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Introduction

Multisystemic Therapy (M ST) isoffering new hope
toyoung peoplewith seriousbehavioral disordersand
their families. Too often, traditional mental health ap-
proachesfor serious, violent, and chronicjuvenileoffend-
ersand programsfor treating adol escent drug and
substanceabusershavefailed to substantiatetheir effec-
tivenessto reduceor correct undesirablebehaviors. The
MST model, developed inresponsetothelack of
scientifically validated, cost-effectivetreatment options,
hasproveneffectiveinreducing antisocia behavior
among diversepopul ationsof seriousand chronicjuvenile
offenders.

What isMST?

MST isafamily- and home-based treatment that
strivesto changehow youthfunctionintheir natural
settings—home, school, and nel ghborhood—inwaysthat
promotepositivesocial behavior whiledecreasing
antisocia behavior. This“ multisystemic” gpproachviews
individual sasbeing surrounded by anetwork of intercon-
nected systemsthat encompassindividual, family, and
extrafamilia (peer, school, neighborhood) factorsand
recogni zesthat intervention oftenisnecessary inacombi-
nation of thesesystems. M ost significantly, theconceptual
framework of M ST fitsclosaly with theknown causesof
delinquency and substanceabuse. M ST addressesthese
factorsinanindividualized, comprehensive, andinte-
grated manner.

Based onthephilosophy that themost effectiveand
ethical routeto help childrenandyouthisthroughhelping
their families, MST viewsparent(s) or guardian(s) as
valuableresources, evenwhenthey have seriousand
multipleneedsof their own.

Theprimary goalsof MST areto: (a) reduceyouth
crimind activity; (b) reduceother typesof antisocial
behavior such asdrug abuse; and (c) achievethese
outcomesat acost savingsby decreasing ratesof incar-

ceration and out-of-homeplacement.

Target Population

M ST targetschronic, violent, or substance-abusing
maleand femal ejuvenileoffendersat risk of out-of-
home- placement. The“typical” MST youthis14-16
yearsold: livesinasingle-parent homethat ischaracter-
ized by multipleneedsand problems; hasmultiplearrests
orisachronicoffender; isdeeply involvedwithdelin-
quent peers; hasproblemsat school or doesnot attend;
and abuses substances (marijuana, alcohol, cocaine).

M ST hasproveneffectiveinreducingantisocia
behavior among diversepopul ationsof seriousand
chronicjuvenileoffenders. Researchhasshownthat this
approachiseffectivewithyouth (andtheir families) of
different ages, socioeconomic status, and cultural back-
grounds(i.e., African Americanand Caucasian). Studies
areunderway to determinetheeffectivenessof usingthe
M ST model with other populationsof youthswho have
seriousclinical problems(e.g., For youthsexperiencing
mental healthemergenciesM ST may beusedasan
dternativeto psychiatrichospitdization.).

How are Services Delivered?

MST typicaly usesthefamily preservationmodel of
serviceddivery, wheretherapistshavesmall casel oads
(4-6families); areavailable24 hoursaday, 7 daysa
week; and provideservicesinthefamily’ shomeat times
convenienttothem. Theaveragelength of treatmentis
about 60 hoursof contact provided duringa4-month
period. Thefamily preservation model reducesthe
barriersthat keepfamiliesfromaccessing services.

M ST therapi stsfocuson empowering parentsby
usingidentified strengthsto devel op natural support
systems(e.g., extended family, neighbors, friends, and
churchmembers) and removebarriers(e.g., parenta
drug abuse, high stress, and poor rel ationshipswith
mates) toimprovetheir capacity tofunctionaseffective



parents. Thisprocessisviewed asacollaboration
betweenthefamily andtherapist, withthefamily taking
thelead in setting treatment goal sand the therapi st
suggesting waysto accomplishthesegoals.

Onceengaged, the parent(s) or guardian(s) consult
withtheM ST therapist onthebest strategiesto, for
example, set and enforcecurfewsandrulesinthehome,
decreasetheadol escent’ sinvolvement with deviant peers
and promotefriendshipswith prosocia peers, improve
theadol escent’ sacademic and/or vocationa perfor-
mance, and copewiththecriminal subculturethat may
existintheneighborhood.

Saffing. Treatment teamstypically consist of three
master’ slevel counsalorswhoreceveclinica supervison
fromadoctoral level menta hedlth professional. Each
treatment team providesservicesfor about S0familiesa
year.

Training. TraininginusingtheM ST model ispro-
videdinthreeways: (1) Fivedaysof introductory training
areprovidedfor al staff whowill treat and/or clinically
superviseM ST cases, (2) Treatment teamsandtheir
clinical supervisorsreceiveweekly telephoneclinical
consultationfromtrained M ST experts, and (3) One-and
one-half-day training“ booster” sessionsareprovided
quarterly.

How EffectiveisMST?

Theeffectivenessof M ST hasbeen supported by
severd controlled evaluations(e.g., Borduin, Henggeler,
Blaske, & Stein, 1990; Borduin, Mann, Cove,
Henggeler, Fucci, Blaske, & Williams, 1995; Henggeler,
Borduin, Melton, Mann, Smith, Hall, Cone, & Fucci,
1991; Henggeler, Melton, Brondino, Sherer, & Hanley
(1997); Henggeler, Melton, & Smith, 1992; Henggeler,
Rodick, Borduin, Hanson, Watson, & Urey, 1986).

Followingtreatment, youthswhoreceivedM ST
reported significantly lessaggressionwith peersandless
involvementincrimina activity thanyouthsreceivingusua
services(Henggeler etal., 1992). Moreover, families
receiving M ST reported significantly morecohesionthan
non-M ST families. Importantly, MST wasequally
effectivewithyouthsandfamilieswithdifferent strengths
andweaknessesand withfamiliesof divergent socioeco-
nomicand racial backgrounds.

Follow-up studieswith childrenandfamilies2years
after referral (Henggeler, Melton, Smith, Schoenwald, &
Hanley, 1993) and 4 yearsafter referra (Borduineta.,
1995) supportedthelong-term effectivenessof MST. In

addition, despiteitsintensity, MST wasarelatively
inexpensveintervention. Withasmall clienttotherapist
ratio (4:1) and acourseor treatment lasting 4 months, the
cost per client for treatment intheM ST group wasabout
one-fifththeaveragecost of aninstitutional placement.

Thedemonstrated successof theM ST model hasled
tosevera randomizedtria sand quasi-experimental
studiesaimed at extending theeffectivenessof MST to
other populationsof youthwith seriousclinical problems
andtheirfamilies.

Conclusion

M ST wasdevel opedto addressseveral limitationsof
existing menta health servicesfor seriousjuvenileoffend-
ers, suchasminimal effectiveness, high costs, andlow
accountability of serviceprovidersfor outcomes. It has
proveneffectiveinreducinglong-termratesof criminal
offendinginseriousjuvenileoffendersandinreducing
ratesof out-of-homeplacementsfor seriousjuvenile
offenders. Themodel hasachieved favorablecost-saving
outcomescompared tousua menta healthandjuvenile
justiceservices. Inaddition, resultsarepromisingin
studiesof theuseof M ST with other popul ationsthat
present complex clinical problems(e.g., youthsexperi-
encing psychiatricemergencies, substance-abusing
parentsof young children).

TheOfficeof JuvenileJusticeand Delinquency
Prevention (OJIDP) hasfundedtheM ST Ingtitute
throughthe Consortiumon Children, Families, andthe
Law (throughitsadministrativehub, thel nstitutefor
Familiesin Society at theUniversity of South Carolina) to
producesupervisory and organi zational manualsand
measurement methodsthat will promoteM ST treatment
fidelity, andwill establishM ST programsin severa new
sites. Thisproject will helpto provideameansfor
effective, large-sca edisseminationand evaluation of the
MST mode.



For Further Information
For more information about research-rel ated issues, contact:

Dr. Scott W. Henggeler

Family ServicesResearch Center

Department of Psychiatry and Behavioral Sciences
Medical University of South Carolina

67 President Street, Suite CPP

P.O.Box 250861

Charleston, SC 29425

843-876-1800

843-876-1845(Fax)

For moreinformation about program devel opment, dissemina-
tion, and training, contact:

Mr.Kédler Strother

MST Services, Inc.

268 West Coleman Boulevard, Suite 2E
Mount Pleasant, SC 29464
843-856-8226ext. 11

843-856-8227 (Fax)

Note

This Fact Sheet was developed under a grant from the
Office of Juvenile Justice and Delinquency Prevention,
Office of Justice Programs, U.S. Department of Justice
(grant number 980JN-FX-0015) to the Institute for
Familiesin Society at the University of South Caro-
lina. Points of view and opinions in this publication
are those of the authors and do not necessarily
represent the official position or policies of the U.S.
Department of Justice.
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MST Treatment Principles

1

The primary purpose of assessment is
to understand the fit between the
identified problems and their broader
systemic context.

. Therapeutic contacts emphasize the

positive and use systemic strengths as
leversfor change.

. Interventions are designed to promote

responsible behavior and decrease
irresponsible behavior among family
members.

. Interventions are present focused and

action oriented, targeting specific and
well-defined problems.

. Interventions target sequences of

behavior within and between multiple
systems that maintain the identified
problems.

. Interventions are developmentally

appropriate and fit the developmental
needs of the youth.

. Interventions are designed to require

daily or weekly effort by family
members.

. Intervention effectivenessis eval uated

continuously from multiple perspec-
tives with providers assuming ac-
countability for overcoming barriers
to successful outcomes.

. Interventions are designed to promote

treatment generalization and long-
term maintenance of therapeutic
change by empowering caregiversto
address family members needs across
multiple systemic contexts.




