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COMMUNITY-BASED FAMILY STRENGTHENING MULTI-FAMILY
INTERVENTION PROGRAM TO RESPOND TO ADOLESCENTS AT RISK
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Abstract: Family strengthening has become a source of growing interest, research, and
program design in the fields of prevention and treatment fur problems of youth delinguency,
school failure, alcohol, tobacco and other drug abuse (ATOD). Despite many studies that
illustrate positive outcomes of family strengthening programs and family-focused interven-
tions, their use in communities has not advanced commensurate with their promise. This
article offers a rationale for why programming efforts should continue to be directed to-
wards family strengthening efforts as opposed to youth-focused only interventions. In addi-
tion, a community-based, family-strengthening alternative is described that addresses issues

of youth delinquency while reducing barriers zzs:aazzted with availability, aceessibility, and
cost.
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Fsr problems of youth delinquency, school failure, alcohol, tobacco and other drug
abuse (ATOD) family strengthening programs have become a source of growing
interest, research, and program design in the fields of prevention and treatment. Who
is going to love and care enough to make the long-term efforts needed for change?
Family strengthening interventions offer important answers based on their demon-
strated success in years of outcome studies (Kumpfer and Alvarado, 1998). But while
family focused interventions such as family strengthening approaches have shown
much promise, they are not as prevalent as the use of youth only focused interven-
tions when working with acrisk youth with ATOD (Muck, Zempolich, Titus, and
Fishman, 2001). There are scveral reasons for the limited use of family strengthening
approaches including cost and accessibility of these services.

This article offers a rationale for why programming cfforts should continue to be
directed towards family strengthening efforts as opposed to youth-focused only in-
terventions when deaiing with serious problems of youth delinquency and problems
of ATOD. What follows will describe the design of one community-based, family-
strengthening program that addresses issues of youth delinquency and ATOD while
reducing barricrs associated with availability, accessibility, and cost.
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FAMILY-FOCUSED VS. YOUTH-FOCUSED INTERVENTIONS

There is a substantial body of licerature demonstrating family-focused int‘ervencions to
be the most powerful and enduring interventions for adolescent presenting problems
of alcohol, tobacco, and other drug use (ATOD) and youth delinquency (Dishion, &
Kavanaugh, 2003, Kumpfer 1999). Family-focused interventions include those that
are family strengthening. They build on the family influences that protect youth while
mediating Family influences, which place youth a risk. Years of studies have demon-
strated decreases in child and adolescent problem behaviors when interventions aim
at screngthening family protective factors such as positive parent-child attachmen,
and effective behavior management and reinforcement (Spoth, Kavanaugh, & Dish-
ion, 2002). Studies have demonstrated adolescent presenting problems of ATOD and
delinquent behavior decrease when interventions focus on strengthening parent nug-
turing behaviors and behavior management skills. (Spoth, Redmond, & Shin, 2001).
Research has identified positive child outcomes from activities that focus on posi-
tive parental mental health, houschold routines, shared parent-child activities (Marsh,
2003). Effective family management by parents when the adolescent was 15 was found
to lower the probability of youth viclence at 18 years to 17% whereas the probability of
violence increased to 41% when effective management was absent (Herrenkohl, Hill,
Chung, Guo, Abbotr, & Hawkins, 2003).

Family-focused intervention programs are increasingly studied because the youth-
focused treatment approaches and programs that have been developed and imple-
mented have been demonstrated to be ineffective for problems of youth delinquency
and ATOD. These include intensive casework, remedial reading programs, training
for employment, teaching social skills, participating in outdoor activities, individual
psychotherapy, group psychotherapy, probation, institutionalization and residential
trearment programs (Wilson & Herrnstein, 1985). A widely used youth only focused
intervention, the Drug Abuse Resistance Education program (DARE), used by as
many as half of the United States public and private schools, was demonstrated to be
ineffective (Zickler, 2003).

Youth-focused interventions have also shown to be damaging to adolescents at high
risk for delinquency and ATOD. For example, interventions in groups which aggregate
youth with high risk for delinquency were harmful and increased both ATOD behav-
iors and delinquency (Dishion, Poulin, & Burraston, B., 2001). Placement in a group
home setting as opposed to a therapeutic foster home setting increased opportunity
for delinquent behavior and resulted in more arrests (Chamberlain, Fisher, & Moore,
2002). The Cambridge-Somerville Youth Study examined the effects of massive social
work interventions for delinquency prior to World War I1 for adolescents after thirty
years. This study found that negative life outcomes were 10:1 for adolescents who were
aggregated in a summer camp for two successive summers compared to the matched
control group (Dishion, McCord, & Poulin, 1999).

Despite ineffectiveness and iatrogenic results, youth-focused only programs con-
tinue to be financially supported. For example, in one Mid-West community, the first
author recently attended three different county’s local drug free coordinating council
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meetings, which included discussion of funding objectives for the preverition and/or
reduction of ATOD problems with youth. In each county, all projects associated with

prevention or intervention activities for children and teens were youth-focused only
programs and interventions.

Various reasons have been cited for the continued predominance of youth-focused
interventions despite their ineffectiveness. In a literature review on family strengthen-
ing research, Kumpfer (1999 p.5) notes, “Historically, earlier approaches to rehabilica-
tion and therapy assumed that it was the youth who had the problem, not the family.
Additionally, working with children and youth is also much casier than working with
parents and other family members. Children and adolescents are generally more acces-
sible through schools and community groups for participation in delinquency preven-
tion activities than are enfire families.”

Bartiers to the implementation of family-focused interventions including availabil-
ity and accessibility of intervention services for families are seen to result from mul-
tiple factors. In the mental health ficld, the previous decade has seen the dominance
of insurance companies and managed care directing nature and delivery of trearment
services. The result has favored bio-psychiatric trearments with family-focused ap-
proaches being utilized in a limited fashion and only as an adjunctive treatment to
medications. Pharmaceutical companies, with their exhaustive marketing and selling
of psychiatric medication based on a bio-psychiatric ontology of mental disorder, have
further eroded demand for family-focused intervention programs (Duncan and Mill-
er, 2000). Whar has been observed from personal experience in working with families
is that parents who can afford treatment services believe solutions to youth difficultics
are only available through chemical treatments. Wich this perspective, parents, and
practitioners tend to ignore the family’s own expertisc and abilities as an essential re-
source in finding solutions with youth experiencing serious behavioral difficultics.

DESIGNS FOR FAMILY-BASED INTERVENTION MODELS

During the past thirty years, many family-based models of intervention have been
extensively developed to address the issue of troubled adolescents and their families
(Minuchin, 1974; Haley, 1980; Fishman, 1988; Madanes, 1991; Selekman, 1993). Not
all family strengthening programs and models of intervention, however, are designed
or implemented in the same fashion. Each focuses on a particular aspect of family
functioning when designing or implementing intervention strategies. Each also de-
livers help-giving practices, which utilize methods that range from a continuum of
expert-based methods with only the professional determining what is needed, to em-
powerment-based methods where the client or family determines what is needed.

A conceptual cornerstone of most family-based intervention madels is family sys-
tems theory (Nichols & Schwartz, 1998). Essentially, a family systems view of a prob-
lem youth is its focus on the manner in which the young person’s functioning is related
to parental, sibling, and extended-family functioning as well as to patterns of commu-
nication and interaction within and between various family members (Ozechowski &
Liddle, 2000). More recently, family-based models of intervention that address severe
problems of youth have expanded the boundaries of clinical intervention beyond the
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family unitand include the family’s social and ecological context as an important p§rr
of the overall process of intervention (Liddle, 1995; Henggeler, Schoenwald, Borduin,
Rowland, & Cunningham, 1998).

One consequence of thinking ecologically has been its inﬂufznce on present-day
changes in the children’s mental health field. For example, considerable efforts have
been made in recent years to develop responsive community-based systems of care that
emphasize individualized and culturally competent services developed in ciése part-
nerships with families and human service practitioners alike (Coe & Poe, 1993; Stroul
& Friedman, 1996). This concept has captured the attention of national experrs, ad-
vocates, and policy makers. The results led to human service practices that focus on
the importance of establishing strong collaborative working relationships with those
closest to the child needing service (Skrtic, Sailor, Gee, 1996). In addition to influenc-
ing the creation of strong client-professional partnerships, ecological perspectives have
contribured to a greater appreciation for the concept of client empowerment {(Rappa-
port, 1984; Wallerstein, 1992). Empowerment strongly suggests the need for a change
in the way human nceds and concerns are viewed, addressed, and operationalized. Not
only is empowerment viewed as an important characteristic of awell developed system
of care serving the nceds of children, empowering families provides parents with the
necessary social supports needed as they negotiate the vast nerwork of social systems
that often become involved in their children’s lives as a result of their emotional and/or
behavioral difficulties.

Despite the considerable effores made at the policy level to influence a change in
the delivery of mental health services to children, there have been modest gains in
the area of developing effective service delivery systems for children with serious emo-
tional disturbances and their families (Duchnowski, & Friedman, 1990; Knitzer,
1993). Significant impediment to gains in this area lies in the fact that interagency
system development for children’s mental health is considered a very difficult concept
to operationalize at the community level for poorly funded community mental health
service delivery systems, most especially in a funding environment that favors defi-
cit-based, yourh-focused only models of intervention. In addition, the system of care
model largely depends on proactive and highly trained mental health professionals
and administrators for its successful implementation. The concept assumes that at the
operational level, professionals of different clinical backgrounds and orientation can
effectively collaborate with one another for the sake of the family. In today’s current
funding environment and discipline-focused, this kind of inter-disciplinary and inter-
agency collaboration is largely impossible.

Few family-focused models of intervention specifically guide the social work prac-
titioner through the maze of multiple social systems that are typically involved when
serious behavioral problems arise with ac-risk youth. In an attempt to provide a clear
roadmap for practitioners, Sells (1998) developed a 15-step, family-based intervention
model that shows the promise of providing answers to the unique plight of the teenager
presenting difficult behavioral challenges. The model recommends a highly structured
process to effectively engage and collaborate with larger systems as well as getting the
adolescent’s behavior under control. This model has recently been adapted to a parent-
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ing program that focuses on engaging parents towards reestablishing authority and
nurturance (Sells, 2001). As with other family-focused modcls, the program requires
the use of multiple, highly trained, group facilitators and utilizes both a youth-focused
and family-focused training format, The program is practitioner driven and directed,
and requires that close collaborative partnerships be developed with significant others
for its effectiveness.

Alchough the research associated with family-based maodels show much promise,
most family-based models of intervention contain generalized principles as its guide
for implementation. Intervention and program manuals are a rarity. Those that do ex-
ist require that one follow a rigidly defined intervention protocol requiring the skills of
highly trained mental health professionals. Because of their complexity and emphasis
on generalized principles, practitioners utilizing existing family-focused intervention
models are left up to their own devices to implement the general guidelines of a spe-
cific model intervention. In this context, family-based intervendion services become a

mystical process behind closed doors, are costly to implement, and not readily avail-
able to most families.

In an article on the effectiveness of family intervention, Pinsof and Wynne (1995)
concluded, “in almost all of the family therapy research, it is impossible to know what
actually occurred in family therapy” [p. 606). Without the specification of key con-
cepts, one does not even know whether or not the family practirioner treating the case
is actually following the steps of an intervention model.

MOVING TOWARDS A COMMUNITY-BASED, FAMILY-FOCUSED
ALTERNATIVE

For family strengthening programs to be successful, they must be readily available, ac-
cessible, and affordable to all families at different socio-economic levels and they must
be designed to optimize the existing expertisc of parents and families. For change to be
durable and sustaining, family-focused interventions used in a family-strengthening
program must provide a clear message that parents are ultimately the most important
resource. Fogatch and Patterson (1989, p. 264) challenged the helping professions
by stating, “It is only the parents who can produce long term changes in children”.
Consequently, efforts should be directed towards strengchening the family’s existing
resource, enhance community support systems to work with the family, and address
motivational factors that promote change in the way we understand and deal with
youth presenting serious behavioral challenges.

For help-giving to optimize the expertise and abilities of the family it must be em-
powerment based rather than professionally based. This suggests the role of the profes-
sional will also need to change if family-focused intervention programs are designed
to highlight the importance of parents and families as a crucial and under-utilized
resource for dealing with youth delinquency. A parent driven, problem solving for-
mat in this kind of program will ensure that solutions that evolve from the group are
culturally and regionally significant, family-centered, and are realistically applicable
(Dunst, & Trivecte (1994). The literature provides several examples of how these im-
portant variables can be operationalized.
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Availability, accessibility and cost were looked at with several studies which could
be characterized as using family strengthening, empowerment models; they pl:()m()ted
active involvement by parents for the purposes of deciding about zmsi leam.mg new
skills to reduce parenting stress and increase effectivencss. 'ﬂ}c new sln%ﬁs, which were
developed, were family strengthening, That is these were skills V\i’hich mciuécd effec-
tive limit secting and reinforcement thac have been shown to pr«:)v.sdc protective factors
for youth (Spoth, et. al. 2002). The studies compared cou’nm‘m-xty and schocl—'hpfsed
group parcnting skills training programs with clinic-based individual parent training.
One study found logistical barriers to attendance were reduced and utilization was
increased when parents attended community and school-based group parenting skills
training programs (Cunningham, Bremner, & Secord-Gilbert, 1993). A second study
by the primary authors looked at parent behavioral skills training with preschoolers
at risk for disruptive behavior disorders. They compared community-based treatment
using parent behavioral skills training groups delivered by a facilitator to parent skills
training delivered by a professional through individual family sessions in a clinic.
Parents were less likely to enroll and participate in the clinic secting citing their child
was not a problem (Cunningham, Bremner, & Boyle, 1995). Additionally, factors in-
cluding culcural, linguistic, economic, educational and family barriers such as poorer
family functioning were not found to predict either artendance or outcome for the
group-based behavioral skills training program delivered in a community setcing as
opposed to a clinic setting with individual family sessions. Parents attending the com-
munity-based groups reported greater improvements in behavior problems at home
and better maintenance of their gains at 6-month follow-up.

The studies also looked at cost, a factor that limits availability and accessibility.
For the study of parent skills training for children with disruptive behavior disorders
which was delivered in a large scale group, the group training was six times more cost
effective than clinic-based individual family treatment (Cunningham, et al., 1995).

Several studies provide insight into the issue of family strengthening through em-
powerment by optimizing the existing expertise and abilities of families. The impor-
tance of this empowerment approach for increasing parent sclf-cficacy was noted in a
study of three help-giving approaches for parents of preschool children. The help giv-
ing approaches included an expert based and professionally centered approach which
was compared to a direct guidance approach where the client assists in delivering an
expert determined intervention and an empowerment approach where skill acquisi-
tion was the central intervention to empower parents to solve their problems (Dunst,
Trivette, Boyd & Brookfield, 1994). Empowerment approaches were found to produce
significant increases in parent self-efficacy and effectiveness ratings of the help-givers.

Changing the role of the professional so that help-giving encourages families to take
on a more significant role in the decision-making process rather than a professionally-
centered approach where major decisions about treatment are determined by the pro-
fessional, is supported in the professional literature. For example, the literature finds
extensive validation for the effectiveness of nonprofessional psychological therapies
{Christensen & Jacobson, (1994). In the specific area of children and adolescent treat-
ment a mera-analysis of 108 studies failed to find superior outcomes for professional
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therapists when compared to graduate scudents and paraprofessionals (Weisz, Weiss,
Alicke, 8 Klotz 1987. The empirical support for the use of nonprofessionals was also
found in a study of a parent-training group for children with disruptive behavioral dis-
orders who were in residential trearment (Cunningham, C. E., David, J.R., Bremner,
R., Rzasa, T., and Dunn, K., 1993). Parents were placed in leadership roles where they
took on the role of experts, only viewing video excerpts of parenting errors from which
they formulated their own solutions while a second group of parents only viewed video
excerpts of corrected parenting methods in an information only and didactic delivery
of program objectives. Parents who formulated their own solutions actended more
sessions, arrived lae significantly less often, were less likely to complain the program
didn’t work, were more likely to complete homework, and had higher satisfaction rat-
ings than parents who only participated as an audicnce for the delivery of didactic
information in the program.

THE BASICS OF THE COMMUNITY ALTERNATIVES FOR LOVE AND
LIMITS (CALL) PROGRAM

Parents of challenging teens are often frustrated and confused. Stressful interactions
berween them and their teen have increased over time. Many parents have respond-
ed to this dilemma by reducing their involvement, management, and monitoring to
minimal levels. One alternative to youth-focused only intervention is the Community
Alternatives for Love and Limits (CALL) program.

The CALL program was developed to demonstrate the effectiveness of a community-
based family strengthening multi-family intervention program to respond to adoles-
cents at risk. CALL uses behavioral skills training to facilitate parental empowerment
while supporting parental leadership as a primary resource for change. It intervenes
with multiple families in a group format in order to develop a supportive network for
parents. The program’s strategies for empowering parents as well as its strategies for
increasing accessibility, availability, and affordability, were modeled from numerous
factors cited in the literature,

Epistemology: The program’s epistemological underpinnings regarding the nature of
at risk youth behaviors are based on the work of the Oregon Social Learning Center. A
review of over 20 years of research by Patterson and his colleagues conducted through
the Oregon Social Learning Center (OSLC) on antisocial youth cites the strong as-
sociation between irritable and ineffective parenting methods and antisocial behavior
in children (Pacterson, Reid, & Eddy, 2002).

The OSLC had centered much of their effort on the development of their Coercion
Model to explain how within the context of family influence antisocial behavior is
reinforced and maintained. The trajectory of this influence is an unfolding series of
developmental stages, which move from factors such as hard to take child rempera-
ment, maternal depression and family stress to a coercive process in the parent-child
relationship whereby the parent’s and child’s use of aggression, intimidation and non-
compliant behaviors are mutually negatively reinforced. When the child is negatively
reinforced for the use of these behaviors in school with peers and teachers this coercive
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process is strengthened, as are poor outcomes such as school faiim‘? and peer failure.
The combination of school and peer failure progresses m‘the child’s association with
deviant peer groups, and in combination with cocrcive family interactions, reduced
parental monitoring and supervision. ATOD and delinquency are seen to be later
outcomes to this coercive process.

Target Papulatinn: The CALL program is designed for im*pl?*mentatifm v.vich a mid-
dle school population of adolescents and their families. This is a crucial time for pa-
rental decision-making regarding the protective family influence of monitoring and
supervision. The chronological age of the youth falls berween rwelve and fifteen. The
adolescents represent an at-risk population, and decision makers within the commu-
nity including school officials, other involved community agencies and parent groups
determine selection criteria.

Accessibility, availability and affordability: The CALL program is delivered in a
community-based stting rather than a clinic or hospital. Neighborhood schools are
chosen because they are obviously familiar to families and casier to locate and attend
as opposed to a clinic. Also, school-based programs do not have the stigma that is ar-
tached to mental health settings. Offering childcare further enhances availability. Eve-
ning programs are also seen to be a necessary ingredient so working parents can more
readily attend. The program design allows for as many as 15 families to participate
with only one group facilitator. In comparison to the limited professional resources
and waiting lists associated with clinic-based services, significant savings can accrue.

Curricalum: CALL includes seven two-hour sessions. Each session introduces a
theme, which is acted upon through behavioral family or parenting skill interven-
tions. These behavioral skill building interventions enhance or develop parent leader-
ship while building protective family factors. The program focuses on four protective
factors found important by research: supportive parent-child relationships, positive
discipline methods, monitoring and supervision, and communication to problem solve
and negotiate conflict (Kumpfer, & Alvarado, 1998).

Description of group activities: The programs activities start by motivating parents
to consider regaining family leadership to increase their involvement, management
and monitoring, The srumbling blocks for motivation, e.g. issues of resistance, negative
emotion, frustration, and giving up are managed in this program by helping parents
find hope through an experience of empowerment. In this program, empowerment
starts with the development of a belief by each parent that working with other parents
can enhance their own abilities to become leaders for family change. This belief and
the sense of empowerment that may result are seen to be important factors for gaining
group participant’s commitment to make the effort to change.

To experience empowerment, parents must begin to form supportive alliances with
one another. A sense of empowerment is then enhanced through help-giving activi-
ties, which are family-centered. These empowering help-giving strategies start with
the manner in which group activities are structured. The group is divided into several
teams of four to five parents or three to four parents and their adolescents. Adolescents
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do not participate in all group meetings and when they do participate they are paired
cither their own parent or another parent in the group. The teams then work together
to decide upon, problem solve, model and practice the use of behavioral skills which
are crucial for developing the protective factors of families.

Parent teams increase motivation, hope and empower leadership while develop-
ing support. An initial strategy calls for cach of the parent teams to view videorape
sequences, which depict parenting errors and then troubleshoot alternacive skills or
strategies, which they believe may lead to better outcomes, Each team elects its own
leader who records and summarizes team solutions, makes sure their tcam stays on
task, and makes sure all members get a chance to participate. For example, parents
view a typical conflict where a parent sets a limit and conflict escalates with the result
being several common negative outcomes, e.g. parent blows up or parent gives up.
Following both large group and team group discussion, parents’ ideas evolve about
the conscquences for continued use of ineffective behavioral practices. Discussion may
consider the long term consequences for each of the protective factors like limic set-
ting, attachment, monitoring and communicating or only one particular factor. Ideas
about more effective skills or strategies needed to solve the problems depicted in the

videotape are then explored along with their anticipated effect on rhe protective factors
if used over rime.

This type of structuring of problem solving activity offers parents an opportunity
to become the expert. It creates an atmosphere for parent nerworking and enhances
parental support. Parents get to know one another and learn to appreciate mutual
strengths.

Problem-solving activities are linked with other empowerment strategies, which
help parents, and families begin to decide about and practice the use of behavioral
strategies in their own home. One such strategy is for the parents to decide about
situations, which they would like to see the facilitator model using their teams pre-
ferred strategies. It is important to identify that the facilitator does not determine
the situations or the strategies to be modeled. In some sessions a video example of a
professionally “corrected” or expert-determined use of strategies may also be shown as
a follow-up so that parents can compare their model result with that of the experts.
When working with a large group of parents, the group’s solutions will invariably look
very much like the experts solutions. An empowering consequence is the enhancement
of parent self-efficacy.

Parents also work together in teams or dyads to practice with one another a specific
skill and implementation of the skill in their own home. Groups, which teens attend,
allow for other variations on this method. Attitude change is enhanced when parents
identify and discuss ineffective strategies, create better strategies and practice with the
group the skills they have decided will make a difference for their family. The natural
resistance, which is endemic to expert-based delivery of help giving, is eliminated.

In sum, the CALL program is designed as a family focused, family-driven, commu-
nity-school based, and affordable alternative to current service delivery for delinquency
and ATOD which is predominately youth-focused in delivery. Family strengthening
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activities are employed to increase the protective factors of families. This is accom-
plished through behavioral skills training which employs group process to empower
parents as leaders and a primary resource for family change.

DIRECTIONS FOR FUTURE RESEARCH

Family screngthening is an area of family-focused treatment that has been shown to
be increasingly promising compared to youth focused only programs for dccr:':asing
negative outcomes associated with delinquency and ATOD. Heig»gwmg practices in
family screngthening programs whose intervention methods utilize empowering and
client-centered strategics have been demonstrated to be effective for increasing parent
self-effcacy. More investigation is needed, however, on the delivery of strategies that
empower families and to what extent do these strategies contribute to the protective
factors of family influence on social health problems of adolescent delinquency and
ATOD. Other questions for investigation include whether the effectiveness of empow-
erment strategies is delimited by the age of the adolescent, the degree of risk the ado-
lescent is experiencing and by parent factors such as mental health, substance abuse,
and other family stressors. Does a community based setting facilitate the delivery ofan
empowerment-based family-strengthening program? Does the fact that the program is
promoted and conducted from an empowerment base rather than a deficit base facili-
tate recruitment? Whar impact does empowerment strategies have on the integration
of skills needed for family strengthening, Are empowerment strategies more effective
for the integration of specific skills for family strengthening? ‘

CONCLUSIONS

If in fact empowerment based models for family strengthening intervention have bet-
ter effects for social health problems of adolescent delinquency and ATOD than deficit
based help giving intervention strategies the traditions of social work practice would
be enhanced. Greater efforts to develop strategies in partnership with families and
community stakeholders would be needed. The current preeminence of bio-psychiat-
ric methods in the menral health field approach to these problems would also demand
greater scrutiny, questioning, and action.
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