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The objective of this article is to examine the effectiveness of 2 theoretically different treatments
delivered in juvenile drug court—family therapy represented by multidimensional family therapy
(MDFT) and group-based treatment represented by adolescent group therapy (AGT)— on offending and
substance use. Intent-to-treat sample included 112 youth enrolled in juvenile drug court (primarily male
[88%], and Hispanic [59%] or African American [35%]), average age 16.1 years, randomly assigned to
either family therapy (n ⫽ 55) or group therapy (n ⫽ 57). Participants were assessed at baseline and 6,
12, 18 and 24 months following baseline. During the drug court phase, youth in both treatments showed
significant reduction in delinquency (average d ⫽ .51), externalizing symptoms (average d ⫽ 2.32),
rearrests (average d ⫽ 1.22), and substance use (average d ⫽ 4.42). During the 24-month follow-up,
family therapy evidenced greater maintenance of treatment gains than group-based treatment for
externalizing symptoms (d ⫽ 0.39), commission of serious crimes (d ⫽ .38), and felony arrests (d ⫽ .96).
There was no significant difference between the treatments with respect to substance use or misdemeanor
arrests. The results suggest that family therapy enhances juvenile drug court outcomes beyond what can
be achieved with a nonfamily based treatment, especially with respect to what is arguably the primary
objective of juvenile drug courts: reducing criminal behavior and rearrests. More research is needed on
the effectiveness of juvenile drug courts generally and on whether treatment type and family involvement
influence outcomes.
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JUVENILE DRUG COURT

Adolescent substance abuse and delinquency are serious public
safety and health problems that together pose challenges for the
juvenile justice and adolescent substance abuse treatment systems.
The evidence is clear that: (a) adolescent offenders have high rates of
substance use (Johnson et al., 2004;Teplin, Welty, Abram, Dulcan, &
Washburn, 2011); (b) there is a strong association between substance
use and repeated serious offending (D’Amico, Edelen, Miles, &
Morral, 2008; Young, Dembo, & Henderson, 2007); and (c) a large
proportion of juvenile justice-involved youth have drug problems
severe enough to require intervention (Aarons, Brown, Hough, Garland, & Wood, 2001; Cooper, 2009). Behavioral treatment has been
shown to reduce both substance use and delinquency (Chassin,
Knight, Vargas-Chanes, Losoya, & Naranjo, 2009; Dennis et al.,
2004), but if left untreated, drug abusing youthful offenders often
engage in more serious drug involvement and criminal activity over
time, perpetuating deepening personal failure and distancing from
mainstream health-promoting circumstances (Ridenour et al., 2002).
The juvenile drug court (JDC) model is designed to address the
link between substance abuse and criminal activity, ultimately
reducing recidivism (Belenko & Dembo, 2003). Based on the
principles of therapeutic jurisprudence (Wexler & Winick, 1991),
drug courts are designed to produce positive outcomes both for
individuals involved in the legal system, as well as for those the
legal system is designed to protect (Marlowe, Festinger, Lee,
Dugosh, & Benasutti, 2006). Although there appears to be considerable variation in effectiveness of among JDCs, the literature
suggests that juvenile drug courts have promise (Henggeler et al.,
2006; Henggeler, McCart, Cunningham, & Chapman, 2012; Hiller
et al., 2010; Maring, 2006; Polakowski, Hartley, & Bates, 2008;
Ruiz, Stevens, Fuhriman, Bogart, & Korchmaros, 2009; Shaffer,
Listwan, Latessa, & Lowenkamp, 2008; Sloan, Smykla, & Rush,
2004). Moreover, a consensus is emerging about the essential
features of effective JDCs, namely, the quality of the treatment
provided, the degree to which family members are included in
treatment and court proceedings, and the extent to which the JDC
procedures are developmentally appropriate (Marlowe, 2010).
Among the many unanswered questions of juvenile drug courts
are those concerning whether or not the type of treatment matters.
Considering juvenile justice outcomes generally, some argue that
all treatments are equally effective (Lipsey, 2009). Others suggest
that type of treatment is important and specifically suggest that
family-based treatments produce better results than individual or
group interventions (Chassin et al., 2009; Doran, Luczak, Bekman,
Koutsenok, & Brown, 2012). Undoubtedly, more research on
juvenile drug courts is needed, particularly on the importance of
the nature of treatment provided and the involvement of families
(Cooper, 2009; Wilson, Mitchell, & MacKenzie, 2006).
The current study aims to build on findings suggesting that
family therapy is among the most promising interventions for
adolescent externalizing problems. Family therapy approaches are
among the most thoroughly examined models with broad evidence
to support their efficacy with youth (Becker & Curry, 2008;
Henggeler & Sheidow, 2012; Rowe, 2012; Tanner-Smith, Wilson,
& Lipsey, 2012), and thus seem ideal candidates for juvenile drug
court. Multidimensional family therapy (MDFT), in particular, has
demonstrated efficacy in reducing substance use, delinquency, and
behavioral and emotional problems, and evidence suggests that the
outcomes achieved in MDFT last beyond treatment discharge
(Henderson, Dakof, Greenbaum, & Liddle, 2010; Liddle et al.,
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2001; Liddle, Dakof, Turner, Henderson, & Greenbaum, 2008;
Liddle, Rowe, Dakof, Henderson, & Greenbaum, 2009).
This study addresses the question of whether or not the type of
treatment matters in JDC. We conducted an intent-to-treat randomized clinical trial investigation on the effect of a family therapy, in
this case MDFT, in comparison to a manualized group-based
substance abuse treatment (adolescent group treatment, [AGT]) on
recidivism, delinquency, externalizing symptoms and substance
use. Group treatment was selected because it is the most prevalent
treatment modality for adolescent externalizing disorders, generally, (Winters et al., 2011) and juvenile drug court, in particular. It
should be recognized that while it has been argued that group
treatment of adolescents with externalizing disorders may increase
rather than decrease these problems (Dishion, McCord, & Poulin,
1999), more recent research, including numerous meta-analyses,
conclude that there is little support for the notion that group
therapy produces iatrogenic effects on adolescents with externalizing disorders (Lipsey, 2006; Weiss et al., 2005). Instead, results
support the idea that group therapy is a safe and effective treatment
for teens (Burleson, Kaminer, & Dennis, 2006).
Because of the concern that the positive effects of JDC, regardless
of treatment modality, may diminish over time as judicial monitoring
and surveillance decrease, we measured outcomes up to 24 months
after enrollment to examine sustainability of treatment effects (Henggeler, 2007; Mitchell, Wilson, Eggers, & Mackenzie, 2012).
Given that previous research suggests that the JDC itself is a
powerful intervention, we hypothesized no differences between
treatment conditions during the drug court phase, expecting both
groups to decrease criminal acts, delinquency, externalizing symptoms, and substance use. In the long-term follow-up period, when
the intensive drug court surveillance and interventions would end,
we hypothesized that youth in both treatments would show some
increase in crime, delinquency, externalizing symptoms, and substance use. However, because family therapy empowers the family
and other systems to support positive changes in their teens, we
hypothesized that this pattern would be less pronounced in MDFT.

Method
Participants
This study was implemented in the State of Florida 11th Judicial
Circuit Juvenile Court in Miami-Dade County. All youth accepted
into the JDC were eligible for the study. JDC eligibility required
that participants were: (a) between the ages of 13 and 18; (b)
diagnosed with substance abuse or dependence based on a structured interview; (c) not actively suicidal, demonstrating psychotic
symptoms, or diagnosed with pervasive developmental disorder, or
mental retardation; (d) not currently charged for sale of drugs,
weapons, or violent offenses, or sexual battery; and (e) after
consultation with their attorney, voluntarily enrolled in drug court.

Procedure
The University of Miami Institutional Review Board (IRB)
approved the study. Youth were randomly assigned to either
MDFT (n ⫽ 55) or AGT (n ⫽ 57) using an urn randomization
procedure to ensure equivalence on the following established risk
factors: gender, age, ethnicity, and family income. All participants
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randomized (N ⫽ 112) were included in the intent-to-treat analyses. Youth were assessed at intake and 6, 12, 18, and 24 months
following intake, and were compensated for their participation at
the following rates: intake and 6-month, $40.00; 12- and 18month, $50.00; and 24-month, $75.00. Arrest data were extracted
from juvenile justice records beginning 12 months prior to intake
and then continuing for 24 months after intake.
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Setting and Context
Juvenile Drug Court (JDC). Youth were adjudicated in a
single drug court with one judge presiding. The only difference
between the two conditions was the substance abuse treatment
administered by community providers, with one providing the
family treatment, and the other providing an integrated individual
and peer group substance abuse treatment. The JDC incorporates
the key components of drug court as defined by the National
Association of Drug Court Professionals (NADCP) (1997). It is
organized into four phases. Progression through the phases is
based on youth: (a) having consecutive clean urinalysis results and
no probation violations, (b) regularly attending school/vocational
training, (c) complying with substance abuse treatment, (d) improving in home behavior as reported by parent(s), and (e) attending scheduled court hearings. As youth progress through the
phases, they are rewarded by having to attend fewer court hearings
and having a later curfew, as well as receiving other reinforcements. Graduation includes having met an array of challenges: (a)
successfully completing drug treatment; (b) having no relapse,
probation violations, or rearrests for the last 4 months of drug
court; (c) regularly attending and progressing well in school, GED
classes, or vocational training; and (d) obtaining positive parent
reports of the youth’s behavior.
The JDC team, consisting of the juvenile drug court case manager, juvenile probation officer, school liaison, and representatives
from the Public Defender’s and State Attorney’s offices, reviews
and discusses each case regularly. The JDC case manager completes a needs assessment at intake and serves as the liaison
between the court, clinical providers, and each youth and family.
Case managers provide referrals for and coordinate necessary
social services, and closely supervise and monitor compliance with
court orders. Therapists join the team to review the teen’s progress
in treatment as needed.

Treatments
MDFT and AGT were implemented by two separate communitybased treatment agencies to avoid contamination of interventions. The
therapy offered to youth in both treatments lasted 4 to 6 months,
with two sessions per week for MDFT and three sessions per week
for AGT. Both agencies received public funding for their adolescent substance abuse treatment programs, requiring no payment
from youth or families for either treatment, and were well established within the community. MDFT sessions were conducted in
both the clinic and home (approximately 50% in each setting)
while AGT was conducted at the clinic. Transportation assistance
was provided by the court for youth in both treatments to reduce
barriers to participation. All therapists had master’s degrees in
counseling, social work, or related fields, and had similar experience and educational backgrounds.

Group-based treatment: AGT. The group treatment was a
manual-guided intervention based on cognitive– behavioral therapy and motivational interviewing. The features and format were
guided by research-supported principles and procedures and combines education, skill training, and social support (Center for
Substance Abuse Treatment (CSAT), 1999; Godley, Risberg, Adams, & Sodetz, 2003; Kaminer, 2005; O’Leary et al., 2002). Each
session was structured, beginning by goal setting/self monitoring
of goal attainment, and followed by didactic/experiential activities,
group processing/reflection, and closure. One therapist led each
session, with between four to six male and female adolescents
participating. The groups were “open” (vs. “closed”) in that new
members were admitted on a rolling basis. Using a risk and
protective factor framework, this treatment aimed to reduce substance use and delinquency by both targeting these behaviors
directly and by focusing on accompanying risk factors, such as low
self-esteem, poor academic performance, and limited social skills.
Education (e.g., about communication skills) was combined with
intrapersonal and relationship skill training and social support
(peer sharing, practice, and feedback). Groups focused on increasing self-awareness, understanding substance abuse and delinquency triggers, developing refusal techniques, improving communication and emotion regulation skills, and increasing social
competence and participation in prosocial activities. Developmentally appropriate engagement procedures and motivational enhancement techniques were employed to increase treatment participation and retention: therapist stance was active and directive
but not confrontational, snacks were provided, and youth were
actively involved in determining group topics and activities.
Family members were included in an assessment and treatment
planning session at the beginning of treatment and were regularly
informed about youth’s participation and progress, but no formal
family therapy was provided. Therapists reached out to both the
drug court and parents if youth failed to attend a therapy session.
Youth also received one individual therapy session each month
with their group therapist. These sessions were designed to reinforce
the skills learned in the group, and to address unresolved issues.
Family-based treatment: MDFT. MDFT (Liddle, 2002;
Liddle, Rodriguez, Dakof, Kanzki, & Marvel, 2005) is based on
the family therapy foundation established by Salvador Minuchin
(Minuchin, 1974) and Jay Haley (Haley, 1976). Therapists work
individually with each family. Therapists work simultaneously in
four interdependent treatment domains—the adolescent, parent,
family, and community. At various points throughout treatment,
therapists meet alone with the adolescent, alone with the parent(s),
or conjointly with the adolescent and parent(s), depending on the
treatment domain and specific problem being addressed. Treatment proceeds in three stages: Stage I: build the foundation for
change: alliance and motivation; Stage II: promote change in
cognitions, emotions, and behavior; and Stage III: reinforce
change and launch from therapy. In Stage I, treatment begins by
developing a therapeutic alliance with parents and teens and enhancing their motivation to (a) participate in treatment, (b) examine themselves, and (c) begin changing their behaviors. The therapist creates an environment where both the youth and parents feel
empowered, respected, and understood. Developing a strong therapeutic alliance with youth and parents and enhancing in each their
motivation to examine oneself and be willing to change one’s
behavior sets the foundation for relational and behavioral change.
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Stage II is the longest treatment stage. The goals of the adolescent domain are to help teens communicate effectively with their
parents and other adults, develop emotion regulation and coping
skills, and enhance social competence and alternatives to delinquency and substance use. The therapist presents as a strong ally
to the youth and help teens feel safe to reveal the truth about
themselves. This is accomplished by the therapist being nonjudgmental; helping the parents control their anger and disappointment
and move to a more sympathetic and problem solving stance;
encouraging the youth to have positive goals (to dream and hope),
and then highlighting for the youth the discrepancies between
goals and continued delinquency and substance use. In the parent
domain, MDFT therapists focus on increasing the parents’ behavioral and emotional involvement and attachment with their adolescent, reducing parental conflict and enhancing teamwork, and
on helping parents find practical and effective ways to influence
their teen (i.e., improved parenting practices). The family domain
focuses on decreasing conflict, deepening emotional attachments,
and improving communication and problem solving skills. The
community domain fosters family competency with social systems
in which the teen participates (e.g., school, juvenile justice, recreational) and helping families to better advocate for themselves
with these important social systems.
Toward the end of treatment, therapists help parents and teens
strengthen their accomplishments in treatment to facilitate lasting
change, create concrete plans addressing how they will each respond
to future problems (bumps in the road), and reinforce strengths and
competencies necessary for a successful launch from treatment.

Treatment Fidelity
Attendance logs for each client were recorded to document
adherence to the parameters of each treatment (the frequency and
duration of treatment sessions and domains targeted). Clinical
supervisors in both treatments reviewed all cases each week for
fidelity to their respective models, and both treatments were also
monitored by the JDC staff. Any deviations were immediately
addressed both in court and directly with the treatment provider.
Adherence to MDFT techniques was measured using the Multidimensional Family Therapy Intervention Inventory (MII; Rowe,
Dakof, & Liddle, 2007), which measures the fundamental interventions of MDFT. The MII has been used extensively in MDFT
clinical supervision, training efforts, and randomized clinical trials,
and demonstrates strong interrater reliability (Rowe et al., 2013).
Independent raters view video recordings and evaluate therapy
sessions on the extensiveness of 16 core MDFT interventions
using a seven-point Likert-type scale ranging from 1 (not at all) to
7 (extensively). Based on more than 650 MII ratings, it has been
demonstrated that 3.0 or higher is the benchmark of adequate
adherence (Rowe et al., 2013). One randomly selected family
therapy session from each case was rated.
Youth in MDFT received an average of 9.40 hrs of treatment per
month (SD ⫽ 4.63), and youth in AGT received an average of
10.56 hours (SD ⫽ 5.08). Youth in both treatments exceeded the
prescribed minimum dose of treatment required by drug court and
respective treatment protocols (8 hr per month). MDFT requires
sufficient contact with adolescents alone (approximately 25–30%
of total time), parents alone (20 –30% of total time), families
together (30 – 40% of total time), and work with community sys-
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tems (10 –20% of total time). MDFT therapists met these parameters, with MDFT participants receiving a monthly average of
3.60 hr/month of family sessions (38% of total time; SD ⫽ 1.85),
1.82 hr/month of parent sessions (19% of total time; SD ⫽ 1.30),
2.74 hr/month of adolescent sessions (29% of total time; SD ⫽
1.46), and 1.24 hr/month with community systems (13% of total
time; SD ⫽ 1.46). The majority of treatment contact for AGT was
group-based, yet the treatment also included monthly individual
therapy sessions, which averaged a little less than one hour per
month (M ⫽ 0.70, SD ⫽ 0.83). Family contact was limited to
intake meetings and telephone calls as needed to facilitate youth
participation in treatment. Comparing the treatments, youth in
MDFT and AGT receive a similar amount of treatment per month
(t(92) ⫽ ⫺1.16, ns), yet youth in MDFT remained in treatment
longer than youth in AGT, t(99) ⫽ 3.40, p ⫽ .001.
Ratings of therapists’ adherence to within-session MDFT interventions were analyzed based on MII ratings as described above.
An independent-samples t test revealed that therapists in the current study delivered MDFT with similar fidelity as therapists
collapsed across six previous MDFT trials, t(178) ⫽ 0.6, p ⫽ .5.

Measures
Measures were administered to the adolescents at baseline and at
each follow-up assessment. Efforts were made to keep assessors
unaware of study hypotheses and treatment assignment. The treatments were provided by two community-based clinics with offices at
separate locations. Assessors’ offices were located at the University of
Miami, and assessments were conducted in participants’ homes.
Demographic and background information. The intake interview was administered to obtain descriptive and demographic
information. Mental health symptoms were measured with the
Diagnostic Interview Schedule for Children, Second Edition
(DISC-2; Piacentini et al., 1993). The DISC is a semistructured
interview used to identify the presence of mental health disorders
according to criteria of the Diagnostic and Statistical Manual of
Mental Disorders (3rd ed., rev; American Psychiatric Association,
1987). Both youth and parent were interviewed, and the combined
score was used in analyses.
Delinquent behaviors and externalizing symptoms. Youth
completed the National Youth Survey (NYS), Self-Report Delinquency Scale (SRD), a well-validated instrument (Elliot, Ageton,
Huizinga, Knowles, & Cantor, 1983). Two scales from the SRD
were used in the current study: General Delinquency, a measure of
delinquency across different levels of crime, and Index Offenses,
a subscale targeting serious person and property crimes such as
motor vehicle theft, aggravated assault, and forcible rape. Youth
also completed the Externalizing subscales of the Youth SelfReport (YSR; Achenbach, 1991). The YSR is a widely used and
validated measure of adolescent symptoms and behaviors.
Arrests. Arrest data was extracted from a justice system database maintained by the State of Florida. Arrest records were
collected for the year prior to and for 2 years following intake.
Substance use. Two measures were used to assess substance
use: The Personal Experience Inventory (PEI: Winters & Henly,
1989), and the Timeline Follow-Back Method (TLFB: Sobell &
Sobell, 1992). Specifically, we used the Personal Involvement with
Chemicals (PIC) scale of the PEI, a 29-item scale focusing on the
psychological and behavioral depth of substance use involvement and
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related consequences in the previous 90 days. The PIC demonstrates
excellent reliability and validity across diverse adolescent samples
(Winters, Latimer, Stinchfield, & Egan, 2004). The TLFB measured
youths’ substance consumption. The measure has been widely used in
drug abuse treatment studies with adults and adolescents (Leccese &
Waldron, 1994). The TLFB obtained 90-day retrospective reports of
daily substance use. A frequency of substance use score was created
by summing the total number of substances used over the previous
90-day period of each assessment point.
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Results
Baseline Characteristics
Between-treatment equivalence was tested using analyses of
variance (for continuous variables) and chi-square tests (for categorical variables), and there were no significant differences (p ⬍
.05) between treatment groups at baseline on any variable, including arrest records. These results are summarized in Tables 1 and 2.

Response and Attrition Rates
One hundred 19 youth were screened for participation. Seven
declined to participate, resulting in a 94% response rate. Assessment attrition rates after randomization (total at each assessment
point) were: 6 months: 5%; 12 months: 19%; 18 months: 17%; 24
months: 16%. There were no differences in assessment follow-up
rates between the two treatments. See Figure 1 for details on the
CONSORT flowchart.

Data Analytic Approach
Latent growth curve (LGC) modeling using robust maximum
likelihood estimation (Curran & Hussong, 2003) was used to
analyze individual client change. Missing data were handled with
full information maximum likelihood estimation, under the assumption that the data were missing at random (MAR, Little &
Rubin, 1987). LGC modeling was conducted using Mplus (Version 6; Muthén & Muthén, 1998 –2010) and proceeded in two
stages. First, we tested a series of growth curve models representing possible forms of growth (e.g., no change, linear change,
discontinuous change) to determine the overall shape of the individual change trajectories. Given the shape of the observed average outcome trajectories, we initially tested a piecewise growth
model (Crawford, Pentz, Chou, Li, & Dwyer, 2003) with two
distinct phases of growth representing change during treatment
(between intake and 6-month follow-up) and maintenance of initial
gains (between 6- and 24-month follow-up). Second, we added
intervention condition and other covariates (gender, age, ethnicity,
and number of previous arrests) to the models to test the impact of
intervention type on initial status and change over time (i.e., the
intercept and slope growth parameters). Intervention effects were
demonstrated by a statistically significant slope parameter, as
tested by the pseudo z test associated with treatment condition.
Along with intervention condition, we tested the above mentioned
covariates. To account for possible outcome selection and suppression effects due to youth periodically being placed in controlled
environments (e.g., youth being detained; McCaffrey, Morral,
Ridgeway, & Griffin, 2007), we also included days in placement as

Table 1
Sample Characteristics
Variable

MDFT

AGT

Age [M (SD)]
Gender [n (%)]
Male
Female
Ethnicity [n (%)]
African American
Hispanic
Other
Yearly family income [median (SD)]
Family type [n (%)]
Both parents
Single parent-mother
Other
Substance use disorders [n (%)]
Cannabis abuse
Cannabis dependence
Alcohol abuse
Alcohol dependence
Other drug abuse
Other drug dependence
Comorbidity [n (%)]
Anxiety disorder
Major depressive disorder
Conduct disorder
Oppositional defiant disorder
ADHD

16.04 (1.12)

16.11 (0.93)

49 (89)
6 (11)

51 (89)
6 (10)

18 (33)
34 (62)
3 (5)
$19,000 (21,090)

22 (39)
32 (56)
3 (5)
$20,000 (19,303)

18 (33)
27 (49)
10 (18)

18 (32)
34 (60)
5 (9)

29 (53)
21 (38)
12 (22)
2 (4)
10 (18)
5 (9)

39 (68)
13 (23)
7 (12)
3 (5)
9 (16)
3 (5)

24 (44)
4 (7)
29 (53)
15 (27)
13 (24)

22 (38)
5 (9)
29 (51)
10 (18)
7 (12)

Note. MDFT ⫽ multidimensional family therapy; AGT ⫽ Adolescent group treatment; M ⫽ mean; SD ⫽
standard deviation; ADHD ⫽ attention deficit hyperactivity disorder.
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Table 2
Means and Standard Deviations for Substance Use, Delinquency, and Externalizing Symptoms
Intake
M (SD)

6 month
M (SD)

12 month
M (SD)

18 month
M (SD)

24 month
M (SD)

61.87 (43.27)
66.82 (41.82)

14.89 (31.62)
23.16 (41.87)

31.61 (47.45)
25.76 (40.00)

32.45 (36.91)
30.50 (34.80)

36.02 (45.46)
38.09 (39.98)

53.02 (14.97)
51.51 (12.03)

39.76 (15.01)
38.72 (12.82)

40.81 (14.20)
40.58 (16.74)

44.17 (14.82)
43.96 (16.72)

43.63 (16.78)
47.65 (19.38)

1.24 (1.41)
1.73 (1.80)

0.90 (1.55)
0.83 (1.48)

1.20 (1.69)
1.46 (1.93)

.63 (1.43)
.99 (1.41)

.85 (1.62)
1.07 (1.62)

0.34 (0.67)
0.47 (0.99)

0.23 (0.74)
0.20 (0.75)

0.33 (0.78)
0.19 (0.60)

0.06 (0.33)
0.20 (0.75)

0.17 (0.46)
0.30 (0.82)

52.44 (9.05)
52.00 (11.40)

47.44 (10.79)
46.37 (9.93)

45.63 (8.79)
46.16 (9.04)

46.64 (9.65)
45.76 (7.99)

45.78 (8.29)
47.60 (9.10)
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Outcome measure
TLFB drug
MDFT
AGT
PIC
MDFT
AGT
General delinquencya
MDFT T
AGT
Index offensesa
MDFT
AGT
Externalizing
MDFT
AGT

Note. TLFB ⫽ timeline follow-back (90 days); MDFT ⫽ multidimensional family therapy; AGT ⫽ adolescent
group treatment; PIC ⫽ Personal Involvement in Chemicals.
a
Variable log-transformed.

a covariate. Because distributions of participants’ self-reports of
delinquent behavior substantially deviated from normality, we
applied appropriate data transformation procedures to improve the
normality of the data (Tabachnick & Fidell, 2007). These transformations were successful in bringing skewness within acceptable
levels (less than 2). Furthermore, we used the robust maximum
likelihood estimator for all analyses to minimize the impact of
non-normality on the results. Both effect sizes (Cohen’s d) and
significance tests associated with intervention effects are reported.
Effect sizes were calculated using Feingold’s (2009) method for
growth curve modeling.
See Table 2 for means and standard deviations for each outcome
measure at each assessment point. Outcome results are presented
below by phases: Phase 1: intake through 6 months after intake, and
Phase 2: 7 months through 24 months after intake. Change in the
number of arrests from the year prior to entry into drug court were
analyzed using zero-inflated negative binomial specifications given
the nature of the outcome distribution (i.e., count data). See Table 3.

Intake to 6 Months Following Intake
As hypothesized, youth in both treatments showed significant
reduction in offending and substance use. The frequency of selfreported delinquent behaviors between intake and 6-month
follow-up as measured by the SRD General Delinquency (Mean
Slope ⫽ ⫺0.53, standard error [SE] ⫽ 0.18, pseudo z ⫽ ⫺2.96,
p ⫽ .003, d ⫽ 0.82) and Index Offenses scales (Mean
Slope ⫽ ⫺0.19, SE ⫽ 0.07, pseudo z ⫽ ⫺2.52, p ⫽ .012, d ⫽
0.22) indicate statistically significant reduction in delinquency
with effect sizes ranging from small for Index Offenses to medium
for General Delinquency. Externalizing symptoms as measured by
the YSR also significantly decreased from intake to 6 months after
intake for both treatments (Mean Slope ⫽ ⫺5.96, SE ⫽ 0.98,
pseudoz ⫽ ⫺6.08, p ⬍ .001, d ⫽ 0.99). The number of arrests
from the year prior to entry into the drug court, in comparison to
the drug court phase, indicated that youth in both treatments
showed significant decreases in the total arrests (Mean

Slope ⫽ ⫺1.60, SE ⫽ 0.18, pseudoz ⫽ ⫺8.97, p ⬍ .001, d ⫽
1.37), felonies (Mean Slope ⫽ ⫺1.71, SE ⫽ 0.32, pseudoz ⫽ ⫺5.26, p ⬍ .001, d ⫽ 1.10), and misdemeanors (Mean
Slope ⫽ ⫺1.80, SE ⫽ 0.22, pseudoz ⫽ ⫺8.30, p ⬍ .001, d ⫽
1.18)1. All effect sizes were in the large range.
With respect to substance use, from intake to 6-month follow
up, youth in both treatments showed a significant decrease in
substance use as measured by the TLFB and the PIC (TLFB
slope ⫽ ⫺46.31, SE ⫽ 4.60, pseudo z ⫽ 10.06, p ⬍ .001, d ⫽
3.63; PIC slope ⫽ ⫺13.30, SE ⫽ 1.61, pseudo z ⫽ 8.29, p ⬍ .001,
d ⫽ 5.21), with large effect sizes.

7 to 24 Months After Intake
We examined the extent to which the treatment gains obtained
in the drug court phase were maintained over time. We hypothesized that both groups would show an increase in delinquency,
externalizing symptoms, arrests, and substance use during the
follow-up phase, but that MDFT youth would show less increase
in this phase (i.e., greater maintenance of gains).
Unexpectedly, youth in both treatments maintained improvements
in self-reported delinquent behaviors. Overall, youth did not show
significant increases for any outcome (SRD General: Mean
Slope ⫽ ⫺0.10, SE ⫽ 0.07, pseudo z ⫽ ⫺0.13, ns; SRD Index
Offenses: Mean Slope ⫽ ⫺0.02, SE ⫽ 0.03, pseudo z ⫽ ⫺0.49, ns;
YSR Ext.: Mean Slope ⫽ 1.62, SE ⫽ 1.80, pseudo z ⫽ 0.90, ns). In
comparing the treatments, MDFT participants reduced their selfreported delinquency from the drug court phase through the follow-up
phase significantly more than AGT on the SRD Index Offenses scale
(treatment coefficient for slope ⫽ ⫺0.11, SE ⫽ 0.05, pseudo
z ⫽ ⫺2.06, p ⫽ .040, d ⫽ 0.38), and on the externalizing scale of the
YSR (treatment coefficient for slope ⫽ ⫺.1.34, SE ⫺0.65, pseudo
z ⫽ ⫺2.06, p ⫽ .039, d ⫽ 0.39).The SRG General Delinquency
1
The zero-inflated portions of the distributions were nonsignificant for
each outcome here and below with the 7–24 month trajectories.
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Assessed for eligibility
(n = 119)
Excluded (n = 7)
Refused to participate
(n = 7)
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Randomized
(n = 112)

Allocated to MDFT
(n = 55)
Received intervention (8 or more
sessions)
(n = 53)
Did not receive intervention
(n = 2)
Reasons
•
•

Allocation

•
•

Refused Tx (n = 1)
Attended between 1 – 7
sessions (n = 1)

Lost to follow-up (6m n= 1)
(12m n= 9)
(18m n=8)
(24m n=4)

Allocated to AGT
(n = 57)
Received intervention (8 or more
sessions)
(n = 49)
Did not receive intervention
(n = 8)
Reasons

Follow-Up

Refused Tx (n=5)
Attended between 1 – 7
sessions (n = 3)

Lost to follow-up (6m n= 5)
(12m n=12)
(18m n=11)
(24m n=14)
Give reasons

Give reasons
•

•

Unable to locate family
(n= 22)

Analyzed (n = 55)

•

Analysis

Excluded from analysis (n = 0)

Unable to locate
family (n= 39)
Youth deceased (n = 3)

Analyzed (n= 57)
Excluded from analysis (n = 0)

Figure 1. Consort E—flowchart.

results showed a similar but not statistically significant pattern of
greater reduction in criminal behavior in MDFT than AGT during this
period (treatment coefficient for slope ⫽ ⫺0.17, SE ⫽ 0.12, pseudo
z ⫽ 1.44, p ⫽ .151, d ⫽ 0.31).
As hypothesized, in comparison to the drug court phase,
across treatments, youth had an increased number of arrests
during the 24-month follow-up period (Mean Slope ⫽ 1.02,
SE ⫽ 0.21, pseudo z ⫽ 4.91, p ⬍ .001, d ⫽ 0.88), including
both misdemeanors (Mean Slope ⫽ 1.15, SE ⫽ 0.28, pseudo
z ⫽ 4.06, p ⬍ .001, d ⫽ 0.76) and felonies (Mean Slope ⫽ 1.38,
SE ⫽ 0.34, pseudo z ⫽ 4.05, p ⬍ .001, d ⫽ 0.88). However,
although there was an in increase in follow-up period arrests in
comparison to the drug court phase, it should be recognized that
the arrest rate in this period was still significantly lower than
baseline levels. Comparing the two treatments, results indicate

that youth receiving MDFT had a significantly lower increase in
felony arrests in comparison to AGT (treatment coefficient for
slope ⫽ ⫺1.36, SE ⫽ 0.69, pseudo z ⫽ ⫺1.98, p ⫽ .048, d ⫽
0.96). There were no differences between the two treatments
with respect to total number of arrests or misdemeanors during
this period (See Table 3).
As hypothesized, during the follow-up phase in comparison to
the drug court phase, substance use increased for both treatments,
but also remained below baseline values (TLFB, slope ⫽ 4.19,
SE ⫽ 1.53, pseudo z ⫽ 2.73, p ⬍ .01, d ⫽ .47; PIC, slope ⫽ 2.18,
SE ⫽ 0.68, pseudo z ⫽ 3.21, p ⬍ .001, d ⫽ 0.42). The results for
the PIC indicate a nonsignificant but moderately sized effect
favoring MDFT. Youth in MDFT reported having less of an
increase (8%) in substance use problems between 7 and 24 months
than adolescents who received AGT (19% increase; treatment
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Table 3
Means and Standard Deviations for Juvenile Court Records
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12 months prior Intake to 6-month 6- to 24-month
to study entrya
follow-up
follow-up
Outcome variable
M (SD)
M (SD)
M (SD)
Arrests
MDFT
AGT
Felonies
MDFT
AGT
Misdemeanors
MDFT
AGT

1.87 (0.94)
2.11 (1.18)

0.47 (0.77)
0.32 (0.69)

0.95 (1.24)
1.19 (1.54)

0.96 (1.22)
1.47 (1.80)

0.27 (0.78)
0.16 (0.65)

0.62 (1.21)
1.07 (1.58)

1.78 (1.57)
2.19 (1.94)

0.40 (0.68)
0.25 (0.51)

0.98 (1.53)
0.95(1.52)

a

There were no between treatment differences in arrests, felonies, or
misdemeanors in the period of 12 months prior to study entry.

coefficient for slope ⫽ ⫺2.43, SE ⫽ 1.38, pseudo z ⫽ 1.76, p ⫽
.078, d ⫽ 0.54).

Discussion
The primary question addressed in this study is whether or not
type of treatment—peer group-based versus family-based—influences short, and especially longer-term, outcomes among youth
enrolled in a juvenile drug court. During the drug court phase,
there were no statistically significant treatment differences on any
of the outcomes measured. For both treatments, the results revealed impressive reductions in delinquent behaviors, externalizing symptoms, rearrests, and substance use. Frequency of substance use decreased 76% from intake to 6 months after intake for
MDFT and 65% for AGT. During the same period, both groups
showed an over 70% reduction in arrests. Thus, both treatments
were effective during drug court.
Comparing the two treatments during the follow-up phase, it
should be recognized that in no instance did the nonfamily-based
AGT produce outcomes that were significantly better than the family
treatment. Youth in both treatments showed an increase in substance
use in the follow-up phase as compared to the drug court phase, but
still remained significantly below baseline levels. For example, at 24
months, number of days used (in the previous 90 days) was 40%
lower than at intake. There were no statistically significant differences
between the two treatments on substance use.
During the follow-up phase, MDFT produced significantly better outcomes than AGT on youth self report of delinquency and
externalizing symptoms. For example, on the measure of serious
crime (SRD-Index Offenses), youth in MDFT continued to report
a decrease in these behaviors in the follow-up phase, with a 26%
decrease from the drug court phase to 24 months, and a 50%
reduction from intake to 24 months after intake. In contrast, youth
in AGT reported a 33% increase in serious delinquent behaviors
from the drug court phase to 24-month follow-up and an overall
decrease of 36% from intake to 24 months.
With respect to rearrests during the follow-up phase, there was
no difference between the conditions on total arrests or misdemeanors (38% of MDFT and 42% of AGT were rearrested). On
felonies, however, youth who received MDFT showed less of an
increase in arrests from the drug court to the follow-up phase; 22%

239

of MDFT youth versus 32% of AGT youth had a felony arrest
during this period.
These results compare favorably with results from previous
studies of JDC. For example, a quasi-experimental multisite study
found that drug court participants were significantly less likely
than a matched comparison sample to be arrested at 28 months
after enrollment into a JDC, with 58% of JDC youth and 75% of
comparison youth being arrested in this period (Shaffer, Listwan,
Latessa, & Lowenkamp, 2008). Henggeler et al. (2006) reported
that youth in JDC and regular juvenile court both had a 62%
rearrest rate during the year after drug court enrollment.
Several limitations of the current study should be noted. The major
limitation was that there was no comparison of youth in a nondrug
court setting. Although the time effects are strong and significant, the
results cannot address whether or not drug court outcomes are better
than outcomes achieved in traditional juvenile court. The second
limitation is that this study focused on one particular drug court in one
community, and thus generalizability to other jurisdictions cannot be
assumed given variability among drug courts. Third, the sample was
primarily Hispanic (59%) and African American (36%), and male
(89%), and hence the results may not be easily generalized to females
or youth of other racial and ethnic groups. Fourth, the sample size was
fairly small for this type of study and the results may ultimately prove
unstable in a replication with a larger sample size. The final limitation
that should be recognized is that although this study was designed to
compare two distinct treatment formats (group vs. family), it is possible that individual attention that could be provided by the family
therapists (even if divided across family members) in comparison to
the group therapists (attention divided across multiple group members) could have influenced the positive MDFT results.
The study also has significant strengths. First, study methods were
state-of-the-science. This study used a conservative intent-to-treat
longitudinal design, had a high participant response rate, very little
missing data, and employed sophisticated statistical methods. Second,
as an effectiveness study, these results may be more readily applied to
other real-world settings. It utilized the existing JDC inclusion and
exclusion criteria, and therapists in both treatments were employed by
community providers affiliated with drug court and were not research
therapists. Third, the study included a 24-month follow-up, which is
rare in adolescent treatment research.
The problem of youth crime and substance use is undoubtedly a
public health and safety issue of the utmost significance. Judicial
systems have turned to drug courts as a setting where offenders can
acquire the tools needed to turn their lives and become productive
members of society (Tauber & Snavely, 1999). However, many
questions remain regarding the effectiveness, essential features, and
long-term influence of juvenile drug courts on criminal behavior and
substance abuse. The results from this study suggest that the implementation of family therapy interventions in juvenile drug courts
might improve long-term outcomes, especially with respect to what is
arguably the primary objective of juvenile drug courts, that is, reduction in criminal behavior and rearrest (Mitchell et al., 2012). More
research is needed on the effectiveness of juvenile drug courts generally and whether family therapy interventions—with their focus on
empowering families by improving parenting practices and family
relationships— can enhance and sustain drug court outcomes longer
than nonfamily-based interventions.
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