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Rationale and Objectives.  Drug abuse and related risk behaviors by young offenders are among the 
nation’s most urgent public health priorities (National Center for Juvenile Justice, 2001). Substance abuse 
continues to increase steadily among juvenile justice involved youth (Golub & Johnson, 2001), with a 
large proportion (60%) exhibiting drug problems severe enough to require intervention (Farabee et al, 
2001; DOJ, 2000). Further, incarcerated juveniles probably represent the largest concentration of youth 
infected with or at high risk for HIV due to drug use and unsafe sexual behaviors (CDC, 1996). While 
juvenile detention facilities have the potential to identify and offer services to many drug involved juvenile 
offenders (American Academy of Pediatrics: Policy Statement 2001), in reality these settings offer very 
limited treatment opportunities or referrals to agencies following release (NIDA, 2002). More effective and 
coordinated intervention at the point of the youth’s entry into detention is needed in order to better 
facilitate reentry into community life. In other words, successfully engaging youth while they are still in 
detention might form a necessary and often missing bridge back to community life, and consequently help 
in halting the insidious cycle of youth drug abuse, sexual risk taking, and criminal activity. As such, this 
multi-site study will develop and test a cross-systems, family-based, drug abuse and HIV/STD 
intervention for substance abusing juvenile offenders based on Multidimensional Family Therapy (MDFT), 
an efficacious family-based intervention which has been tested and refined over the past 20 years (e.g., 
Liddle et al. 2002). The treatment administered in this study will vary from those administered in prior 
clinical trials across three critical dimensions: a) service delivery will commence while the youth is still in 
detention; b) the MDFT treatment package will be augmented to include an explicit focus on cross-
systems coordination of services; and c) a two-session, five hour, multiple family group-based HIV/STD 
prevention module will occur during the course of therapy. As such, MDFT-CS is uniquely positioned to 
meet the diverse service needs of study youth and their families.  
 

Multiple systems oriented family-based treatments hold considerable promise in the search for 
viable and effective interventions for detained drug abusing adolescents (Liddle, 2004). These treatments 
have demonstrated success with juvenile justice involved drug abusing youth (Henggeler et al., 1991; 
Rowe & Liddle, 2003). They are specifically designed to work collaboratively with the multiple systems 
that impact the teen’s and family’s life (e.g., juvenile justice authorities and social service agencies). 
MDFT (Liddle, 2002), for instance, has been more effective than a range of other treatments in reducing 
substance use and delinquency, and in increasing the prosocial behaviors of substance abusing, juvenile 
justice involved adolescents (Liddle et al., 2001; Liddle et al., 2004). MDFT has potential as an integrative 
juvenile detention intervention, given its strong empirical base, significant cost savings in comparison to 
standard treatments (French et al., 2002), successful adoption in practice (Liddle, Rowe, et al., 2002), 
and its well articulated protocols for working collaboratively with juvenile justice (Liddle, 2002).  
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Study Characteristics.  
 

Design. The study is a three-site randomized clinical trial, with sites in Miami, Florida, Tampa, 
Florida, and Providence, Rhode Island. A total of 300 participants entering detention facilities will be 
randomized to either MDFT-CS or the Enhanced Services As Usual condition. Participants. The sample 
will include youth ages 13 to 17. Based on demographics of clinical samples from these regions, the total 
sample is expected to be primarily male (approximately 80%) and from ethnic minority groups (40% 
Hispanic, 40% African American). Procedures. Adolescents and parent-figures will be assessed using 
standard measures on multiple occasions over a one-year period. Measures. The comprehensive 
interview battery will assess various individual-, family-, peer-, and systems-level factors (e.g., substance 
use, delinquency, high-risk sexual behavior, school problems, family conflict, peer delinquency, and 
coordination of services between drug abuse treatment and juvenile justice system). In addition, biological 
markers of substance use and STD infection (gonorrhea, chlamydia, and trichomonas) will be obtained 
and economic cost and benefit analyses will be conducted. 
 

Interventions. Common Components While in detention, youth in both conditions will receive a 
one-hour, interactive HIV/STD intervention; youth will also receive standard health care and crisis 
intervention as necessary. 

 
MDFT-CS A therapist will begin working on engagement and foundation building with an 

adolescent and his/her family during the youth’s detention. Upon release, therapy will focus on the core 
problem areas of drug use, delinquent behavior, and high-risk sexual behaviors. Protective factors 
present in the youth’s environment (e.g., supportive family relations) will be mobilized as well. A typical 
course of MDFT includes a combination of individual- and family-based intervention aimed at changing 
the adolescent, parent-figure(s), family interaction, and family functioning. Therapists will also work to 
facilitate cross-system collaborations (e.g., by establishing and maintaining contact with judges, probation 
officers, and key school personnel). Also, as a component of the overall intervention, therapists will 
deliver a state-of-the-art family-based HIV/STD intervention component targeting high-risk sexual 
behavior through the use of empirically supported principles and techniques. 

 
Comparison Intervention The comparison intervention is referred to as Enhanced Services As 

Usual (ESAU) for two primary reasons. First, individuals will participate in an HIV/STD intervention during 
their detention. Second, youth will be referred to a high-quality, outpatient, substance abuse treatment 
that will commence upon the youth’s release from detention.  

 
Hypotheses. In general, it is hypothesized that MDFT-CS youth will report more favorable 

outcomes over time than will ESAU youth. Following are examples of some specific hypotheses. 
Implementation Feasibility MDFT-CS youth will report higher levels of treatment satisfaction than will 
ESAU youth. Cross-System Coordination of Services MDFT-CS therapists and probation officers will 
report higher levels of collaboration than will ESAU therapists and probation officers. Clinical 
Effectiveness MDFT-CS youth will report lower levels of past ninety-day substance use than will ESAU 
youth. Past ninety-day arrest rates will be lower for MDFT-CS youth than for ESAU youth. Economic 
Benefit Cost It is hypothesized that the MDFT-CS intervention will result in significantly greater economic 
benefits than will the ESAU intervention.  

 
Summary.  The current study is a multi-site effort to test the possible benefits of a comprehensive family-
based intervention (MDFT-CS) relative to an Enhanced Services As Usual condition for drug abusing 
juvenile offenders. Because these youth are at increased risk for several negative outcomes—including 
persisting substance use disorders, subsequent incarceration, and HIV—this study has important public 
health implications. MDFT-CS is consistent with recommendations of policy makers, researchers, clinical 
providers, and juvenile justice experts: it is multiple systems oriented, comprehensive, and integrated into 
the juvenile justice system. Because of its real-world application and its assessment of the economic as 
well as clinical impact of the intervention, this study has the capacity to develop new knowledge about 
juvenile justice and substance abuse treatment system impact. Ultimately, the study aims to inform 
strategies about how science based practices can be adapted to the realities of these service systems.  
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