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Abstract
Engagement of high-risk adolescents and their families in treatment is a considerable challenge for
service providers and agencies. Despite its importance, little research has been conducted that
explores this important treatment process. To address this gap, a test of an innovative method to
improve engagement in family therapy was undertaken. Findings of this study of 42 intervention
group families and 41 comparison group families (N=83) suggest that augmenting in-home family
therapy with short and creative experiential activities can significantly increase engagement and
retention in treatment. Further research of engagement as a mechanism of change in family-based
treatment is needed.
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Introduction
Engagement and retention of high-risk adolescents and their families is a serious challenge for
providers in community social service agencies. Research on rates of engagement has shown
that 40-60% of families who begin services terminate prematurely (Coatsworth, Santisteban,
McBride, & Szapocznik, 2001) and only 22% of families seeking treatment for a youth
behavior problem actually complete initial assessments (Szapocznik, Perez-Vidal, Brickman,
Foote, & et al., 1988). Because clients who inconsistently participate in the therapeutic process
and prematurely terminate from treatment are less likely to successfully attain treatment goals
(Dakof, Tejeda, & Liddle, 2001), providers need therapeutic tools to improve engagement and
retention strategies.

Despite the need for understanding the critical components of successful treatment outcomes,
little is known concerning the mechanisms involved in the process of treatment engagement
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and retention (Kazdin & Nock, 2003). In an effort to address this gap, this study reports on a
test of an innovative method to improve engagement and retention in family therapy sessions
in comparison to family therapy treatment as usual. Experiential activities were incorporated
in family therapy sessions delivered in the family's home environment. These activities were
developed as creative techniques designed to increase youth and families' participation in
treatment sessions, improve their capacity for relationship building, and increase the likelihood
of treatment completion.

Engagement and Retention
Engagement is a complex and crucial component of effective treatment that increases retention
in services - a requirement for successful outcomes and behavior change (Simpson, Joe,
Rowan-Szal, & Greener, 1995). Engagement is typically defined across general dimensions of
therapeutic involvement and participation during treatment. Clients who are engaged in the
treatment process are more likely to bond with therapists, endorse treatment goals, and
participate to a greater degree during treatment (Broome, Joe, & Simpson, 2001). Providers
who actively work to increase client engagement are likely to build stronger alliances with
their clients and elicit greater client investment in the treatment process (Dearing, Barrick,
Dermen, & Walitzer, 2005).

Retention refers to the duration of treatment and represents a global indicator of the dose of
treatment (Joe, Simpson, & Broome, 1998). Among clients who initiate treatment, retention
has been shown to be a challenging clinical task (Coatsworth et al., 2001), but has been shown
to be the single best predictor of positive outcomes (Joe et al., 1998). Clients who leave services
prematurely are less likely to show the clinical gains found among service completers (Stanton
& Shadish, 1997) and 40%-60% of adolescents who begin treatment terminate prematurely
(Kazdin & Wassell, 1999). Thus, retention is an important area of clinical focus.

In-home Family Therapy
Considerable empirical support confirms the effectiveness of including family members in
therapy with adolescents (Liddle et al., 2001; Stanton & Shadish, 1997). In addition, delivery
of family therapy in the home of clients has also been shown to significantly increase attendance
and participation of adolescents and their families in therapeutic sessions when compared to
office-based therapy (Slesnick & Prestopnick, 2004). Home-based family therapy has been
found more effective than peer groups (Liddle et al., 2001), parent education (Joanning, Quinn,
& Mullen, 1992), multi-family interventions (Liddle, 1995), and individual counseling
(Henggeler et al., 1991).

Researchers and practitioners have noted that barriers to families' seeking and engaging in
traditional office-based family therapy include the lack of reliable transportation, inconsistent
or late work schedules, few financial resources, and child care difficulties (Kazdin & Wassell,
1999). Home-based services address these barriers and have been shown to improve the
therapeutic alliance, compliance with treatment requirements, and engagement (Lay, Blanz, &
Schmidt, 2001).

Incorporating creative approaches in home-based family therapy has also been suggested as a
means of increasing families' engagement and ultimately improving family-child interactions
(Gil & Sobol, 2005). Experiential techniques are creative activities that focus on involvement
and interaction between youth and parents rather than simply talking and discussing problems.
Experiential “family play” techniques may be uniquely beneficial for in-home family therapy
as they provide clinicians with opportunities to view families' interaction patterns and join with
them in creative ways. Experiential strategies create more interest than verbal discussions alone
and offer families new channels for communication (Cheung, 2006).
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As the above research suggests, there is empirical support for home-based family therapy;
however, methods to increase engagement and retention remain largely untested. To address
this gap, this study tested experiential activities within home-based family therapy in
comparison to family therapy delivered in a more typical office-based setting without the
inclusion of experiential methods. Families' engagement and retention in treatment are
compared across intervention and comparison groups

Methods
Participants

Referrals to the study were obtained from a social service agency in central Texas that serves
families seeking assistance for an adolescent child struggling with delinquency, truancy, family
conflict, and/or running away. Following the admission/intake process, agency staff presented
families with the opportunity to learn about the study. Inclusion criteria for recruitment were:
(1) the identified youths were 12-17 years of age at the time they sought services and were
living at home, (2) the family resided within a 30-mile radius of the social service agency, and
(3) at least one parent was willing to participate in family therapy sessions and provide consent
for the youth to participate.

Parents and youth who agreed to be contacted by research staff for possible participation in
the study were provided a full explanation of the study. Typically these contacts were made
over the phone, followed by a visit to the family's home to complete the written consent/assent
process. Prior to contacting the family, research staff used an over-flow design to determine
the group to which the family would be invited to participate. Because only two therapists
delivered the home-based family therapy intervention, families were offered participation in
the intervention group only if an intervention group counselor had an available opening;
otherwise, they were offered participation in the comparison group who received services as
usual.

Procedures & Treatment Methods
Once the family had verbally agreed to participate, the written consent, assents, and pretests
were completed in the family's home. One parent and the identified youth completed
questionnaires that included various standardized measures. Following the family's completion
of treatment (approximately 12 weeks), a posttest was conducted that included measures nearly
identical to those on the initial questionnaire. In addition, researchers documented the number
of sessions each family attended over the 12 week period. Youth and parents in both conditions
received compensation for their time to complete questionnaires.

Family Therapy Modality for Intervention and Comparison Conditions—Social
service agencies throughout Texas who receive specific grant funding to provide treatment to
families with high-risk adolescents are required to utilize and receive continuous training in
solution-focused family therapy. The solution-focused approach is a change-oriented
intervention that uses a strengths-based approach. Therapists encourage clients to explore what
they want to be different in their lives (goals) and help to identify client resources and strengths
that can be used to achieve those goals (Berg & DeJong, 1996). Recent meta-analyses of studies
employing solution-focused methods delivered within community settings have indicated this
approach achieves positive results in family settings when compared to “treatment as
usual” (Kim, 2008). Family therapy sessions are typically provided in office-based settings by
Masters of Social Work-level therapists who received monthly training and supervision
concerning solution-focused methods; all comparison group participants received therapy
sessions in office-based settings.
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Intervention Group - Family Therapy enhanced with experiential activities in
home setting—The intervention condition included the same core solution-focused family
therapy as described above; however, all sessions took place in clients' homes and included
the addition of experiential activities. This enhanced treatment consisted of conducting one of
nineteen experiential activities during each in-home family therapy session, followed by
discussions between family members and therapists as directed by the solution-focused
approach. The experiential and skill-building exercises were developed to target specific
individual and/or family problems, such as expressing feelings, coping, building relationships,
and communication. Two Masters of Social Work-level therapists (one male, one female) with
more than nine years of experience provided treatment for this intervention group. Each had
advanced clinical practice experience and received on-going, monthly training and supervision
related to solution-focused methods and specific training related to delivery of the experiential
activities. Each therapist selected the activity s/he felt was best able to promote achievement
of identified goals during home-based family therapy sessions.

Measures
Retention in treatment was measured by the number of sessions completed by each family. In
addition to monitoring retention, parents and youth in both groups completed questionnaires
at pre- and post-treatment to measure treatment engagement.

Various aspects of engagement were assessed using The Client Evaluation of Self & Treatment
(CEST). This measure was designed to monitor clients' needs and performance and determine
changes from pre to post treatment on various dimensions of the treatment process (Joe,
Broome, Rowan-Szal, & Simpson, 2002). The CEST consists of 144 items that measure five
dimensions of treatment: treatment motivation, treatment process, psychological functioning,
social functioning, and social network support. Examination of the psychometric properties of
the CEST showed adequate reliability (α ≥ .70) for the subscales and good construct validity
(Joe et al., 2002). For this current analysis, only treatment process variables are reported.

Data Analysis
Following descriptive analyses, chi-square and t-tests were conducted to determine differences
between intervention and comparison groups for youth and parent sample characteristics.
Retention rates were calculated based on the number of family sessions attended. T-tests were
then conducted to determine differences between groups on measures of engagement
(satisfaction, participation, and counselor rapport).

Results
Sample Demographics

The study sample included 83 families: 42 intervention and 41 comparison families. Youth in
both groups were about 14 years of age (SD±1.5); parents were approximately 42 years of age
(SD±9.4). Participating families were predominantly Hispanic/Latino (N=44, 53%), White
(N=14, 17%) or African American (N=11, 13%). Most parents were employed full-time
(N=42, 52%), had some college education (N=39, 47%), and were two-parent families (N=49,
59%). Few significant differences were found between intervention and comparison group
characteristics; however, intervention group parents were significantly older (M=44.1, SD±9
years) than comparison group parents (M=39.8, SD±9.5 years, t = -2.03(df=81), p≤.05;
intervention group families had fewer children (M=2.14, SD±1.0) than did comparison families
(M=2.61, SD±1.1, t =2.05(df=81), p≤.05, and fewer intervention families had two parents in
the home (47.6%) than comparison families (70.7%), χ2(df=1)=4.58, p ≤.05.
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Retention in Treatment
Participants who received home-based family therapy enhanced with experiential activities
remained in treatment dramatically longer than the comparison group. Analyses of treatment
retention (see Figure 1) showed that 80% (n=33) of intervention families completed at least
11 sessions and 67% (n=28) completed all 12 sessions. Among comparison families, only 7%
(n=3) completed 11 sessions and 7% (n=3) completed all 12 sessions. The majority of
comparison families (53%; n=23) only completed 3 sessions. The average number of sessions
for the intervention group was 9.6 (SD=3.1) and 4.4 (SD=3.9) for the comparison group, a
statistically significant difference, t =-6.66(df=81), p<.001.

Engagement Measures
Differences between intervention and comparison groups on measures of engagement were
assessed following families' final treatment session. Findings indicated that parents in the
intervention group reported greater satisfaction with treatment (M=41.6, SD±6.4) than did
parents in the comparison group (M=38.4, SD±6.9), t =-2.18(df=81), p=.03. Parents in the
intervention group also reported better rapport with their counselor (M=42.5, SD±5.1), than
did parents in the comparison group (M=39.7, SD±6.6), t = -2.19(df=81), p=.03. No differences
were found between parents in the intervention group and comparison group on their level of
session participation. Youth responses to these same measures were not significantly different
between the two groups.

Discussion
This study was a test of a novel approach to engaging high-risk youth and their families in
family therapy. Findings suggest that augmenting home-based family therapy with creative
experiential activities can significantly increase retention in treatment. This finding is
especially noteworthy, as increasing retention – a pivotal element of service provision to high-
risk youth and their families – is a major challenge for social work practitioners. It is common
for families to forget appointments when they must go to an office. Even though agency
counselors are encouraged to call their clients prior to their meeting to remind them of the
session, it is common for families to forget appointments when they must go to an office.
Transportation to the agency, a barrier to treatment engagement, is also not an issue with home-
based services.

Families in the intervention group noted greater satisfaction with treatment and rapport with
their counselor than comparison group families. These findings may indicate that the creative,
even fun, methods incorporated in the experiential activities assist parents in feeling more
positive about their experiences in treatment. Although youth reports did not show differences,
qualitative follow up interviews with families who participated in the intervention group
highlighted the value both youth and parents found from participating in these activities
(Thompson, Bender, Lantry, & Flynn, 2007). Family members noted that because the activities
were enjoyable, they participated more actively in sessions and felt the activities created
alternative ways to express themselves rather than simply talking. This active participation
helped to increase their willingness to openly discuss difficult topics. The positive nature of
the activities create a constructive environment that elicits affirming interactions among family
members and overcomes strained, discordant family interactions (Thompson et al., 2007).

Limitations
Various methodological limitations should be considered in interpreting these results. The
study design did not control for the influence of service setting when testing the effects of
experiential engagement activities on retention. Clients in the control group received services
at the agency while clients in the intervention group received services in their homes. The
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importance of setting and its association with engagement needs further study. Furthermore,
the primary focus of this study was to examine engagement rather than treatment outcomes;
thus, replication with larger sample sizes should be conducted to determine whether the in-
home family therapy enhanced with experiential activities significantly improves families'
abilities to reach treatment goals.

One major difficulty in the current study was the lack of measures for clients who terminated
before completing all 12 sessions. Once a control group family dropped out of treatment,
agency counselors would notify the research team. At that point, the research team would
attempt to contact these families to collect posttest information. However, some families
relocated and 4 were eventually lost to the study. Finally, although a true random assignment
design was attempted, it was not possible due to various constraints. However, analyses
demonstrate that the experimental and control groups were comparable across key variables.

Future Research
To address the limitations above and extend this study's findings, there are several directions
for future research. A large randomized clinical trial measuring the impact of Engagement
Activities as a mechanism of change in family therapy, while controlling for therapy delivered
in different settings and across different racial/ethnic groups, is needed. The large differences
in treatment retention and greater satisfaction and rapport among the intervention participants
support the need for a larger, more controlled, and sufficiently powered study of engagement
as a mechanism of change in family therapy.
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Figure 1. Retention by Intervention and Comparison Groups
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