be reported, evaluated,
and described in sufficient detail to enable analysis. Reviews
had to clearly report on and evaluate at least one primary study
of a specifically licensed FFT program or site. The reviews
evaluated a specifically licensed FFT program or site and
included the core elements needed for a program to qualify.

The review must have inclusion criteria for studies which
compared a licensed FFT program to another service, altema-
tive treatment, or no treatment. No treatment includes simple
probation, which in the United States varies from state to state
but is broadly defined by the Juvenile Law Center as any dis-
position involving the supervision of a delinquent youth in the
community rather than in a secure confinement facility; com-
monly, it is comprised of approximately 85% checking in or
monitoring and 15% education or mentoring services with pos-
sible elements of tracking devices, house arrest, or community
service (https:/jlc.org). Reviews may include any of the pri-
mary studies of FFT. Book sections, memos, government doc-
uments, and presentations were included. For complete
screening forms, contact author.

Types of outcome measures reported. The three primary goals for
both providers and recipients of FFT are reduction in recidi-
vism rates, fewer removals from the home, and reduction of
substance use or abuse (Alexander et al., 2013). Acceptable
objective outcome measures include police and court records,
out-of-home placement or the termination of parental rights,
drug screening tests, and school reports of truancy, suspen-
sions, or expulsions. Secondary outcomes are subjective and
include parent and teacher reports of disruptive, acting out or
unmanageable behaviors, self-reported delinquency, drug use,
internalizing symptoms, peer relations, and family conflict lev-
els. Family dysfunction, while a significant concern, is seen in
FFT as residing at the core of more serious offending and high-
risk behaviors and is not an outcome. FFT proposes in their
training and dissemination materials that follow-up periods
should last anywhere from immediately after the conclusion
of reatment to 5 years postintervention, and the three primary
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outcomes of FFT have been used as measurement of the inter-
vention since its original development (Alexanderet al., 2013).

Primary objective outcomes.

Recidivism defined as rearrest, incarceration, or reoffending.
Recidivism reports relied upon court records, judicial
determinations, probation reports, and conviction rates;
self-reported or otherwise nonadjudicated criminal activ-
ity is not included in recidivism rates.

Substance use determined by standardized drug screening
performed by agency, court, or probationary staff.

Placement out of the home or entrance into care in a group-
home, foster care, juvenile detention, or secure treatment
facility.

Secondary outcomes.

School attendance, as reported and documented in official
school records.

Parental reports of externalizing behaviors of youth and
family functioning as included in the integrated reported
system contained in the FFT model.

Self-reported internalizing and externalizing delinguent
behavior ideally collected through standardized instru-
ments such as the Child Behavior Checklist, Behavioral
Questionnaire for Children (BASC-2; Achenbach, 1991).
Data drawn from self-reports authored by FFT Inc.
included in the intervention manual were also eligible
for inclusion (http://www.fftllc.com).

Reviews without at least one primary FFT study or without
control comparisons were excluded, as were discussions of
adaptations of FFT and programs similar but not explicitly
stated to be an FFT program.

Assessment of methodological quality. The Assessment of Multi-
ple Systematic Reviews (AMSTAR) checklist (Shea et al.,
2007) for the evaluation of systematic reviews was selected,
but there did not exist sufficient information contained within
many reviews to adequately complete this assessment. Instead,
reviews were assessed to determine the design of included
studies, whether there existed any method of critical appraisal,
and whether or not the authors had a connection to FFT Inc.
that may result in a degree of bias.

Quality of evidence in included reviews. Quality of included
reviews was assessed by whether or not included studies were
randomized, length of follow-up, heterogeneity, imprecision,
and whether trials were adequately powered. A number of the
reviews include multiple trials that are not RCT, which places
them at a lower level of quality. Additionally, evidence may be
downgraded due to the fact follow-up periods are variable and
often do not exceed 6 months posttreatment. Furthermore, a
number of studies included in the reviewing literature contain
sample sizes that are fewer than 100 participants, which leads
to imprecision of evidence. The importance and impact of het-
erogeneity among participants within studies and between

reviews is considered. Close attention was paid to whether
there were enough common elements between reviews that
allowed them to be discussed within this work. The issue of
heterogeneity and review quality extends from the trials them-
selves to the type of included review, paper, or report.

Data extraction and management. A data collection form was
piloted and all data coded and put into an extraction sheet. All
data were independently double extracted and any disagree-
ments resolved by a third party. For additional information
regarding data collection, contact first author.

Results
Results of the Search

The search strategy, capturing titles, abstracts, and key words
yielded a total of 159 references, considered as possible
reviews or meta-analyses, with 31 duplicates and two regis-
tered protocols of reviews currently in progress. After screen-
ing abstracts, 31 were excluded as not being reviews of primary
research and 91 identified for full-text retrieval. After examin-
ing the texts, 60 were discarded for ineligibility (identified as
primary research, training manuals, not containing information
relating specifically to FFT, or did not report results for FFT); 6
meta-analyses and 25 narrative reviews, totaling 31 reviews
(n = 31), met all eligibility criteria and were evaluated for
overall quality, scientific rigor, quality of evidence, and poten-
tial bias. See the PRISMA chart (Figure 1).

Included Reviews

There were 31 reviews or meta-analyses, chapters, or policy
briefs which met inclusion criteria. All reviews met the
qualifier of discussing only those programs that are licensed
and clearly stated to be FFT. Programs that may contain
similar elements to FFT but were not licensed as such were
not included. Nor were reviews only discussing adaptations
of FFT. All included reviews must cite and discuss at least
one primary study of FFT in enough depth to justify inclu-
sion in this overview. See Table 2 for list of excluded
reviews.

Research has suggested that there is a distinct possibility
that reviews conducted or written by investigators who have
an allegiance to the program models they are investigating
produce significantly more positive results than those con-
ducted by investigators without such allegiance (Eisner,
2009; Shadish, Cook, & Campbell, 2002). The reported effect
sizes of prevention and intervention trials have been shown to
be noticeably larger when program developers are involved as
opposed to those conducted by independent researchers (Eis-
ner, 2009). Altematively, it may be important to note that pos-
itive effects of an intervention during a study conducted by
“developers—as evaluators™ may be attributed to either (a) the
possibility that the quality of implementation is of a higher
standard when it is delivered by a developer of the intervention
or (b) disparity in outcomes between studies delivered by
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Figure I. PRISMA flow diagram.

developers versus independent researchers that can be attrib-
uted to systemic bias relating to an ongoing conflict of interest
by a champion of the program and possibly related to financial
factors. The methods of this overview consider the presence of
reviewer bias and study design, by comparing results of
reviews published by FFT program developers and stake-
holders to those obtained by others.

Design of induded reviews. The trial design of included studies is
not stated in the majority of reviews, and only 16 of the 31
utilize any standardized or peer-reviewed critical appraisal
method (see Table 1).

Partidpants in induded reviews. Only 10 reviews reference the
age of trial participants and sample inclusion criteria, and only
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Table |. Design of Included Studies.

Critical Appraisal of Included
Evidence (Grading of Recom-

Mumber and Research mendations Assessment,
Design of Studies Total Number of Col—Involvement of Authors  Development and Evaluation,

Review Included in Review FFT Participants or Trialists With FFT Inc. CASP, Peer-Reviewed Tool)
Alexander (2000) RCT-7 1,292 DEV No
Alexander (2000) RCT-6
Quasi-4 402 DEV No
Alexander (2002) RCT-6
Quasi—4 1,959 DEV No
Alexander (1998) RCT-5
Quasi-5 1,399 DEV No
Austin et al. (2005) RCT—I 120 IND (Trials DEV) Yes
Baldwin, Christian, Berkeljon, RCT-3 310 IND (Trials DEV) Yes
and Shadish (2012)
Bender, Tripodi, Sarteschi, RCT-I 114 IND (Trial DEV) Yes
and Vaughn (2011)
Breunlin et al. (1988) RCT-3 143 IND (Trials DEV) Mo
Diamond etal. (1996) Quasi-4 241 IND (Trials DEV) Mo
Dumas (1989) RCT-2 107 IND (Trials DEV) No
Farrington &Welsh (2003) RCT-I
Quasi- | 138 IND (Trials DEV) Mo
Filges, Anderson, & Jorgenson RCT-2 225 IND (Trials DEV) Yes
(2016)
Gordon (1995) Quasi-3 106 IND Mo
Hartnett, Carr, Hamilton, and RCT-11
O'Reilly (2017) Quasi-7 1,674 IND (Trials DEV) Yes
Henggeler and Sheidow (2012) RCT-4
Quasi-2 1,366 IND (Trials DEV) Yes
Henggeler and Sheidow (2003) RCT-1
Quasi-4 315 IND (Trials DEV) Mo
Hogue and Liddle (2009) RCT-4 359 IND (Trials DEV) No
Huey and Henggeler (2001) RCT-2
Quasi- | 189 IND (Trials DEV) Mo
Mulvey et al. (1993) RCT-1 40 IND (Trial DEV) No
Robbins, Alexander, Turner, OBS-12
and Hollimon (2016) Quasi-12
RCT-20 5,344 DEV No
Sexton (2002) RCT-5 181 DEV Yes
Sexton (2004a) RCT-1
Quasi-2 166 DEV Yes
Sigrid, Qais, and Zepeda RCT-I 135 IND (Trial DEV) Yes
(2013)
Stanton and Shadish (1997) RCT-I 135 IND Yes
Tanner-Smith, Wilson, and RCT-2 126 IND (Trials DEV) Yes
Lipsey (2013)
Tarolla, Wagner, Rabinowitz, Quasi-3 |55 IND (Trials DEV) No
and Tubman, (2002)
Tolan (1986) Quasi-4 267 IND (Trials DEV) Yes
Vaughn and Howard (2004) RCT-2 249 DEV Yes
Waldron and Turner (2008) RCT-3 341 DEV Yes
Waldron, Brody, Robbins, and RCT-6 555 DEV Yes
Alexander (2013)
Weisz, Hawley, and Jenson OBS-1 20 IND (Trial DEV) No

Doss (2004)

Note. RCT = randomized controlled trial; FFT = functional family therapy; Col = conflict of interest.
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Table 2. Table of Excluded Studies.

Review Reason for Exclusion

Axford (2013) No primary study of FFT included

Aultman- Despite significant discussion no included study
Bettridge
(2007)

Bachman (2010) Mo primary study of FFT included

Carr (2009) No primary study of FFT included

Farrington (2010) Mo primary study of FFT included

Fonagy (2002) No primary study of FFT included

Heekerens (1988) Mot reviewing FFT specifically

Hipwell (2006) No primary study of FFT Included

Kazdin (2015) Insufficient discussion of FFT, focus on

psychological versus behavioral interventions
Lipsey (1998) Does not report or discuss FFT separately from

other family therapies
No primary study of FFT included
No primary study of FFT included

Stratton (2005)
Stratton (2011)

Underwood No primary study of FFT included
(2002)
Wiggins (2012) No primary study of FFT included

Naote. FFT = functional family therapy; Col = corflict of interest .

5 contain information regarding race or gender of study parti-
cipants. Contextual demographic information is often missing
from the reviews.

In the meta-analyses, the authors briefly describe the inclu-
sion criteria for the participants in the trials. Excepting Farring-
ton (2003), the meta-analyses include youth aged 11-18, witha
diagnosed substance use or abuse disorder. While age and sex
of participants is included, there is no further information con-
cerning core elements that may directly impact the outcomes of
the intervention.

Primary Outcomes Reported

Recidivism as an outcome measure is reported in 16 of the
reviews, which includes 11 studies containing a total of 1,427
unique participants. Ten reviews include a percentage rate for
reoffending ranging from 11% to 67% recidivism in the FFT
groups versus 36% to 93% in comparison and control groups,
although definitions of recidivism vary widely across reviews.
Sexton, Ridley, and Kleiner (2004), Sexton (2004b) and Dumas
(1989) report “significant reductions” in recidivism and “less
than half” the recidivism rate of the comparison or control
group, without any specific data being provided. Diamond,
Serrano, Dickey, and Sonis (1996), Huey and Henggeler
(2001), and Chamberlain (1995) state that FFT results in
reduced recidivism but provide no clear data nor specify the
type and severity of crimes. Across the reviews, authors do not
clarify which definition of recidivism is being used. Only four
(n = 2,629) state what reports or records were accessed within
the studies to gain this information: Alexander and Sexton
(2002), Gordon (1995), Henggeler and Sheidow (2003), and
Vaughn and Howard (2004).

Substance abuse is only reported in 10/31 reviews; six (n =
1,846) of these are meta-analyses focusing on cannabis or sub-
stance abuse. The included meta-analyses are the only reviews
that report effect sizes within them. The effect sizes reported
range from a Hedge's g of —1.18 to 0.21, with three meta-
analyses reporting nonsignificant effect sizes (Baldwin, Chris-
tian, Berkeljon, & Shadish, 2012; Bender, Tripodi, Sarteschi, &
Vaughn, 2011; Vaughn & Howard, 2004). Of the remaining
four, Hogue and Liddle (2009; n = 349) state that there was “an
improvement in drug use” (p. 18): Vaughn and Howard (2004;
n = 249) report a 50% reduction in the drug severity index; and
Waldron and Turner (2008; n = 341) state that the treatment
group “showed significant reductions in substance use at post
and/or follow-up” (p. 248).

QOut-of-home placements are not reported as an outcome of
any study despite claims that FFT is an effective tool in the
reduction of out-of-home placement for children and youth
who are at risk of removal (Alexander et al., 2013).

Secondary Outcomes Reported

School attendance is not discussed or reported in any review of
FFT, nor is there any reported collection of data concerning
school attendance. This information is included neither in the
included reviews nor in the registered protocols of FFT reviews
still in progress. Thus, no judgment can be reached regarding
whether FFT will result in better (or worse) school attendance
and truancy.

Parent reports of family functions, interactions, and youth-
related conduct issues were not routinely included, with no
mention of clinical services system reports, no questionnaires,
and no other data collection tool utilized in any of the included
reviews. It is not possible to determine whether it is the trials
themselves or the author reporting them that did not collect this
information. The FFT model has embedded within it evalua-
tions and assessments relating to family functions, and it is
striking that these data are not included in the reviews of the
research.

Self-reported internalizing and externalizing delinguent
behaviors are also absent from reviews. Again, FFT has a
method of collecting these data, but it was either not collected
or not reported. Additionally, reviews did not contain the use
of, or reference to, other measurement scales such as the
BASC-2 or other peer-reviewed depression or behavioral
scales. Information relating to self-reported criminal activity,
depressive symptoms, family conflict, school-related beha-
viors, and other behavioral- or conduct-related issues are not
present.

Other Outcomes Reported

Earlier reviews of FFT, which reference the initial studies such
as Alexander and Parsons (1973: n = 20): Klein, Alexander,
and Parsons (1977; n = 86); and Barton, Alexander, Waldron,
Tumer, and Warburton (1985; n = 27), report findings that are
neither objective nor easily quantifiable. These outcomes are
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described as “reductions in conflict level,” a “longer duration
of silence,” and “decreased defensiveness.” These outcomes,
while appearing to be beneficial, are open to interpretation and
do not appear to be based on valid, objective, or peer-reviewed
measures.

Quality of Evidence in Included Reviews

Reviews, book chapters, and reports written by the creators of
FFT or by individuals who are now or have been employed by
FFT, Inc. may be at a high risk for bias. Only 5 of the 31
included reviews contain summary of findings tables with risk
of bias assessments and only 16 include the use of a peer-
reviewed critical appraisal method. These reviews generally
report only the positive outcomes or measures while ignoring
other less favorable outcomes. See Table 2 for complete listing
of reviews and trial design of included studies.

Effect of Intervention

When examined as a whole, the reviews describe effects of FFT
in inconsistent terms. Importantly, no review reports a directly
harmful or detrimental outcome. A number of reviews, how-
ever, report no significant differences between groups in any of
the outcome domains including family functioning or
decreased internalizing and externalizing behaviors (Austin,
Macgowan, & Wagner, 2005; Baldwin et al., 2012; Tarolla,
Wagner, Rabinowitz, & Tubman, 2002; Tolan, 1986). Recidi-
vism is measured by different means across studies, and the
reviewing authors do not specify which measure or definition
of recidivism they are using as an outcome measure. This
makes any assumptions or inferences regarding recidivism
extremely difficult to substantiate. The recidivism rates
reported range from 11% to 67%, and Farrington (2003) draws
attention to the fact that although low recidivism rates were
reported, there were definite methodological problems with
attrition and variable follow-up periods. The lowest recidivism
rate was found in Gordon (1995), in which authors cite a quasi-
experimental trial they had conducted in rural Ohio with court-
mandated youth (n = 27). The highest rates of recidivism (60%
or above) are reported by Huey and Henggeler (2001; n = 189);
Mulvey, Arthur, and Reppucci (1993; n = 40); and Gordon
(1995; n = 106) and refer to a trial conducted by Barton and
colleagues in 1985 (Barton, Alexander, Waldron, Turner, &
Warburton, 1985). Specifics of this trial are not included in the
reviews.

Discussion
Summary of Main Results

This overview aimed to gather and assess the preexisting
reviews of FFT and to present information regarding the model
in a single comprehensive document. The narrative reviews of
FFT did not suffice as a reliable source of information regard-
ing the model and left a great deal of room for conjecture and
uncertainty. The three primary outcome measures promoted by

FFT Inc. have not been adequately addressed in the existing
literature. This overview sheds light on this issue and highlights
the importance of increasing involvement of those not directly
linked to the development or dissemination of FFT Inc. Even
with the evidence currently available, there is no indication that
a course of FFT will not cause detrimental effects, or harm.
Without this certainty, it seems unwise to advocate for the
intervention without hesitation.

Recidivism is a complex outcome which is open to inter-
pretation. It can refer to any number of outcomes including
contact with the court system, rearrest, conviction, and self-
reported criminality. A higher standard of proof is employed
when obtaining a conviction versus an arrest. To measure reci-
divism, only as a subsequent conviction greatly skews the out-
comes in favor of a lower recidivism percentage rate. Differing
definitions of recidivism may lead to any reported rate, across
the included reviews, becoming less meaningful as a result.
The picture of evidence that emerges from studies employing
completely different standards of measurement will be diverse;
without identifying and defining these differences, we cannot
reach valid conclusions. According to the National Institute of
Justice and the Office of Juvenile Justice Prevention, a status
offense such as truancy or probation violation can be counted
as recidivism but should not be measured by the same metric as
a felonious arrest. An arrest or conviction requires a far greater
standard of suspicion and proof, whereas status offenses are
most often reported by probation officers and do not contain
antisocial or disruptive elements. These inconsistencies and
lack of designation often leads to an overarching lack of clarity
in the conclusions (https://www.nij.gov; Measuring Recidi-
vism. (n.d.). Considering many reviews did not report this out-
come, it becomes even more difficult to reach conclusions
relating to this primary outcome, which is unfortunate since
the intervention was in part specifically designed for this
purpose.

Farrington (2003), a meta-analysis with a focus on recidi-
vism rather than substance abuse, concludes that the two trials
(Alexander & Parsons, 1973; Gordon, 1995) included do lead
to positive results and a significant effect. Despite a better
standard of reporting and analysis than many other reviews,
the sample size in these two trials was 52 and 86, respectively
(Farrington, 2003).

While FFT is considered to be a method of reducing out-of-
home placements, no review reported on this outcome. It is
perhaps possible that out-of-home placements increased in
duration or frequency. Without clearly stating this result, it is
unwarranted to assert that FFT reduces these occurrences as
claimed in FFT site and training literature (Alexander et al.,
2013; http://www.fftllc.com). For this outcome to go unre-
ported and undocumented is troubling at least and possibly a
significant failing of the current research and trials of FFT.
Similarly, reduction in substance abuse is one of the primary
outcomes as stated by FFT, and gathering objective data relat-
ing to this outcome would do a great deal in terms of strength-
ening the evidence around the claim that a course of FFT will
lessen incidents of substance misuse.
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School attendance as an outcome is also not sufficiently
addressed in the literature, and it is striking that such an objec-
tive measure was not reported in the reviews. Itis impossible to
know whether these data were simply not collected, thus being
a reporting error, or whether the reviewers chose not to include
itin their results, because they judged it to be insignificant, they
did not have access to it, or for any other reasons.

FFT does include in its design multiple methods for the
reporting and rating of internalizing symptoms, but these
records are not included by the reviewing authors. Addition-
ally, there are additional standardized methods of measuring
these symptoms that are either not employed by trialists or not
reported on the results.

The current evidence suggests reviews may not include all
available research and pertinent contextual information in anal-
yses, resulting in an incomplete or skewed picture of the evi-
dence. It is impossible, when examining the reviews of FFT, to
establish whether the trials referenced are well designed, exe-
cuted, and significant as the information necessary to make
such judgments is too often absent from the review. Reviews
are vulnerable to biases and “perspective” that may influence
the reader to lean in one direction or another. Reviews do not
examine any possible bias of referenced trials or include a risk
of bias assessment, though one mentions that “most trials were
performed by the developers of the model.” Reviews must have
a sound methodological basis for reaching any conclusions, an
approach that is outlined and supported by both the Cochrane
Grading of Recommendations Assessment, Development and
Evaluation guidelines and AMSTAR (Higgins & Green, 2011;
Shea et al., 2007).

Reporting guidelines that have been widely adopted were
not employed. Consolidated Standards of Reporting Trials
(CONSORT) has been developed, designed, and is being
improved upon to assist in the consistent and standardized
reporting of trials (Motgomery et al., 2018; Schulz, Altman,
& Moher, 2010). Still, it would behoove researchers to adopt
these guidelines due to the fact that, were trials more com-
pletely and rigorously reported, the standardized reviews of
them would in turn be of a higher quality. If CONSORT guide-
lines had been utilized in the reporting of the FFT trials, current
available research would be of greater value and substance.

Reviews of FFT often do not report or discuss any elements
of implementation or contextual concerns, staff characteristics,
or adherence within the trials. These issues are known to have a
significant impact on the outcomes and efficacy of interven-
tions (Montgomery et al., 2013a), and this information could be
invaluable when determining the strengths and weaknesses of
the model.

When describing sample inclusion criteria, 10 reviews
(Alexanderet al., 2002; Austin etal., 2005; Breunlin, Breunlin,
Kearns, & Russell, 1988; Cottrell & Boston, 2002; Dumas,
1989; Gordon, 1995; Henggeler & Sheidow, 2003; Huey &
Henggeler, 2001; Sexton, 2009; Waldron & Turner, 2008) refer
to study participants, but the criteria are not elucidated well and
include phrases such as “light to severe offenses,” “habitually
truant,” “soft” juvenile offenders, and “serious juvenile

offenders.” There is no definition of these terms and no expla-
nation of what level of behavior is present. There is a great deal
of room for interpretation. Waldron and Turner (2008) report
outcomes for youth diagnosed with “heavy alcohol abuse™;
Dumas (1989) reports the participants were court referred;
Austin, Macgowan, and Wagner (2005) discuss a sample that
required a substance abuse diagnosis; and Breunlin, Breunlin,
Kearns, and Russell (1988) report on a study with status offen-
ders. These are definable categories which are far more objec-
tive and useful when examining the quality of design and
methodology in the included reviews.

Contextual information such as socioeconomic status, num-
ber of family members, criminal backgrounds, and education
has been shown to have an impact on effectiveness and out-
comes of FFT. Thus, it is problematic that this information is
not included by the review authors. Making well-informed
decisions relating to the use of FFT for specific populations
based on evidence is difficult if and when this information is
not readily available or accessible. A high-quality systematic
review of the evidence may help in remedying this situation,
but for the purposes of this overview, such information was not
readily available in the extant literature.

Outcomes and the Theory of Change

The 31 reviews of FFT included do not report consistently on
the core outcome measures of FFT, and therefore, it becomes
difficult to determine whether it is in fact an effective method
of treating conduct and behavioral problems in youth. There is
no clear linkage between the outcomes FFT Inc. promotes
treatment for and the research outcomes. Of the six main out-
comes described by the developers, substance abuse is reported
in 7 of the 31 reviews and recidivism in only slightly over half
of them (n = 16). This does not allow for any strong conclu-
sions to be reached regarding the treatment’s efficacy. But once
more, it is not possible to ascertain whether this is due to
possible design or implementation failure in the trials or to a
lack of consistency and breadth in reporting.

Trials examining FFT have been completed almost exclu-
sively by the developers of the model or by those who other-
wise benefit from its use and uptake and have a significant
stake in the success of the model. Even in instances of inde-
pendent reviewing authors, the trials contained in these reviews
were performed by developers of FFT. This may influence the
outcomes in a number of ways. When a trialist is particularly
familiar and involved with the intervention being researched, it
may lead to increased fidelity and adherence to the original
model design (Elliott & Mihalic, 2004). However, it has been
indicated that studies conducted by investigators who have an
allegiance to the program models they are investigating pro-
duce significantly more positive results than those conducted
by investigators without such allegiance (Eisner, 2009; Shadish
et al,, 2002; Oxman & Guyatt, 1991).

There are many persuasive arguments relating to the need
for standardized methods relating to the completion, evalua-
tion, and reporting of trials, and these demands become
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increasingly important and difficult when examining a com-
plex intervention. Fidelity must also be examined not just as
adherence to a manual or program guideline but fidelity to the
underlying mechanisms themselves. Implementation concerns
are not adequately addressed in the existing reviews; FFT is
largely believed to be a very adaptable model, a belief that is
not demonstrated in the research. It is unknown whether the
trials themselves do not examine implementation or whether
the reviewing authors did not gather this information. Both
implementation and fidelity are major concems when assessing
the outcomes and overall effectiveness of a complex interven-
tion. These issues cannot be adequately rated within the scope
of this overview; the reviews included in this trial did not
contain within them consistent or detailed information regard-
ing duration of treatment, skill, and training of practitioners;
context; and adherence to the model or attendance of either
practitioners or recipients of the intervention. Without this
information, it is not possible to ascertain what concerns and
impact implementation may have on the outcomes. Such
implementation data should have been addressed and reported
in the original reviews; where there is no discussion of this, it
was noted as a possible demonstration of failure on the part of
cither the reviewers or those running the trials to heed the
importance of implementation fidelity (Montgomery et al.,
2013b).

Overall Completeness and Quality of Evidence

The existing reviews do not offer sufficient evidence on which
to base decisions concerning FFT. Of the 43 available rando-
mized, quasi-experimental, and observational trials across 31
reviews which include a total of 4,607 unique participants
fewer than half are identified, included, or discussed in the
reviews. In many instances, the reviewers fail to specify popu-
lations served, participant characteristics, or outcomes mea-
sured in the trial. The reviews of FFT do not provide
information such as whether or not a protocol existed or was
registered, search strategy for identification of studies, methods
used, or outcomes measured. This creates difficulties in the
gathering of substantial information concerning the quality or
completeness of many of the reviews.

Agreements and Disagreements With Other
Studies or Reviews

Prior reviews of FFT present a picture that is incomplete, but
largely positive. The reviews date back to the mid-1970s and
contain varying degrees of detail, thoroughness, and complex-
ity. Previously published reviews state with minimal hesitation
that FFT is an effective and beneficial method of treatment for
behavioral problems, CD, and substance abuse issues. It
appears that this is a conclusion arrived at without the use of
consistent or sound methodology. This overview employed
rigorous methods of identification and evaluation of the exist-
ing reviews. Additionally, tables included in this overview
were completed not through information provided in the

reviews but by use of the original primary studies in an effort
to gain a better picture of the evidence. The sound and com-
prehensive search strategy, methodological process of evalua-
tion, and analysis methods arrive at a different conclusion; one
that presents significant areas for further examination and
rescarch, as well as shedding light on some of the questions
regarding efficacy of FFT across different populations and
highlighting the need for implementation analysis.

Potential Biases in the Overview Process

It is impossible to eliminate all potential for bias, the authors
have made every attempt to locate and evaluate all the relevant
reviews, as well as double coding data and having a third party
resolve any disagreements. There is also a risk of bias stem-
ming from the absence of reviews still in progress; currently,
there is a registered literature search and meta-analysis which is
being funded by FFT Southwark with an unknown prospective
date of completion. A systematic review of FFT protocol is
currently being undertaken and is registered with the Cochrane
Collaboration and when completed will be adherent to
Cochrane guidelines.

This overview gathered and assessed the preexisting
reviews of FFT and presented this information in a comprehen-
sive and rigorous manner. It was determined that the existing
reviews of FFT did not suffice as a reliable source for this
information and left a great deal of room for conjecture and
uncertainty. The primary outcome measures promoted by FFT
Inc. have not been adequately addressed in the existing
reviews.

Strengths and Limitations

Overviews aim to provide a comprehensive picture of the exist-
ing evidence for a particular intervention, by assessing and
examining the existing reviews. This overview differs from
existing reviews in that it meets the standards set out in the
Cochrane handbook guidelines for rigor and quality. The meth-
ods used in searching, data extraction, and synthesis are clearly
detailed, possible biases are reported, and there is a higher level
of transparency than is present in the existing literature whether
in reviews or overviews. Double coding was employed
throughout the overview, and authors were contacted to con-
firm or clarify data when necessary.

Conclusion

This overview outlines the uncertain effects of FFT across
different populations, and the existing reviews illustrate the
fact that certainties regarding FFT are based on a tenuous
rescarch base. The initial research, effectiveness, and efficacy
trials were held in Salt Lake City, UT. While there are some
trials of FFT conducted by independent researchers (n = 17),
the majority of research continues to be conducted by the
developers and disseminators of FFT (n = 27). Additionally,
many of the reviews currently available are authored by the
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developers of the model. While this is to some degree expected,
it is demonstrative of a need for independent researchers to
conduct well-designed and well-reported trials and subsequent
reviews of FFT.

Given these factors, it may not be advisable to continue
adopting FFT without reexamining and testing the effects. It
is difficult to determine the quality of any evidence regarding
the efficacy and impact of FFT and it is necessary that this
situation be remedied. Trials and replications should be per-
formed and reported with greater stringency around guidelines
and quality control. FFT has not yet been adequately proven
effective across culturally disparate and varied populations.
There is a need for well-powered trials that include all primary
outcome measures of FFT this would measure out-of-home
placements, and internalizing and externalizing behaviors; uti-
lize a consistent measure of recidivism; and evaluate cost-
cffectiveness. It appears that in nearly 40 years of existence,
there continue to be a number of unanswered questions regard-
ing effectiveness and implementation. Continued research and
investigation with a focus on implementation with a high stan-
dard of design will do a great deal to address these concerns.
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Abstract
This analysis of Functional Family Therapy (FFT) studies examines whether their variable
outcomes are attributable to implementation issues. Studies were identified firstly, by way of a
recent overview, supplemented by an update of a highly sensitive search including 15 databases,
10 websites, all existing relevant reviews, gray literature as well as contacting experts in the
field. Updated searches were conducted in August 2018 and were analyzed according to the
Oxford Implementation Index and an assessment of supervision quality. In total, the search
yielded 150 records; 48 full texts were retrieved of which 32 were excluded leaving 16 studies
containing 5320 unique participants included for analysis. There was no evidence of reported
harm. Improved training and supervision were associated with better core outcomes. Although
there was no apparent dose relationship, it appears that implementation issues are important and

also that class and ethnicity were identified for areas of further study.
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Implementation issues in Functional Family Therapy: A Narrative Analysis of the
Evidence

Currently, Functional Family Therapy (FFT) is indicated as an effective treatment option
for behavioral disorders in youth age 10 to 18. While there is a great deal of uptake and support
for this intervention, results from systematic reviews, meta analyses and a recent overview
suggest considerable heterogeneity in outcomes. The extant literature has indicated that
implementation concerns may be the cause for much of the variability across trials and between
outcomes, thus prompting this implementation analysis which is based in part on the Oxford
Implementation Index.
Behavioral Problems in 10 — 18 year old youth

Behavioral problems refer to a wide array of psychiatric and psycho-social diagnoses,
including Oppositional Defiant Disorder (ODD), Attention Deficit Hyperactivity Disorder
(ADHD) and substance abuse disorders. Such problems in youth have an estimated prevalence as
high as 20% and are often predictors of later symptoms including depression, alcohol and
substance use, lower employment rates, delinquency, removal from the home, conduct disorder
and criminal actions (Barlow, 2012). This group of disorders affects not only the youth and
family but extends to have a negative impact on communities and society at large. Juvenile
delinquency is often a result of these behavioral problems and issues that begin in the home or at
school often transition into more serious criminal offenses (Thapar et al., 2015). With juvenile
delinquency and behavioral disorders continuing to be a significant problem in the United States
and worldwide, there must be continued efforts to address the specific needs of disparate client
populations. There are a number of approaches to treating troubled youth and their families; the

evidence surrounding and supporting these interventions must continue to be built in a high
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quality and scientifically sound method. A number of interventions have been designed,
developed and researched in the ongoing effort to prevent, reduce and treat these damaging and
harmful behaviors. While the research base for these interventions is varied, family-based or
systemic approaches may be the most effective (Muncie, 2015; Thapar et al., 2015).
Current treatment approaches

The past twenty years have seen a shift towards adopting research-supported practice and
interventions, particularly in the area of family and youth treatment (Littell & Shlonsky, 2009).
These often manualized and structured approaches are continuing to gain favor, and there exist a
number of interventions that have been presented and accepted as having a strong evidence base
which is used to support their continued adoption and uptake. Functional Family Therapy (FFT)
is among these EBPs, and its uptake continues to increase. FFT is delivered in over 270 different
locations predominately in the United States and United Kingdom; also it is endorsed as being
effective by a number of key agencies including Blueprints for Violence Prevention
(NCJRS.Gov), Action for Children in the UK (Actionforchildren.org.uk), and the Center for
Disease Control and Prevention (CDC, 2018). It is important to examine family approaches and
FFT in light of its inherent costliness, the number of individuals and families it serves (estimated
to be over 50,000) and possible opportunity costs; it is vital that stakeholders have the best
information and evidence around these interventions so their decision making is based on high
quality research and reporting. After nearly four decades of use, the implementation of FFT has
not been adequately examined or addressed in the research literature. Currently the published
implementation studies focus primarily on the engagement process, or, ‘delivery’ of the
intervention (Celinska, Furrer, & Cheng, 2013); Hartnett, Carr, Hamilton, & O'Reilly, 2017;

McPherson & Macnamara, 2017;). This leaves out a great deal of valuable information regarding
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the dose, uptake and context, three implementation elements which may factor considerably in
the outcomes of FFT.

What is FFT?

FFT is firmly rooted in systems theory, and while it does share characteristics with other
family approaches, it differs in its strict manualisation and phasic approach to treatment.
Additionally, FFT is presented as a time-limited treatment, and should not take longer than 3 to 6
months. For further detail relating to the phases and processes of the intervention see Alexander,
Waldron, Robbins, & Neeb (2013). FFT reflects a core set of theoretical principles, in which
behavior is seen as a representation of the family relational system; i.e., as indicative of the
communication, patterns and purposes of the family. The overarching goals of FFT may be
described as follows: To change the maladaptive behaviors of youth and families, especially
those identified as resistant to change; to reduce the personal, societal, and economic
consequences of disruptive behavior disorders; to achieve core outcomes with less cost than
many other interventions available. These core outcomes are 1) reduction in recidivism; 2)
reduction in substance use and abuse and 3) reduction in out-of home placements. FFT’s
manualized approach includes reframing, interrupting of negativity or blame, redirection of
focus, interpretations of patterns of maladaptive behavior with links to emotions, a deepening
understanding of actions, and communication training with focus on positive communication. It
incorporates theories of information processing, social cognition, and the psychology of emotion
(Alexander et al., 2013). The model includes a Clinical Services System (CSS), an online portal
that maintains all session notes, relational assessments, and therapist and client self-reported
adherence and fidelity to the model guidelines. This system is monitored by both on and off-site

supervisors who are well versed in the model.
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Systemic theory posits that a child exists in a series of interconnected systems,
Bronfenbrenner’s theory of ecological development places a child within five levels of
relatedness ranging from a micro system such as the immediate family to the macrosystem which
refers to the culture or community in which the child lives (Bronfenbrenner, 1979). Using this
foundational theory, and when considering that a child’s development and growth often begin
and are anchored in the familial relationship, it follows that when treating behavioral difficulties,
the family may be at the center of the treatment approach. Systems theory and family approaches
to intervention are closely linked and one can be seen as informing the other; the beginnings of
familial approaches are found in systems theory (Thapar et al., 2015). The current research base
suggests that family interventions may be beneficial to youth aged 10 to 18 presenting with
behavioral disorders as well as for those in danger of removal from the home for protective or
legal reasons. Family interventions may also reduce the length of time spent by youth in
institutions or in care (Woolfenden, Williams, & Peat, 2002).

A systemic approach to treatment will, normally, engage not only with the child, or even
with the child and his or her family, but also with the larger systems such as the school, peers,
church, probation and parole, child services and other community elements as needed. Systemic
interventions are based in large part on understanding the connectedness of all these systems and
influencing one while ignoring any of the others will undercut and lessen the value of any
intervention or positive change (Thapar et al., 2015).

FFT is a short-term (90-day/8-30 hour), intensive and comprehensive program designed
for the treatment of behavioural misconduct in youth aged 10 - 18. It is a treatment modality that
can be delivered in clinical settings, school settings, or in the home. It is intended to address

those youth and families with a wide array of presenting problems including but not limited to;
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criminal behaviour, truancy, running away, sexual misconduct, substance abuse, risk of out of
home placement and as a re-entry program for youth returning to the community following
release from institutional settings. Recent high-quality evidence has challenged the overall
effectiveness of the intervention (Weisman & Montgomery, 2018; Hartnett et al., 2017;
Humayun et al., 2017; Darnell & Shuler, 2015). However, some studies suggest that there may
be implementation explanations for the heterogeneity of outcome results across studies which is
in line with broader psychology trial literature (Cunningham et al., 2018; Gottfredson &
Gottfredson, 2002; Hawe, Shiell, & Riley, 2004).
FFT: Current Evidence and implementation

FFT’s evidentiary status is inconsistent with systematic review results varying
considerably and while it has not been shown to cause harm, there are questions regarding not
only its efficacy and effectiveness, but also of implementation and fidelity (Baldwin et al., 2012;
Bender et al., 2011; Hartnett et al., 2017; Weisman & Montgomery, 2018). Implementation may
be measured in a number of ways, and includes the information related to an intervention’s
design, delivery, uptake and context. These four domains represent a broad spectrum of
implementation elements, and aid in the more complete and thorough understanding of specific
interventions; the domains can be adapted and different components or aspects of each may be
identified by reviewers as being more germane to their particular topic or issue (Montgomery et
al., 2013; Fixsen et al., 2005). It is important to note that harms may need to be considered more
widely in order to determine what interventions to implement. While harm refers most
commonly to injury, such as poisoning or psychological problems for an individual, it may also

include opportunity costs of not spending on interventions with proven effects and thus spending
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valuable and limited resources in areas where we are uncertain of the outcomes (Bonell et al.,
2012).
Conceptual Basis for Implementation Evaluation

The examination and analysis of implementation is a useful method of understanding the
how and why of intervention effects, and for whom it may be effective. As evidence
accumulates, there is naturally a progression from if'a given intervention works to questions
around its effectiveness for various populations and implementations- that is, for whom might it
work and under what circumstances. It is understood that the transfer of an intervention from
controlled clinical trials to broader contexts is dependent, at least partially, upon implementation
concerns and processes (Durlak, 1998). The importance of implementation is apparent in three
ways: first, it allows for understanding the effects of an intervention in practice; second, it assists
in the better understanding of evidence supporting an intervention (mediation and moderation
effects); and third, it is needed to facilitate the optimal uptake of evidence-based practices
(Durlak & DuPre, 2008; Proctor et al., 2011). Intervention implementation presents a vital piece
of how and why differences exist between primary trials. Implementation science, as a field, is
broadly concerned with the scientific methodology that will contribute to, and promote, the
uptake of quality research and evidence into common practice (Ghate, 2018; Mihalic, 2004).
This work contains within it a number of aims, including the translation and uptake of research
into practice, obtaining a greater and more complex understanding of what influences the
outcomes of an intervention, and what are commonly referred to as evaluation frameworks
(Elliot & Mihalic, 2004).

For any intervention to be successful, it must be both feasible and acceptable across

different settings (Bonell et al., 2006). Frequently, changes may be made to better suit the
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characteristics of the participants or the setting. Different risk factors, prevalence and
manifestations of a social problem exist in different cultural and social settings, and thus
responses may differ. These are frequently cited as the rationale for adaptation of an intervention
(Moore et al., 20006).

Fidelity, broadly, is focused around noting adherence to the proscribed model guidelines
and to the intervention manual, and while there are a number of ways to define implementation
fidelity, the focus has traditionally centered on the need to remain adherent to the core
components or active ingredients of an intervention (Mihalic, 2004; Arthur & Blitz, 2000). Strict
manualisation has been seen as integral to the effective adoption of complex interventions. The
rationale behind this is to keep the techniques, activities, and practices at the core of an
intervention intact across different settings. However, it may be determined that adaptation to
local circumstances is required which creates a tension between itself and manualisation. To
address this issue a new approach and understanding of implementation is emerging where the
emphasis shifts from standardization to a consideration of the underlying theories and
mechanisms of change (Hawe et al., 2004). A ‘theory of change’, refers to the underlying
principles, logic and rationale that link what an intervention does, and why or how these goals
are accomplished. The outcomes that are intended by an intervention must have a clear and
delineated course along which users progress through a causal pathway (Bonell et al., 2012).
This current and more complex understanding of implementation attempts to understand and
focus on the theory of change, suggesting that this will allow for adaptation and the maintenance
of effect. What this essentially means is that the function, rather than the activities, may be what
is most important in the successful adoption and adaptation of a complex intervention (Bonell et

al., 2012). This functional approach does not need to undermine the intervention, rather it allows
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intervention, which will in turn produce similar outcomes to other settings.

The role of the developer in interventions has come to the fore in recent research. It
seems that larger, more positive effects are found in developer-led trials than in independent
studies (Shadish, 2002; Eisner, 2009). There may be alternative explanations for these
differences. The ‘high fidelity’ view posits that the implementation is of better quality because
the developers are responsible for it. Thus, there is not an issue with the results, but only with
their generalizability in a different setting delivered by different people. The ‘cynical’ view
suggests that conflict of interest or biases (which may not be simply financial but also
ideological in nature) may explain the differences in results (Eisner, 2009).

Objectives

The purpose of this narrative analysis is to examine the implementation of FFT as it
modifies the intervention effects by way of the Oxford Implementation Index (Montgomery,
Underhill, Gardner, Operario, & Mayo-Wilson, 2013). That is to say a consideration of the dose,
delivery, uptake and context across trials. Further, to better understand how these elements, as
well those of supervision quality and amount, may impact the differential effects found. This
analysis stems from the published overview of FFT, and the protocol attached to the overview
also supports this work (Weisman & Montgomery, 2018).

The core research question therefore is: To what extent are the differential effects found
for FFT influenced by implementation factors?

Method
Some researchers have suggested that a high quality implementation of a poor

intervention may be more effective than a low-quality implementation of the best practice
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intervention (Gottfredson & Gottfredson, 2002). Understanding and analysis of these aspects of
FFT research will create a broader and more nuanced understanding of the mechanisms and
delivery of FFT across diverse populations. The intervention was designed and trialed primarily
in Salt Lake City Utah, with a largely white middle class population. However, given that FFT is
now being used with populations and locations that are very different, this is not likely to be the
best reference point for its generalizability. It is important to understand and identify the
elements of the intervention which are working and result in positive outcomes, and possible
areas that require modification or adaptation. Recent overview and meta-analytic evidence
illustrates the variability in core outcomes, thus confounding any certainties regarding the
implementation and usage of FFT with such a heterogenous population and across varied settings
(Weisman & Montgomery, 2018; Hartnett et al., 2017).

Search Strategy for Identification of Studies. All published reviews of FFT which
were identified in Weisman and Montgomery (2018) were examined for lists and tables of
included studies. Additionally, search terms were modified and used across relevant databases in
order to update this overview and capture any relevant studies that were not reported or included
elsewhere. Electronic searches were made of relevant databases, government policy reports and
professional websites. Experts known to have conducted trials of FFT were contacted in order to
augment our search of the grey literature and author called upon personal and professional
resources to locate any studies that were complete but perhaps not yet published. There were no
publication or geographic limitations although searches were conducted only in English. This
search was designed to be highly sensitive and to capture all relevant studies and publications
relating to this project. The updated search strategy was conducted in August 2018. The search

terms (modified as necessary for specific databases) for MEDLINE, PsycINFO, Web of Science
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and Cochrane Central Register of Controlled Trials were deliberately sensitive and as follows,
adapted for each database as needed:
1. Functional Family Therapy. 2. (trial$ or outcome$ or effect$ or study or analysis or
implementation). 3. 1 and 2.

Criteria for considering studies in this analysis.

Study Design. Trials that were focused on randomized controlled trials (RCTs) and
quasi-experimental designs (QEDs) which met the Cochrane Effective Practice and Organization
of Care Review Group criteria (Higgins & Green, 2002) were included however they were not
the sole source of information relating to implementation, adaptation or fidelity details. The
inclusion criteria designed for use in the recent overview of FFT was also utilized for this
analysis, with necessary additions to capture implementation and process studies (see Weisman
& Montgomery, 2018). Still, of the identified trials, many were necessarily excluded because of
failure to comply with criteria relating to outcomes (e.g. reporting only length of silences,
defensiveness or self-reported family function); not containing a specifically licensed FFT
program; or inappropriate referral information of participants. Expansions, interpretations,
independent adaptation, or otherwise non-specified FFT models were not included. Functional
Family Therapy — Child Welfare (FFT-CW) Functional Family Probation and Parole (FFP) and
Functional Family Therapy Gang (FFT-G), which are newly expanded versions with different
elements and core components of FFT were not considered for inclusion in this analysis.

Process evaluations and observational studies with no comparator group were
examined for implementation and fidelity information. These studies also must have observable
outcomes and concrete ratable information relating to the results of the intervention. Complete

screening and extraction forms can be supplied upon request.



Xiii
FFT: IMPLEMENTATION ISSUES

Types of participants. Y outh aged 10 — 18 presenting with behavioral problems including
Oppositional Defiant Disorder (ODD), Conduct Disorder (CD), Attention Deficit Hyperactivity
Disorder (ADHD), truancy, sexual misconduct, substance abuse and other acting out or
delinquent actions. Youth at risk of removal from the home or returning after either placement or
incarceration are also included.

Types of outcome measures reported. Implementation data were included and considered
with regard to core outcomes of FFT which are as follows: reduction in recidivism rates, fewer
and shorter duration in removals from the home, and reduction of substance use or abuse
(Alexander et al., 2013). Acceptable objective outcome measures include police and court
records, out of home placement or the termination of parental rights, drug screening tests and
school reports of truancy, suspensions or expulsions. FFT LLC, the dissemination organization
for FFT, propose in their training, media and outreach materials that follow up periods should
last anywhere from immediately after the conclusion of treatment to five years post-intervention,
and the three primary outcomes of FFT have been used as measurement of the intervention since
its original development (Alexander et al., 2013). While the primary outcome measures for FFT
are clearly outlined, for purposes of this implementation analysis objective data relating to dose,
delivery, adherence, supervision, training of therapists and context were also included and
analyzed. The role of the researcher performing the study was also noted, coded appropriately
and examined for possible conflict of interest, determining whether they are a developer,
designer or stakeholder in FFT, or otherwise have a vested interest in the outcome of the study.

Data extraction and analysis. A data collection form, based on that used in the overview
was used and all data coded and put into an extraction sheet. The four domains of dose, delivery,

uptake and context which are set forth in Montgomery et al. (2013), were adapted in line with
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this framework to be specifically appropriate to this intervention. Supervision amount, quality,
and the training of therapists was recorded and narratively synthesized. Numbers of unique
individual participants were used to avoid “vote counting” as participant numbers vary
considerably across studies. When possible, therapist ratings relating to supervision were
informed by CSS data, as well as in accordance with proposed guidelines for the measurement
and valuation of therapist supervision relating to psychiatry and psychology (Weerasekera, 2013;
Fairburn & Cooper, 2011). All data were double-coded and a third party resolved any
disagreements. For additional information regarding data collection contact first author.
Results

Results of the search

The search strategy yielded 150 records of which 102 were excluded at abstract level; 48
full texts were retrieved. These texts reported primary studies and after examination of texts 32
were excluded for failure to meet inclusion criteria; most commonly the study did not contain a
specific and licensed FFT program or it was conducted before the formalization of the model (10
studies with n = 419), or outcome measures were not sufficient for inclusion (11 studies with n =
1063). See Table of Included Studies (Table 1) and Table of Excluded Studies (Table 2) in line
with Cochrane Handbook methodology below (Higgins & Green, 2011). Finally, 16 trials or
studies of FFT were included for analysis in this paper falling into the categories of RCTs (n =
1363), non-random assignment with comparison groups (n = 3795) and those trials with no
comparison groups (n = 156). See the PRISMA chart below (Figure 1).
Included studies

Dose. The number of sessions or hours of contact was reported in 8 studies (n = 1235),

and ranged from 9-24 sessions, or approximately 30 hours of treatment. FFT guidance requires
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12-15 sessions to be completed in approximately 3-6 months. There was no evidence of overall
effect found for dose on any significant outcomes (see Table 1). For example, in a single study (n
= 135) families received 24 sessions (Friedman, 1989) and reported no significant differences on
objective outcomes, but participants did report they felt satisfied with treatment. Darnell and
Schuler (2015), a study containing 524 participants, report an average of 9 sessions, which is
significantly below the recommended dosage, and results seem broadly in line with studies run
by independent evaluators. However, one QED study (n = 187) examined the length of time to
arrest as it related to the number of sessions completed. The authors suggest that “those teens
who completed only six or less [sic] sessions were significantly more likely to be arrested sooner
after intake compared to those attending seven or more sessions” Sholevar, Baron, Aussetts, &
Spiga, 2010).

Delivery and Uptake. These domains are essentially reported as number of sessions
completed by both therapist and clients. In order to make any determinations specific to delivery
and uptake separate from each other, information would need to be provided relating to how
many sessions therapists attempted, or how many times therapists arrived for sessions, versus
how many times clients did not attend. There are insufficient data reported that is specific to
delivery or uptake in any of the included studies to enable this comparison, and there is no
indication of variability between number of sessions provided and number of sessions attended.

Context. Across all studies, the racial composition was predominately white, middle class
and from low risk environments or neighborhoods. When information was included relating to
location, the intervention was most often delivered in the home. 5 RCTs contained 1363 unique
participants, of which over two thirds were Caucasian and over half came from two-parent

households (Alexander & Parsons, 1973; Friedman, 1989; Humayun et al., 2017; Sexton &
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Turner, 2010; Waldron, Slesnick, Brody, Turner, & Peterson, 2001). Those studies with
comparators (n = 3795) also contained a largely white participant group. Although one
independently led study in this group (n = 187) held 76% African American participants from
impoverished, violent and high risk urban areas. This study shows a longer time until subsequent
arrest after completion of the program (Sholevar et al., 2010). Darnell and Schuler (2015)
contained participants from a largely African American and Hispanic high-risk population. This
study (n = 524) reports fewer out of home placements immediately after completion but “by 36
months post treatment all groups had similar out of home placement rates” (p. 78). Across the
no-comparator studies, three of the four studies (n = 70) contained a predominately white and
middle-class population located in Utah (Alexander, Barton, Schiavo, & Parsons, 1976; Barton,
Alexander, Waldron, Turner, & Warburton, 1985; Mas et al., 1985).

Some research has indicated that the therapeutic relationship, specifically the ethnic
matching between patient and provider, may be an important factor in positive outcomes (Cabral
& Smith, 2011). Flicker et al (2008) was conducted in New Mexico and contained 86
participants, half of whom were Hispanic; in this case, outcomes showed a decrease in substance
abuse when Hispanic clients were matched with Hispanic therapists.

A number of studies reported in their discussion that they suspect gender and age of the
identified youth may have impacts on the objective outcomes of FFT. These studies also brought
attention to possible gender alliances between therapists and identified clients and noted,
“different therapist gender conditions create a context that elicits varying responses from both
therapists and family members” (Mas et al., 1985, p. 414). Celinska et al (2013) also state that, in
their study examining whether FFT participants improve across the seven domains covered in the

Strength and Needs Assessment (SNA), the study “uncovered a significant reduction in
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emotional and behavioral needs and in risk behavior among participants...Only male participants
improved on the Child Strengths Scale"(Celinska et al., p. 32). This may suggest that FFT has a
stronger effect in this area on male participants than their female counterparts.

Supervision amount, quality and adherence. Supervision amounts, quality and
adherence vary greatly in their reporting and analyses across trials of whatever design although
no trials were found whose primary aim was to assess the supervision element and the outcomes
under study. From the data available, the supervision levels across any trial conducted by
developers or stakeholders were rated highly on all measures (Alexander and Parsons, 1973
(n=86); Flicker et al, 2008 (n=86) ; Sexton and Turner, 2010 (n=917); Waldron et al., 2001
(n=114)). In regard to the RCTs, therapists received high amounts of consistent and intensive
training, and sessions were supervised rigorously with expert FFT clinicians, with providers
receiving between 1.5 to 6 hours of face to face supervision per week. In some studies, sessions
were videotaped and rated for adherence to model guidelines and activities (Waldron et al., 2001;
Flicker et al., 2008) and CSS was utilized to measure model adherence as well. Additionally, 3
of these 4 studies (n = 286) reported significantly positive effects on objective outcomes.
Notably, the most recent of these studies, while being rated as containing high levels of both
supervision and therapist training, reported that there were no significant differences between
FFT and services as usual in adjudicated recidivism rates, but those therapists who were rated as
highly adherent achieved better outcomes, and “results indicate that when practiced with model
specific adherence FFT resulted in a significant 34.9% and 30% (respectfully [sic]) reduction in
felony and violent crimes and a non-significant, 21.1% reduction in misdemeanor crimes”

(Sexton & Turner, 2010, p. 346).
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In contrast, the two independently conducted RCTs (n = 246) were rated as having low or
unknown rates of supervision and clinical training; model specific training is also not rated
highly and was not intensive. The supervision quality, time, and intensity were reported as far
less comprehensive or there was no information reported relating to these elements (Friedman,
1989; Humayun et al., 2017). These two independently conducted RCTs found in one case that
“no significant difference was found between the two groups in the degrees of improvement
reported” (Friedman, 1989, p. 346). The other study “failed to show greater reductions in
offending and antisocial behavior in the group allocated to FFT (Humayan et al., 2017, p. 1031).
Information was not included in part because Friedman (1989) was conducted prior to
CONSORT reporting guidelines. Neither of these independent studies reports significantly
positive findings, and there is a lack of data relating to supervision amount and quality, although
supervision may be part of the explanation.

Poorer reported supervision and oversight appeared to be a feature of the seven studies
with quasi-experimental designs, (n= 3795), five were conducted by independent researchers (n
= 3686) and were rated as having either unknown or low levels of supervision amount and
quality. There was little information relating to intensity of therapist training with the model or
therapist characteristics; supervision quality is not reported comprehensively (Baglivio et al.,
2010; Barnoski, 2004; Celinska et al., 2013; Sholevar et al., 2010; Darnell & Schuler, 2015).
These studies reported non-significant outcomes on primary outcome measures. Baglivio (2010)
reported that they “found few significant differences in the effectiveness of the two modalities"
(p. 1050); Barnoski (2004) states “18-month felony recidivism rate for the control group is 27

percent compared with 24 percent for the FFT group” (p. 4).
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The two included QEDs (n = 109) conducted by developers of the model were rated as
having high levels of supervision, clinical training and oversight, and both reported significantly
positive outcome measures (Barton et al., 1985; Robbins et al., 1996). Barton et al. (1985)
reported a reduction in recidivism of 33%, which is significantly lower than the rate for the
region (63%) and was rated highly on supervision, training and oversight.

The 4 studies with no comparator and classified as observational or process focused
contained a total of 156 unique participants. These studies were conducted by developers of FFT
and were rated as having high levels of both supervision and therapist training with the model.
All four studies reported positive outcomes on not just recidivism rates but also a lessening in
defensiveness and increases in alliance (Barton et al., 1985; Alexander et al., 1976).

Therapist training. For the purposes of this analysis, training refers to the education,
training, and years of experience of the clinicians in a broad sense, not to FFT-specific training.
Providers of the model ranged in experience and training level from undergraduate students with
no clinical experience (Barton et al., 1985) to doctoral level clinicians with over 10 years’
experience treating individuals and families (Humayan, 2017). However, these matters were
inconsistently reported across trials of all designs.

One study (n = 35), reports on an effort to determine whether significant levels of FFT-
specific training and oversight would result in positive outcomes when therapy was being
conducted by graduate students; therapists received intensive and comprehensive training with
the model but had little or no experience as clinicians. Also, every session was supervised in this
case. This study did not report significant effects on core outcome measures but did report

positive outcomes on reduction of negativity and positive alliance with therapists (Robbins et al.,
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1996). This finding is also demonstrated in Barton et al (1985) (n = 27) with the use of
undergraduate students undergoing intensive FFT specific training and supervision.
Discussion

Summary of Main Results

This paper analyzed data relating to FFT in order to better understand how the
intervention is influenced by implementation and fidelity issues based on an established
assessment tool. Across study designs, RCTs, QEDs and observational, studies that are rated
highly with regard to not only therapist supervision but specifically the amount and quality of
that supervision, resulted in better core outcome results. Importantly, no studies, even those with
low or moderate levels of supervisory amount and quality reported any harms which may be a
feature of poor reporting practice. However they did not show significant effects on core
outcome measures. Notably, none of the studies conducted by independent investigators rated
highly on quantity or quality of supervisory and oversight measures, which may be attributed to a
number of factors.
Potential Bias/Role of the Designers

Of the included studies, approximately half (9 studies containing 1382 participants) were
undertaken by trialists who were either original designers and/or developers of the model. All but
one of these studies reported positive outcomes (n=1355). Half (7 studies containing 3932
participants) by independent researchers and all but one of these reported null findings (n=3860).
Research has shown that there is a possibility of trials and studies conducted by individuals who
have an allegiance to the program models they are investigating producing significantly more
positive results than those conducted by investigators without such allegiance (Shadish, 2002;

Eisner, 2009). Allegiance may be present when even one member of a team may benefit, either
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financially or otherwise, from a trial’s reporting of positive findings (Eisner, 2009). Reported
effect sizes of prevention and intervention trials have been shown to be noticeably larger when
program developers are involved in contrast to those conducted by independent researchers
(Eisner, 2009). The studies included in this implementation analysis demonstrate that those
undertaken by the designers of the model do indeed report more significant effects. However,
when the issue of implementation and fidelity are also examined, it may not be simply
allegiance, but may be also attributable to the fact that the oversight and involvement of
intervention designers, the supervision and training of providers, or simply trial size, has a
positive influence on the outcomes.

Allegiance effects are not limited to direct fiscal gain of the developer but extends to any
member of the research team who may have an interest in the outcomes and may benefit from
the findings. The rise of ‘best practice’ lists may also contribute to biases, in part because these
lists aid state and federal agencies in determining what programs will receive funding. This
creates a “strong incentive to achieve inclusion on those lists, and there is little doubt that some
researchers actively lobby for inclusion of their products in those lists” (Eisner, 2009, p. 171).
Additionally, there may be ideological interests which may arise when researchers hold a strong
position relating to core issues, and thus may become an advocate for their position that does not
allow for them to investigate as objective scientists (Gorman, 2006).

It is important to note that positive effects of an intervention during a study conducted by
‘developers-as evaluators’ may be attributed to either a) the possibility that the quality of
implementation is of a higher standard when it is delivered by a developer of the intervention or
b) can be attributed to systemic bias relating to an ongoing conflict of interest by a champion of

the program, and possibly related to financial factors (Eisner, 2009). Disentangling which of
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these two possibilities is in play becomes paramount when we are attempting to understand what
intervention model is most effective and for whom, and perhaps most critically, when we are
examining possible harms relating to the uptake of a specified evidence-based model.

Strengths and Limitations of this Analysis

This study analyzed, in a rigorous manner, implementation factors relating to the delivery
of FFT. The Oxford Implementation Index provided a useful structure to approach and perform
this analysis, and by doing so has begun to clarify some concerning questions regarding the
model and its delivery with varied and heterogenous populations.

Analysis of what works for whom is limited because the included studies contain
participants who were predominately Caucasian and from middle class families in developed
areas of the United States. Of 5314 participants only 111 come from outside the United States
(Humayun, 2017), suggesting it may be that FFT implementation has not yet adequately
addressed racial and socio-economic issues. The independent researchers flag this issue and pose
the question of whether FFT outcomes are influenced by these factors (Celinska et al., 2013;
Baglivio, et al., 2010; Barnoski, 2004). However, there is not enough information relating to
participant characteristics and outcomes to ascertain the relationship of these issues to the
delivery and outcomes of FFT. Also of note is the possibility that gender matching between
therapist and youth has a positive influence on the outcomes of FFT, and while research has
suggested this as well, there was not adequate data to determine whether this is the case
(Wintersteen, Mensinger, & Diamond, 2005).

There have been recent adaptations of the FFT model specific to child welfare (FFT-CW)
and youth involved with gangs (FFT-G). There has not yet been enough research reported on

these models to include in this analysis, or for a consideration of whether these adaptations were



xXiii
FFT: IMPLEMENTATION ISSUES

made with a more functionalist approach to implementation. Until there are more data relating to
these adaptations it is not possible to arrive at evidence-informed decisions regarding their use
and uptake.

Much of the implementation data were poorly reported, particularly in earlier studies
which were conducted before the advent of CONSORT and other reporting guidelines. Future
studies should consider using in particular the Tidier Guideline (Hoffman, 2014) and
CONSORT- SPI (Montgomery et al., 2018).

Conclusions

This analysis sheds light on whether the effects found for FFT were influenced by
differential implementation. Most striking of these is the possible connection between
supervision quality and quantity with positive outcomes. Unsurprisingly studies led by the
developers of the model rank higher in this area and may indicate that it is the supervision,
oversight, and model specific training of therapists that allows them to achieve more success
with the model. It may be, however, that it is not merely due to supervision and oversight, but to
allegiance effects. The understanding of fidelity is important, as it has been flagged as integral to
success of the model; it may not be fidelity in the strictest and most narrow understanding of the
word, but a fidelity to the function rather than the form. It is with continued high quality and in-
depth research into the mechanisms of change and implementation of the model, and how FFT is
understood, adapted and delivered by therapists to best serve their clients, that we can better
understand how to achieve positive effects across an increasingly heterogenous and disparate

population of youth and families in need of treatment.
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Significant
Ethnicity primary
Study Total as Supervision Sessions Allegiance | outcomes
Study Year | Design | N described level pleted Location Effects Yes/No
Alexander & Parsons 1973 RCT 86 mv?}i?cl High 121015 Utah Yes Yes
Alexander, Barton, Schiavo & Parsons 1976 OBS 21 mv(;}slﬂ}; High unstated Utah Yes Yes
Baglivio, Jackowski, Greenwald & Wolff 2014 QED 2203 53% white Low unstated Florida No No
Barnoski 2004 | QED | 700 | unstated Low | unstated | " oshington No Yes
Barton, Alexander, Waldron, Turner, & Warburton; Study 1 1985 OBS 27 mvf/);liz High 10.3 Utah Yes No
Barton et al. Study 3 1985 | QED 74 m»\?lslﬂz Med 15 Utah Yes Yes
Celinska, Furrer, & Cheng 2013 | QED 72 | 19% white High | 34 months | oW TerseY No Yos
7.3% 'Large US No No
Darnell & Schuler 2015 QED 524 white High 9.1 City’
Flicker, Waldron, & Turner, Brody & Hops 2008 OBS 86 | 50% white Low 12t0 14 New Mexico Yes Yes
Friedman 1989 | RCT 135 | 89% white Low 24 unknown No No
Humayan 2017 | RCT | 111 | 90% white Low 121015 England No No
Mas, Alexander & Barton 1985 OBS 2 unstated High unstated Utah Yes Yes
Robbins, Alexander, Newell & Turner 1996 QED 35 m“(:;lii}e' High unstated Utah Yes Yes
Sexton & Turner 2011 | RCT | 917 | 78% white High unstated Utah Yes Yes
Sholevar, Baron, Aussetts, & Spiga 2010 QED 187 76% AA Med unstated Philadelphia No No
Waldron, Slesnick, Brody, Turner, & Peterson 2001 RCT 114 unstated High 12 New Mexico Yes Yes

Table 1: Table of included studies



FFT: IMPLEMENTATION ISSUES

XXV

Study Year Design N. Reason for Exclusion
Before structuring of FFT, looked at the defensive communication patterns in family therapy
Alexander 1973 OBS | 20 recipients
Barton, Alexander, & Turner 1988 OBS | 32 Measurement of defensiveness only
This study focused not on FFT, but whether the training influenced workers decisions to refer
Barton et al. 1985 OBS | 325 youth to placement
Gottfredson, D. C., et al. 2018 QED | 129 FFT - G and FFP
Hops, Ozechowski, Waldron, Outcomes only related to HIV risk-taking behaviors; FFT integrated with another treatment
Davis, Turner, Brody & Barrera | 2011 RCT | 225 (CBT)
Klein, Alexander, & Parsons 1977 RCT | 86 Same data set as Alexander (1973), but focus on the siblings 30-40 months post treatment
Rohde, Waldron, Turner,
Brody, & Jorgensen 2014 RCT 170 FFT in combination with another therapy
Robbins, Alexander, & Turner 2000 QED | 37 Measurement of therapist reframing on defensiveness
Robbins, Turner, Alexander &
Perez 2003 NR 34 Focus on alliance and dropout rates, not recidivism or other hard outcomes
Slesnick & Prestopnik 2009 RCT 119 In-office therapy conducted with FFT manual as a guide, with no family sessions.
Taxy 2012 RCT Cost benefit analysis based on Bayesian meta-analysis
White, Frick, Lawing & Bauer 2013 OBS 134 Measurement of callous/unemotional traits only

Table 2: Table of excluded studies
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Number or records identified through Number of records located through

database searching additional sources
n =146 n=4

Number of duplicates removed
n=48

Records identified as training
manuals, secondary research
or not relevant
n=>54

Records screened at abstract level
n=102

Number of full text articles screened for Number of full text articles
eligibility excluded for lack of objective
n=48 outcome measures, combination
of FFT with another service or not
specifically FFT

n=32

Number of studies included in this analysis

Figure 1: PRISMA diagram
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5 DISCUSSION

5.1 Introduction
This thesis contributes to the comprehensiveness and quality of evidence relating to

Functional Family Therapy (FFT) and its implementation; this work also aims to contribute to
the field through the presentation of a more complete and unbiased picture of this evidence,
which will aid policy makers and practitioners in their decision-making process relating to its
delivery and uptake. It focused first on the completion of an overview of FFT reviews, and then
on a secondary implementation analysis drawn from data reported in primary trials. This chapter
contextualizes and synthesizes the prior chapters as well as addressing the concerns and
problematic areas which emerged regarding the intervention. The chapter begins with a summary
of main results and goes on to address the results of the overview and implementation analysis in
greater detail; the elements laid out in the background section of this thesis are addressed
specifically as they were found to relate to FFT; allegiance effects and bias are then discussed,
followed by a discussion of harms. There is then a reflexive section relating to the processes,
personal experience and issues that resulted from the publication of the overview and over the
course of this project, and how these difficulties were addressed. Finally, it concludes with

addressing the implications for future research and practice.

5.2 Summary of Main Results
Through systematic overviewing methodology and a structured implementation analysis

this thesis found that the research base of FFT does not present an adequate, unbiased or
complete picture of the evidence. The overview illustrated that the majority of reviews reporting
on FFT outcomes are neither reliable nor of a rigorous or high quality. The results reported
therein are inconsistent and incomplete and cannot be determined as sufficient to answer

definitively whether FFT is effective, nor for whom or under what circumstances this may or
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may not be the case. The implementation analysis, which was conducted in order to better
understand the mechanisms and implementation concerns which were identified through the
overview, demonstrated that FFT outcomes are greatly influenced by implementation elements
some of which may be a result of contextual differences. Additionally, the analysis drew

attention to the role allegiance biases play in the reporting and evaluation of the model.

5.3 Findings from the Overview
The overview of FFT clearly indicates that the research base for the intervention is not

sufficient and is in fact quite narrow in scope and applicability. Since the advent of FFT in the
late 1970’s youth criminality has continued to be a persistent and important problem in the

United States, United Kingdom and globally. While it is true that since 1980 there has been an

b

overall drop in the number of reported crimes committed by juveniles, this by no means indicates

that the pervasive problem is not severe. The graph below indicates that while this drop in crime

rates is evident, the fact remains that there are estimated to be over 800,000 juvenile arrests
occurring in 2017 in the United States, with over 200,000 of these involving violence against

another person.
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Figure 3. Graph of US juvenile arrest rates 1970 — 2017 (Source: United States Office of Juvenile Justice and Delinquency

Prevention; n.d.)
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In the United Kingdom, the other main setting in which FFT is continuing to increase in
uptake, juvenile crime persists as a significant problem; while records do indicate a decrease in
arrests, this does not imply that there is no longer a large-scale problem relating to delinquency
and criminality of minors. In 2018 (the most recent year for which data are available) there were
approximately 75,000 arrests in England and Wales of persons age 10 — 17 (gov.uk).
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150,000
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0
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Figure 4. Trends in arrests of children for notifiable offences, England and Wales, years ending March 2008 to 2018 (Source:
United Kingdom Ministry of Justice, n.d)

While these issues are also significant problems in developing or low to middle income
countries, FFT has not, to date, been taken up in these regions and there is no evidence currently
that suggests it would or would not be an appropriate intervention in these settings. The overview
contained within it no review that referred to any data found in these contexts and did not
indicate that any research has been conducted in this area.

In the face of these data, the overview becomes even more relevant, as FFT is designed
specifically to combat this problem. Rather than supporting FFT’s claim that it is an effective
and evidence supported intervention for the reduction of juvenile delinquency across

heterogenous populations and contexts, the overview illuminated the paucity of high-quality and

65



reliable evidence and reporting while simultaneously drawing attention to the fact that it is likely
differences in implementation that accounts for this variability in outcomes. Additionally, the
overview drew attention to possible selective outcome reporting and publication bias and
determined that the existing reviews of FFT were not an adequate source of determinative
information regarding the use of FFT.

Overviews, by definition, are limited to reporting and synthesising only the evidence
presented by the individual reviews contained within them, and the quality of these reviews will
also be an important factor in the overall completeness of the overview (Ballard & Montgomery,
2017). As discussed in sections 2.2-2.4 of this thesis, overview methodology is useful when
attempting to reduce bias and to present a coherent picture of a varied evidence base. The
overview of FFT included 31 reviews for analysis, and revealed that, when examined as a whole,
the published evidentiary base of FFT is inconsistent with main effects on core outcomes being
modest. The variability between outcomes extends from the reviews to the trials included within
them, and it became apparent that those reviews authored by designers or developers of the
model reported far more significant positive findings. The quality of reviews was also widely
variable, with few reviews including risk of bias tables, peer reviewed or critical appraisal
methods.

In many ways the overview created more questions than it answered, in part because it
was conducted to a higher standard than the majority of available reviews. This standard was
accomplished through the use of a pre-determined protocol, highly sensitive and exhaustive
search strategy, double-coding, and a structure informed by and supported by Cochrane’s
guidelines for overview methodology. Despite this, the questions raised were critical to

furthering an evidence base free from bias, incompleteness or lack of rigour. The overview also
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acknowledged that there must be a continued investigation into FFT, and highlighted the areas of
particular concern. The more broad and inclusive design of this overview was not able or
intended to pick up the narrow and specific elements of implementation concerns. These
questions were drawn out from the overview and addressed through the implementation analysis

that followed.

5.4 Results of the Implementation Analysis
The implementation analysis contained within this work is modelled on the Oxford

Implementation Index, which examines the domains of dose, delivery, uptake and context and
should be altered and adapted to be germane to the particular topic and area of study
(Montgomery et al., 2013). It should be noted that the index is only as useful as the information
provided by trialists relating to implementation elements. This index was modified to be suitable
for the analysis of FFT. Primary trials and studies of FFT were coded according to the following
domains:

1) Dose

2) Delivery and uptake

3) Context

4) Supervision amount, quality, and adherence

5) Therapist training

6) Potential bias or role of designers
The analysis showed that there appeared to be no significant or measurable relationship between
dose (which was defined as the number of sessions or hours spent in direct treatment) and
outcomes, as in all but two studies that reported on this measure the dosage — or number of
sessions — was consistently within the range suggested by FFT training materials. FFT is

intended to be a time-limited intervention and should not extend too far beyond what is intended
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by the model designers. This position and finding reflects what current research suggests, which
is that longer treatment does not necessarily mean more effective treatment. This is particularly

true in the case of CBT and systemic forms of family therapy, which are both shown to be more
effective when they are time-limited (Thapar et al., 2015).

The delivery and uptake domains of FFT studies could not be adequately examined. The
delivery and uptake would in the context of FFT be measured through noting the number of
sessions therapists attempted versus the number of sessions the family was present for and
engaged with. In essence, there was no way of measuring the difference, if indeed there was one,
between what was presented to the recipients of FFT, and what was absorbed or taken up by
them. It may be that this domain is less applicable to psychosocial or behavioral interventions
than it is to pharmacological or otherwise more easily quantifiable trials.

The context of FFT trials placed the majority of research in white, middle to upper
middle-class urban environments in the United States. This emerged as problematic, in large part
because the intervention is said to be culturally sensitive and appropriate across differing racial,
ethnic, socio-political and cultural landscapes. The implementation analysis shed light on this
particular area, and it became evident that the research into FFT was skewed in the direction of
studies containing predominately white participants.

While many of the included studies did not specifically report supervision amount,
quality, or adherence, those that did provided support for the hypothesis that increased levels of
high-quality supervision and oversight were related to more positive core outcomes. There were
not enough data to prove a correlative relationship, but such a relationship is certainly strongly

suggested by the analysis.
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Therapist training and clinical experience, irrespective of any model-specific training,
could not be shown as a demonstrable area of impact on core outcomes, as there were not enough
data to support and conclusions regarding connection between more (or less) experienced
therapists achieving better outcomes.

The likelihood of allegiance bias in FFT research and literature was hypothesized, and
this was borne out in the implementation analysis, which revealed that over half of the included
studies were conducted by trialists who were either original designers and/or developers of the
model and furthermore that all but one of these trials reported significant positive outcomes
across every measure reported; conversely, all but one of the independent studies reported null
findings.

The implementation analysis of FFT supported the strong possibility that it may very well
be implementation elements that are central to the success of the model. What emerged was a
picture of a manualized intervention that was reported as effective almost exclusively when
delivered with specific populations, in very narrow contexts and with the oversight and
involvement of the original developers and designers of the model. The strong efficacy reported
in designer-led trials in white middle class settings may not be replicable in different contexts.
This lack of generalisability is of particular interest when considering two main issues. The first
is that juveniles from minority and lower income families are far more likely to be involved with
the juvenile justice system, and thus more likely to be in mandated treatment programmes such
as FFT. African American youth comprise approximately 16% of youth nationwide, yet as of
2018, 44% of the youth being held in juvenile facilities (including detention centres, training
schools and juvenile jails or prisons) were black. For more details relating to arrest records and

minority over representation see Figure 5 below.
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Figure 5. Graph of US juvenile arrest rates by ethnicity 1970 — 2017 (Source: United States Olffice of Juvenile Justice and
Delinquency Prevention, n.d.)

The second issue to keep in mind is that FFT is being increasingly delivered in lower income or
minority contexts. It is no longer being delivered to predominately white and middle class youth
and their families, but has been taken up in impoverished, ethnically diverse and high crime
cities in the United States such as the Bronx, Brooklyn, New Orleans, New Haven, Watts and
South Central Los Angeles. These two issues present a serious problem, as the disseminators of
FFT are presenting the intervention as effective with these groups and in these contexts without
the substantive and definitive evidence to support their claims.

Also important to keep in mind is that implementation fidelity and contextual adaptations
need not be in conflict. It is necessary to implement interventions with a consistent theoretical

adherence, and perhaps not with specific and formal adherence. If the underpinning mechanisms
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for change are respected and allowed to frame and support the implementation, it may very well
be that there will be successful outcomes as a result. Standardizing an intervention, and allowing
for no flexibility whatsoever, will not be the best approach, if the goals are increased uptake and
positive outcomes in real world settings. The implementation analysis contained in this thesis
supported this position, and contributed to the evidence supporting a functional, rather than

formal, approach to implementation and delivery of treatment models.

5.5 Behavioral and Psychological Difficulties in Children and Youth

5.5.1 Childhood/Familial Risk Factors
It is known that stressors such as parental psychosocial or psychological issues will likely

contribute to dysfunction, and these risk factors are not adequately addressed by the FFT model
(Alexander, 2013; Bowlby, 1969) There is no indication in the materials presented by FFT that
there is specified methods designed to address the possibly extremely negative impact of a
parental diagnosis or psychological issue (Alexander, 2013; Hartnett et al., 2017). Neither the
overview nor the implementation unearthed any evidence that FFT has within it a research
supported means of approaching and managing significant familial risk factors such as a pre-

existing and deeply insecure attachment style or maternal diagnoses.

5.5.2  Environmental Risk Factors
Strategic and structural therapy models, both of which are contributory to the design of

FFT, demand that when treating a juvenile or family, the entirety of the context must be
accounted for and addressed. While FFT literature does state this as a goal and tenet of the
intervention, in actuality this is not the case. If FFT was truly, as stated in the presenting
literature and training materials, culturally sensitive and appropriate to different families and
their needs, it would perhaps be more likely to result in positive outcomes in settings so different
from where it originated and was predominately trialed (Hartnett et al., 2017). Both the overview
and implementation analysis support this supposition.
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5.5.3 Diagnoses
When a child or adolescent carries the diagnoses of Oppositional Defiant Disorder

(ODD), Conduct Disorder (CD), or Attention Deficit Hyperactivity Disorder (ADHD), he or she
is more likely to behave in a manner that results in a referral for treatment. ODD and CD both by
definition contain some element of opposition to authority, loss of temper, outbursts,
vindictiveness, physical fights, destruction of property, and other externalizing actions, in ODD
these will be less extreme, but this disregard for rules and acceptable behaviour will very likely
attract the attention of an authority figure. A diagnosis of ADHD indicates that the youth may
have trouble focusing, sitting still, controlling impulsivity and exhibition of a low threshold for
frustration. Particularly in the case of ODD and CD, there is very likely a criminal aspect to the
behaviors. If left untreated, these diagnoses can evolve and progress in severity into increasingly
harmful examples of externalizing and acting-out behaviours. These diagnoses do not exist in a
vacuum, and both ODD and CD note in their diagnostic criteria that overly harsh, neglectful or
inconsistent parenting are commonly found in the families of those carrying these diagnoses
(DSM-V). One of the issues that came to the fore through the completion of this thesis is that
FFT does indeed approach the entire family system, and not solely the identified patient, which
would be an indicated approach when attempting to alleviate the symptom picture of these
diagnoses. This is a research supported approach and it must be noted that FFT maintains a

position of treating the family, not the individual.

5.6 Reason for referral
FFT is presented as an appropriate course of treatment for a wide array of presenting

problems. As noted in the background section of this thesis, it has been recommended by best
practice lists and treatment guidelines not just for the treatment and prevention of juvenile

delinquency, but also for the reduction of substance abuse, risk of out-of-home placement, sexual
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misconduct, and a broad range of familial issues including those families in which abuse has
been indicated (blueprintsprograms.org; OJJIDP.gov; WHO.int). FFT is recommended by its
advocates across a vast range of settings and for any ethnic, cultural or sociopolitical group
(Alexander, 2013; Sexton, 2002). When any intervention is declared as an effective intervention
for such an exhaustive list of diagnoses and concerns and as useful and appropriate for any and
all different populations it is impossible not to speculate as to whether there is rigorous evedence
that this is in fact the case. For an intervention to be effective, it needs to be not only shown and
demonstrated to be effective in ideal conditions or settings, but acceptable to those to whom it is
being delivered. While this is a core element of successful implementation, it is important to
note that the reason for referral to a course of FFT must also be considered, as it may very well
impact the approach to treatment. In fact, the approach and elements should perhaps be altered,
or tweaked slightly, to better match to the specific needs of individuals and communities. While
FFT literature states that it is designed for precisely these issues, the real-world delivery of the

model may not support this.

5.6.1 Anti-social Behaviours
Those youth who are referred to treatment for antisocial behaviour represent the most

noticeable and easily identifiable group of youth in need of treatment or services. These
behaviours often result in direct harm to another person, and thus come to the attention of
authorities or other referral sources with a greater frequency. It must always be noted that anti-
social behaviours, if not addressed appropriately, may often lead to later criminality and more
severe criminal outcomes (Muncie, 2015; Thapar et al., 2015). Antisocial behaviours often result
in a youth being caught up in the legal system, where FFT has been supported by prior reviews
and research as an intervention that will definitively reduce the incidence of criminal, acting out

behaviours, and recidivism, but this claim was not found to be entirely supported by the research.
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Additionally, the overview and implementation analysis both draw attention to the fact that
recidivism is measured and reported differently in different trials and settings. For further detail
relating to the measurement of recidivism, refer to section 2.6.2 of this thesis. This is a hugely
confounding factor and makes it difficult to draw any rigorous parallels or conclusions. There are
no standardized measures for recidivism in place, and the measurement of it varies greatly across
trials and dependent upon municipality or region. Recidivism of criminality or antisocial actions
are presented as an objective outcome measure, but this is not an accurate portrayal of the
evidence. Recidivism may be identified in a number of different ways and there is no truly
reliable, consistent or in some cases even accurate means of measurement. For example, agencies
in both the United States and the United Kingdom draw attention to the fact that recidivism rates
are likely much higher than what is reported due to inaccuracies and differing definitions
(www.gov.uk; www.nij.gov). Additionally, there is little to no transparency around how trialists
choose to measure or quantify recidivism rates for the purposes of FFT outcomes. The result of
these differences is that when a reduction in recidivism is presented as an outcome of FFT, there

is often no real way of ascertaining what this entails and how the rates were calculated.

5.6.2 School-related Behaviour
The trials of FFT that were included in the implementation analysis, and the evidence

presented by the overview, did not support FFT as an effective intervention for school related
behaviours. FFT LLC continues to represent the intervention as effective for this issue, but at this

time there is not adequate evidence to support this claim.

5.6.3 Sexual Misconduct
At this time there is no conclusive evidence that a course of FFT will be effective in the

treatment of sexual misconduct specifically. The overview did not discover any evidence relating

to this behaviour or reason for referral, nor did the implementation analysis find any indication
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that FFT may be an appropriate or successful intervention if and when this is the presenting
problem. It should be noted that sexual misconduct should not, under almost every circumstance,
be treated by anything less than direct and individual treatment (Thapar et al.,2015; Walker,
McGovern, Poey, & Otis, 2004). FFT LLC promotes the use of FFT for this type of identified
problem, but this is not a research-supported conclusion. Once again, it must be reiterated that
this thesis is not intended to determine whether FFT is effective when applied to specific referral
reasons or identified problems, but one may extrapolate that, given the inconsistency and
inconclusive nature of much of the evidence, recommending FFT in response to sexual
misconduct is in conflict with current treatment guidelines which recommend intensive cognitive
behavioural interventions that target specified risk factors in an effort to reduce the likelihood of

reoffending or escalation of offences (Beech et al., 2007).

5.6.4 Indicators of Abuse
When abuse is indicated, it is important, first and foremost, to ensure the safety of all

family members. Abuse is very often coupled with family dysfunction. It follows that if that
dysfunction is addressed, the abuse will be minimized. Strategic family therapy, upon which FFT
is based, might indicate, quite accurately, that certain types of abuse are in actuality malformed
efforts at communication. FFT incorporates many elements from strategic family therapy, and
does identify abuse as a pattern of behaviour that can be effectively treated through FFT. In
theory, helping the family to achieve a higher level of functioning, strengthening protective
factors and reducing risk factors, incidents of abuse and interpersonal violence within the home
will be minimized. The overview and implementation revealed no evidence in support of this,
and given the safety concerns relating to this, promoting the use of FFT without additional
supports and treatment when the referral stems from suspected or confirmed abuse is not an

appropriate clinical or policy decision.
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5.7 FFT in conjunction with other approaches

5.7.1 Pharmacological
Research has suggested that a pharmacological approach is not, on its own, a lasting or

effective treatment for behavioral disorders in youth (Loy et al., 2012). However, combining this
with additional treatment, such as CBT or a systemic family therapy, may be supported by some
research. This approach may be necessary particularly in cases where the aggressive behaviours
are so severe as to present a clear and immediate danger to the individual or others
(Pappadopulos et al., 2006). FFT may in some cases be recommended or mandated in addition to
medication, but there is no evidence supporting this, nor is there any evidence that the effects of
FFT will be supported or strengthened by combining it with medication. It may very well be that
anti-depressants or anti-anxiety medication assists in the management of symptoms, which in
turn allows for increased engagement in family therapy, but neither the overview nor the
implementation analysis discovered any evidentiary support for this, and there does not appear to

be any research examining this possibility.

5.7.2  Psychodynamic
This thesis did not discover any additional evidence relating to the use of individual

psychodynamic therapy or treatment as pertaining to juvenile behavioral problems and
delinquency. FFT has not been studied in combination with individual psychodynamic therapy.
Still, if a presenting youth has significant psychological problems that are more internalizing and
emotional in nature than externally disruptive, it may be that individual psychotherapy would be
recommended and beneficial for the management of his or her symptoms (Fonagy, 2015;
Kazdin, Mazurick, & Siegal, 1994; Thapar et al., 2015). Psychodynamic therapy is considered to
be more appropriate when the presenting problem is emotional or internalizing as opposed to
behavioural and externalizing (Fonagy, 2015); it may follow that when a youth presents with

both types of issues, the emotional component could be addressed through individual treatment,
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and the behavioural through a family-based approach. However, long term psychodynamic
interventions are rarely covered by insurance or public healthcare options, and thus not a realistic

option for many families.

5.7.3 Cognitive Behavioural Approaches
Cognitive Behavioural Therapy’s effectiveness for this population and problem was not

addressed directly, nor did the research conducted in the overview and implementation analysis
address the theory that a combination of this type of treatment and medication will effective in
the reduction of behavioral disorders in youth (Lochman et al., 2011; Thapar et al., 2015). One
study contained in the implementation analysis did include a combined FFT and CBT group, but
the outcomes were not significantly different from the FFT only group (Waldron, Slesnick,
Brody, Turner, & Peterson, 2001). It is beyond the scope of the research conducted in this thesis

to determine whether or not CBT will or will not be beneficial if it is combined with FFT.

5.7.4 Residential Treatment
Youths who have been sent to inpatient or custodial treatment settings are not often

treated with FFT, and this thesis does not directly address this population because severe or
persistent mental health symptoms will likely preclude a youth from participation in the
intervention (Alexander, 2013). Children and youth behave and exist within an environment and
context, and some version of family treatment may be recommended upon release or even whilst
still in the facility undergoing treatment. To release an individual and return him or her to the
family setting without appropriately addressing the issues that are likely to present in the home

will often result in adverse or unsustainable outcomes and a greater chance for recommitment.

5.7.5 Juvenile Justice
Juvenile Justice encompasses a number of different approaches and treatment options,

and FFT has been increasingly recommended for those returning to the home after being in

secure custody or mandated placement such as a group home or juvenile incarceration facility.
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Additionally, FFT is often required in conjunction with probation. Given that FFT is primarily
concerned with the reduction of recidivism, it is indicated by many providers, courts and
stakeholders as a logical choice in these circumstances. One of the benefits of FFT is the absence
of possible peer effects or stigmatization that are often present in other juvenile justice
interventions. Dishion, McCord, and Poulin (1999) pointed out that interventions meant to
reduce and treat disruptive, deviant or behaviorally disordered behaviours in youth may have
adverse effects. Their analysis shed light on the fact that any positive effects might be undercut
by the peer influences present when youth are treated within their deviant peer groups.
Continued research in this area strongly suggests that the presence of peer effects and deviancy
training is an ongoing and very real problem, and that new approaches must be utilized and
developed in order to avoid these occurrences (Dishion & Dodge, 2005). It is important to
remember that FFT is not a juvenile justice intervention, rather it is viewed as a complementary
treatment option to those already (or at imminent risk of) involvement in the juvenile justice

system.

5.7.6  School Interventions
Current school intervention strategies and models do not appear in the evidence relating

to FFT. No relationship or connection between FFT and school-based approaches is apparent or
identified in the literature or trials of FFT. This is troubling in light of the fact that a child spends
approximately eight hours a day in a school setting, more when involved with extracurricular
activities such as sports, drama or clubs. In truth there may be a greater chance of a teacher or
coach noticing troubling behaviours or symptoms than any other adult in his or her life.
Additionally, teachers and other school staff may have more opportunities to observe how
students interact with others or exhibits symptoms. A large proportion of acting out and

behavioural disorders (i.e., fighting, bullying, opposition to authority, cheating, truancy, selling
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or using of substances) manifest in the classroom or in a school setting. Teachers, coaches,
counselors, club leaders and similar could be seen as valuable resources for identifying and
modifying these behaviors. These adults and authority figures may be invaluable sources of
support and help for a young person and should therefore be included in treatment. The family
model advocated by FFT, which is based to a large degree on Minuchin (Minuchin, 1974) and
Haley (Haley, 1976), allows for — and in some cases should demand — engagement with
members of a child’s environment and people (such as teachers and other school staff) outside

the strict confines of immediate family members.

5.8 Implementation and FFT
FFT falls squarely into the category of systemic approaches, as it is built on a foundation

of systems theory and includes both strategic and structural family approaches to treatment. As
with many types of treatment, structural and strategic therapy has gone in and out of favour over
the past few decades since its creation and development. FFT is but one of the treatment
modalities aimed at treating the dysfunctional family that incorporates the theoretical signatures
of Minuchin and Haley (Haley, 1976; Minuchin, 1974). It was designed while the influence of
these modalities were gaining in strength and popularity. The approach that negative actions and
disorders are likely a result of a dysfunctional or troubled family system is now a commonly
accepted concept, but at the time was considered to be novel and even revolutionary. FFT was
developed in this context, and has remained in many ways faithful to its theoretical base. While
treating the family as a unit, and interactions as patterns of communication and relatedness, is a
laudable and evidence supported approach, FFT may not be the most ideal means of doing so.
What came to light through the overview and then was borne out by the implementation analysis
is that it may not be an easily replicable or generalizable model. As with such other systemic

approaches such as MST, the evidence in support of FFT continues to be inconclusive. Some
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literature points out that family therapy (even strategic and structural therapy) does not have
preordained and specified activities, but is rather a flexible framework for approaching the
variable points and needs of each family (Haley, 1976; Lipsey, Chapman, & Landenberger,
2001). In fact, the designers of strategic and structural therapy intend for the approaches to be
viewed more as a framework and support than a rigid model (Haley, 1976, Minuchin, 1974).
FFT has been demonstrated throughout this thesis as attempting, in many ways ineffectually, to
straddle the line between a manualized and pre-determined therapeutic intervention and a theory-
based approach to families. There are detailed guidelines for providers, and supervision and
oversight, but there is also an expectation to alter the methods and approach dependent upon the
individual, family, and presenting problem. What the model lacks is any guidance around how to
navigate between these two things.

There exists in implementation science a tension between fidelity - which is defined as
the degree to which an intervention is delivered as it was specifically designed, intended, and
perhaps manualized, and adaption, which refers to how an intervention is delivered or altered to
fit different contexts in natural conditions in a real-world setting (Gottfredson & Gottfredson,
2002; Mihalic, 2004). Adaptations may be planned ahead of time, or adjustments may be made
in the moment as an intervention is being delivered (Moore et al., 2013). Adaptations may be
made due to ethnic, cultural, social or other contextual differences. These adaptations do not
necessarily mean the intervention is no longer effective, but adaptions may also lead to the
validity of the evidence base for the intervention base being called into question. There is no
need to see model adaptation as oppositional to fidelity and adherence. One viewpoint suggests
that adaptation is a threat or impediment to successful implementation (Mihalic, 2004). However

it may be more useful and accurate in some cases to view adaptation, if and when the adaptions
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and changes are made with a purpose, care, and an underlying fidelity to the theory and function
of an intervention, as a needed component of successful delivery (Hawe, Shiell, & Riley, 2004).
In the case of FFT, it may be that when there is a minimal recognition of contextual and
participant differences, the model becomes less effective. In short, it may be that FFT requires

increased context-specific adaptation, which need not be seen as a lack of fidelity or adherence.

5.9 Allegiance effects and bias throughout FFT research
A unifying element in both the overview and implementation analysis is the likely

presence of significant allegiance bias in the trials and reviews of FFT. It is impossible to
overlook the fact that a majority of the research has been conducted by those who have an
interest, either financial or ideological, in the outcome of the trials, and in the manner in which
those trials are reported and reviewed. The cynical view suggests that this allegiance bias is both
intentional and nefarious, meaning that the developers are well aware of what they are doing, and
how they are presenting evidence, and it is done in an attempt to increase uptake of their
intervention. It is not entirely borne out by the evidence that this cynical view applies to FFT
research, although the evidence does indicate that those reviews and trials conducted or authored
by individuals with a stake in FFT had far more positive results on core outcome measures than
those authored or conducted by independent researches.

The alternative non-cynical interpretation of the disparity in results is that developers or
designers of the model are more familiar with its method and are as a result of this familiarity
more likely to implement it with fidelity and adherence. The oversight and supervision, two
elements which were shown through the implementation analysis to have bearing on core
outcome measures, were more comprehensive when the model was delivered by designers or
developers of FFT. This interpretation - the ‘high-fidelity view’ - would suggest that there is

nothing inherently wrong with the study or results, but that those results would lack external
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validity and not be generalizable or applicable to other settings. The efficacy trials of an
intervention, when trials are performed under ideal circumstances, must be replicable in
effectiveness trials, which examine and measure how an intervention performs in a real world
setting, when the designers of the model are not providing strict adherence, support, and
oversight.

In many ways, the issue is not why there exist such differences in outcomes, but what
their existence implies for the research base as well as for the success of the model. Bias may
very well be the cause of these differences, and whether the biases are conscious and intentional,
or unconscious, is not truly the issue. The more pressing concern is whether the positive reports
relating to FFT, both in trials and reviews, can be considered as reliable and trusted sources of
information and evidence. This thesis has demonstrated that the evidence in support of FFT is
not consistent nor does it achieve the level of certainty that should be demanded when
implementing interventions relating to such a vulnerable population as at-risk youth and their

families.

5.10 Potential Harms of FFT
Possible harms should not be limited to psychological harm or increased likelihood of

recidivism. When considering the possibility of harm, it is useful to consider that the concept can
be broken into five separate areas: direct harm refers to the possibility that an intervention may
have directly harmful (usually health related) effects; psychological harms may be considered as
direct or indirect and are defined as negative psychological impact; equity harms exist when an
intervention creates worsening health or societal inequalities and notes that even when
individuals are not worse off, inequality itself is harmful; group and social harms often refer to
peer effects and deviancy training, and also may occur when a particular group is singled out or

stigmatized; finally, opportunity costs refers to any benefits that may be lost as a result of
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allotting resources to ineffective interventions (Lorenc & Oliver, 2014). It must be kept in mind
that there are inherent harms in taking up an intervention that does not have a strong and
provable evidence base. The possibility of harm and negative effects must be considered when
implementing or taking up an intervention, and these possibilities must be thought of through a
broad and nuanced lens as they may not be easily measured or identified through more
traditional means.

Neither the overview and implementation analysis identified the presence of any harms
relating to FFT; harms were not specifically identified, reported, or measured on in any review or
study. This in and of itself does not rise to the level of determinative evidence, but it would be
folly to assume that because no harms were reported, no harms exist. Many of the reviews were
shown to be incomplete, potentially biased, or authored long before the advent of guidelines
relating to reporting or methodology. The same is true of the trials included in the
implementation analysis. What this suggests is that harms must be more broadly defined, and
that going forward, reviewers and trialist alike must pay closer attention to these issues and

report them more comprehensively when their presence is indicated.

5.11 Strengths and limitations of the overview
The overview of FFT was the first overview to be conducted of FFT and has a stronger

and more rigorous design than many existing reviews. The overview is, unlike many of the
reviews included in it for analysis, in line with Cochrane guidelines as discussed in section 2.6.1
of this thesis. Also, the Cochrane Handbook has within it a specific section relating to the
completion of Cochrane Overviews of Reviews. To adopt the Cochrane guide in its entirety
would have excluded the majority of the FFT literature and research, so it was used to inform
and focus rather than determine absolutely. Thus, the overview is not defined as a Cochrane

Overview of Reviews, nor is it published with Cochrane. There was a clear a priori protocol for
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the overview and the methods used in searching, data extraction and synthesis were clearly
detailed; potential for biases was reported and there existed a high level of transparency
throughout. The design and research method for the overview, as well as inclusion and exclusion
criteria, was presented in protocol form and approved by three unbiased academic advisors, the
data extraction was double coded by Nadine Pfeiffer and Gregory Norfleet and any
disagreements resolved by Paul Montgomery. Throughout the overview process, authors were
contacted for clarification and for unpublished or grey literature. Overviews are considered
helpful and appropriate in the presentation and collation of certain types of information, but they
are by nature quite broad. Details relating to individual characteristics, such as ethnicity, age and
socio-economic status may be lost. Furthermore, differences in implementation, reporting or
process may also not be captured. Thus, it is important to keep in mind that much of the minutiae
and variation that can be identified when reporting on trials or, one step out, in the reviews of
said trials, may not be picked up through overview methodology (Ballard & Montgomery, 2017).
Rather than being forced to sort through the 31 published reviews of FFT and attempting to
evaluate and determine which reviews are the most reliable or salient, the overview can distil the
existing research into one accessible and systematic document that simplifies and clarifies an

intervention’s evidence base (Baker et al., 2014).

5.12 Reflexivity
Reflexive writing and practice is designed for, and implemented when, practitioners and

social scientists in particular attempt to understand and perhaps challenge dominant concepts,
assumptions and over-arching beliefs surrounding the concept of objectivity (Bolton, 2018;
Dean, 2017). Reflexivity may allow the writer to consider what can be changed, and how to
work with what cannot, how to further value different and possibly contrary perspectives, how

others may perceive you and how these perceptions are impactful, and finally how it may be
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possible to counteract social, political and cultural structures that may be taken for granted
(Bolton, 2018). It is important to raise these questions and concerns, especially in the social
sciences, as positionality is vital to a more in depth and complex understanding of social
problems. In social care, health and welfare settings, practitioners and researchers are urged by
extant literature and scholarship to always be critical and to apply perspective to themselves and
their practice, and to “explore the resources that brings to bear on scientific inquiry, including
their social location, social positioning, and motivations” (Dean, 2017, p. 7).

It became increasingly evident as this research was being conducted that some reflection
on the process through which I was undertaking this project would add a significant and
necessary contextual element to the work. Thematically, issues relating to conflicts of interest
and allegiance bias run throughout the thesis, and presenting these issues as they relate to other
researchers whilst refraining from transparency around my own positionality would be
disingenuous.

I arrived at my decision to investigate FFT from a clinical background, I had over a decade of
direct clinical practice as a Licensed Clinical Social Worker (LCSW), in Louisiana, New York,
Texas and Oregon, a designation that in the United States requires at least 2,000 hours of direct
clinical practice and 100 hours of clinical supervision. I underwent instruction and clinical
training at Smith College School for Social Work and have worked in the forensic and child
welfare systems of New York, Connecticut, New Jersey, Texas and Louisiana, where my focus
has always been on children and youth who were at risk or involved in the juvenile justice
system. My work in Louisiana after Hurricane Katrina contributed in many ways to my
transitioning from direct service to research and academia. I came to perceive systemic failures

in agencies that were leading directly to the inadequate and ineffective treatment of children,
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youth and families in need. It became clear that a greater understanding of the evidence and
research contributing to stakeholder, practitioner and policymaker decisions regarding possible
treatment options was needed. I chose to pursue my doctoral degree in an effort to achieve this
for my own practice but also with the ultimate goal of being able to contribute to a more
transparent, complete, and well-balanced research base in the area of behaviorally disordered
youth and family treatment options.

The situational, contextual, and demographic elements present in post-Katrina Louisiana
were at the time, and continue to be, completely different from the white, educated, middle class
populations in which FFT was primarily trialed and delivered. Not only were there contextual
differences, there was also a lack of diversity within our own FFT team, and I myself did not
align either ethnically or culturally with the majority of my clients.

There has not been enough analysis of how the intervention may or may not work in specific
settings to adequately determine when and where to adopt its use. When the agency I worked for
in Louisiana chose to adopt FFT, it was done so without a complete picture of the evidence.
Perhaps it does not reflect well on me as a practitioner that I adopted an intervention for
treatment that had such a disparate research base. However, it must be noted that, no matter how
well trained a practitioner may be, they are not always, or even often, trained in the
particularities and idiosyncrasies of evidence-based practice. It was, in a sense and in fact, sold to
the team in Louisiana as a model that we could use, that would be supported, that would work for
our clients. In reality, we were not given consistent or intensive support, nor were we supported
by FFT providers who knew anything about the region or population. We were faced with a lack
of resources and a lack of infrastructure that most certainly caused detriment to our practice, and

we were not given viable options for circumventing these problems.
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Eventually it became clear that FFT, as it was being implemented by our team and in our
specific context, was not an effective or appropriate means of addressing the problems of
juvenile delinquency and behavioral disorders. The agency and clinicians within it were not
creating significant positive change for the youth and families we were working with. I began to
see the stark contrast between what FFT was designed and promoted as being able to accomplish
and what it could, in the real world, actually achieve.

This should serve, in part, as a warning to understand the context of where and how an
intervention is to be implemented fully before subscribing to its use. My own experience
delivering the model and observing it in practice led to an increased desire to obtain a complete
and honest interpretation of the data relating to FFT which has manifested as this thesis’s
exploration and analysis of the extant evidence supporting its use.

The completion of the overview was the first step towards a greater understanding of the
evidence, and after the publication of the overview, the editor for the journal in which it
appeared, Research on Social Work Practice (RSWP), Dr. Bruce Thyer, was contacted by Dr.
Mike Robbins, one of the original developers and designers of the FFT model. Dr. Robbins
requested that the article be pulled from publication. In his initial email, he states that “from [his]
perspective, the conclusions that are being drawn are irresponsible and misleading. Moreover,
these inaccurate conclusions have the potential to cause harm for thousands of families that are
currently receiving FFT in real world settings” (Communication from Michael Robbins). He
goes on to suggest an immediate retraction of the article, a suggestion which the editor
summarily rejected on the grounds that the journal is highly regarded and peer reviewed; the
editor responded to Dr. Robbins’ request by pointing out that doing so would “obviate the blind

peer review process” (Communication from Bruce Thyer). Dr. Robbins was invited to author a
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response to the overview, which I could then address. The nature of my interactions with Dr.
Robbins, and the tone of his article, was aggressive and dismissive. I felt on some occasions to
be under personal attack, and the experience was distressing on a number of levels. Robbins then
authored a critique and call for revision of the article, which asserted that the conclusions put
forth in the overview were inaccurate and unsound scientifically (Robbins & Turner, 2018).
Rather than causing me to doubt my initial methods, research, and conclusions, the aggressive
and strident nature of both his correspondence and article only served to lend credence to my
finding that there may indeed be a strong allegiance bias present in FFT research and literature.
Robbins disclosed a significant conflict of interest, as he is employed by FFT LLC which is the
organization tasked with the dissemination of FFT into community and practice settings. His co-
author, Dr. Charles Turner, has been involved with FFT research for over 45 years. In their
conflict of interest statement, they are careful to state that Dr. Turner receives no financial
compensation for his work and no financial affiliation with FFT LLC. Dr. Turner’s career is
based almost entirely upon the success and uptake of the model and presenting himself as not
having a conflict of interest is a deliberate attempt to obfuscate this fact.

The rebuttal to Robbins and Turner (2018) (Weisman & Montgomery, 2019) states the
following: “Robbins and Turner discuss the reviews conducted by FFT developers and
independent authors. Across these groups we identify allegiance effects” (p. 359). Conflict of
interest occurs when there is even one member of a team who holds an interest in the
intervention, which is not limited to direct financial gain but can include future career
progression, reputation, publications, and “may be linked to copywrites, royalties, research
funding and income generated from the distribution of programs” (Eisner, 2009, p. 170). Positive

effects of an intervention during a study conducted by ‘developers-as evaluators’ may be

88



attributed to either a) the possibility that the quality of implementation is of a higher standard
when it is delivered by a developer of the intervention or b) disparity in outcomes between
studies delivered by developers versus independent researchers that can be attributed to systemic
bias relating to an ongoing conflict of interest by a champion of the program (Eisner, 2009).
Having a vested interest in the outcome and dissemination of FFT is, we believe, a concern with
these data. Referring only to financial conflicts of interest understates the issues involved.
Allegiances and loyalty exist on a number of different levels and manifest themselves in a
number of ways” (Weisman & Montgomery, 2019, p. 359).

The result of this process was to further my conviction that continued research into FFT
was necessary, as well as my continued and heightened awareness of any unconscious bias [ may
have against the intervention. Ideological biases may be present for any number of reasons,
leaning in either direction, and my interactions with the designers of FFT could not be ignored
as a possible source of unintended and unconscious bias. In order to ensure this was not the case,
I ensured that there existed a heightened level of transparency around every step of the research
process. I then went on to complete the implementation analysis which, in conjunction with my
own past experiences as a practitioner of the model in New Orleans, served to reconfirm that
implementation and delivery of the model may be at the core of whether it is or is not effective,
and for whom this is the case. I did not, at any point in my research, disparage or devalue FFT.
Rather I attempted to present a complete and unbiased picture of the evidence. The
implementation analysis shed further light on possible areas of concern and investigation of FFT,
and I began to consider how best to continue my post-doctoral research into FFT in a post-
doctoral capacity. I hoped to further develop my research through qualitative methodology, not

in any attempt to disprove the model, rather to understand it more fully and contribute to the

89



research base in a productive and honest manner. I began contacting practitioners in an effort to
foster positive relationships that would possibly assist me in conducting a qualitative study
examining the decisions and methods they employed in the delivery of the model. However,
once this process began, Dr. Robbins once again made a sustained effort to curtail my research
(Weisman, 2018; Weisman & Montgomery, 2019).

My contact with practitioners was accompanied by a covering letter which outlined the
research completed prior and explicated the purpose and scope of the proposed project. This
letter states that it would be “beneficial to explore the methods, rationale and experiences of the
therapists and clinicians who are working with families to determine how they make changes or
adapt the model with a 'difficult to reach' and severely underserved population...The therapists
who are tasked with this work will provide a wealth of information regarding to how the model
truly functions when clinicians have to use their own judgements and personal experiences to
inform their decision making and treatment of any given case” (Communication to FFT sites
from Paul Montgomery & Clio Weisman, February 2019). Initially my efforts were met by those
I spoke to with openness and the potential to participate in research. However, Dr. Robbins then
requested that I cease all contact with these agencies, and sent the following email to my
supervisor, Dr. Paul Montgomery: “I represent FFT LLC, and in recent weeks I have received
several calls and emails about a project that you and Clio Weisman are proposing to Functional
Family Therapy sites in Louisiana...FFT LLC supports and certifies these teams in Louisiana.
We have contracts with them that state any research at the site must be done in collaboration
between FFT LLC and the local agency. So that you are also aware, our clinical tracking system,
the CSS, may only be used for clinical and quality assurance purposes, unless otherwise

approved by FFT LLC (Communication from Michael Robbins, 05 February, 2019). Dr.
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Montgomery and myself, after discussion, determined that the most politic and useful means of
approaching the issue was to have a conversation with Dr. Robbins in which we could better
explain the project, and hopefully de-escalate any perceived animosity. We emailed him directly
explaining the goals of the proposed project and arranged a Skype conversation.

During this conversation, Dr. Robbins stated repeatedly, and defensively that he had no
involvement with many FFT studies, and that the research being conducted was independent.
However, his prior emails and communication as well as what he stated explicitly in the Skype
meeting indicated that he and FFT LLC had to have at least peripheral involvement in all FFT
research, that they in fact had to give permission for any research to be conducted. This is
absolutely not independent evaluation or research and is therefore far more likely to be subject to
bias. Dr. Robbins did not waver in his position despite our making it very clear that were not
wishing to access client records or protected documentation, that this project would focus on the
experiences of the therapists (who it should be noted are not employed by FFT LLC, rather by
their home agencies). He agreed, finally, to contact the advisory board of FFT and discuss the
conversation and proposed project with them. We then received the following communication
from Dr. Robbins:

As I promised on our call last week, I reached out to sites that FFT LLC contracts with in
Louisiana and to our FFT LLC advisory group. I also shared details of our conversation,
including how this project fits within a program of studies that you have been conducting on the
FFT model as well as your perspective about evidence-based models and future directions for the
field of psychotherapy/family therapy.

We do not have any sites that were interested in participating in this evaluation. The members of
our FFT advisory group also declined to participate. We respectfully request that you refrain
from further contact with therapists and agencies in Louisiana. As I noted in our conversation,
we have existing contracts with sites that require the agreement between the site and FFT LLC
about any potential research projects and it would be putting therapists in a potentially risky and

awkward situation with their home agency if they are approached directly. (Communication from
Michael Robbins, 01 March, 2019)
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Dr. Robbins followed this email up with the statement that “all of our contracts... require mutual
agreement of the site and FFT LLC for research to occur... we will not be giving our agreement
to sites for this research. Thus, we ask that you and your student stop contacting FFT LLC sites
for your project. Otherwise, we will be pressed to take to appropriate legal steps”
(Communication from Michael Robbins, 04 March 2019). The level of Dr. Robbins’ animosity
and involvement with FFT research is clearly present in these communications, as well as the
fact that this does in truth violate the nature of independent research, a point which he was not
amenable to. With these actions, FFT LLC effectively halted my #ru/y independent research into
the model, as they were in effect attempting to prevent any research that they did not expressly
condone; their threat of legal action, while being baseless and surmountable, amounted to an
attack and to further evidence of bias.

Standing in the way of independent research is on its face problematic, and I believe Dr.
Robbins and FFT LLC to be entirely unethical in their doing so. His inaccurate representations of
my position, goals and even theoretical base led to him acting in manner that further exemplified
a lack of impartiality. It was impossible not to interpret his behaviour and conduct as aggressive
and closed to any perspective that conflicted with his own. Reflexivity demands that we be
cognizant of our own position and relationship to our research, and my sense of frustration and
even anger buoyed my determination to prove the validity of my conclusions regarding FFT.

With the benefit of hindsight, it may have been beneficial to contact Dr. Robbins before
any research into FFT was undertaken. His cooperation and support certainly would have
allowed access to records and resources that may have been helpful, but in order to achieve that,
[ am certain compromises would have been made. After the publication of the overview, and his

vitriolic response to it, I found myself disinclined to give him the benefit of the doubt, or to
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respect his position, as I viewed him as in direct opposition to my intentions, and I had to remain
very careful to keep my personal experiences from colouring the work. There may have been a
benefit to making more of an effort to engage Dr. Robbins, but I still believe that his position is
not one of neutrality, and it fundamentally goes against my conviction that independent research
is both valuable and necessary. Through his actions, Dr. Robbins served only to contribute to the
mounting evidence that supported my belief — based on empirical data and now the actions of
FFT LLC — that allegiance bias, conflicts of interest, and perhaps even ethical misconduct, were

and continue to be substantial elements present in current FFT research.

5.13 Conclusions and suggestions for further research
The research conducted within this thesis presents an evidentiary picture of FFT that does

not meet a high standard of completeness, impartiality, or depth. Through the overview and
implementation analysis, issues have been identified that are significant causes for concern.
Chief among these concerns are the presence of bias and the model’s apparent lack of
generalizability across different contexts.

This thesis indicates the need for truly independent investigations into FFT. What is
shown in the overview and implementation analysis is a clear relationship between positive
outcomes and the involvement of designers or others invested in FFT being taken up,
disseminated and presented as an effective treatment option. High quality, scientifically sound
and impartial research would be greatly beneficial in strengthening the evidence relating to FFT.
Additionally, contextual elements and differences need to be further examined in order to
evaluate where, and for whom, the intervention is appropriate, effective and beneficial. The field
of social work must continue to examine and evaluate best practices and treatment options, and
the evidence portrayed throughout this thesis contributes to this endeavor. Also, the methodology

and rigour employed herein may be extrapolated for use in other contexts and to address
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concerns relating to other interventions or therapeutic models. Future research should also focus
on untangling the presence of allegiance bias, and determining whether the extant research
reports outcomes that are inextricably linked to these biases. The lessons of this thesis can reach
beyond FFT and be used to push the field of evidence supported intervention towards increased
levels of transparency and continued efforts to reduce bias in reporting, reviewing, and
authorship.

At this time, there is little evidence of whether FFT may be appropriate for lower income
and culturally diverse populations, yet these are precisely the contexts in which it is being
increasingly delivered. To do so without a strong and consistent evidence base supporting its use
is irresponsible and may be eventually demonstrated as harmful. Also, considering that
behavioural problems exist across all socioeconomic and cultural groups, including lower or
middle income countries, it would be greatly beneficial to investigate whether FFT, or some
adaptation of it, might be useful in addressing these problems in less developed areas.

Given the issues identified through both the overview and implementation analysis, it is
vital that future research of FFT be conducted by those who have no allegiance, in any form, to
the model. This independence must be supported, and if FFT LLC has, as they state, an absolute
confidence in their model, it seems they might be willing and eager to support further research
without any involvement on their part.

Further, the adequate examination of FFT requires in-depth and qualitative studies, once
again conducted not by those who may have a vested interest, to broaden and open up the
research base, specifically around implementation concerns and the delivery of the model across
varied contexts and settings. Racial and ethnic composition of participants and therapists should

be examined in greater detail. When considering the damaging impact juvenile behavioural
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problems have on multiple levels, it is necessary to implement interventions that are supported
by unbiased and rigorous evidence. FFT does not, at this time, meet this standard, and this is

borne out by the evidence presented throughout this thesis.
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