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Abstract

Adolescent substance use is a major risk factor for negative outcomes including substance 

dependence later in life, criminal behavior, school problems, mental health disorders, injury and 

death. As it stands, there are a variety of available treatment approaches for adolescent substance 

use. In this publication we provide a user friendly, clinically focused, pragmatic review of 

currently used, evidence-based family treatments. Interventions reviewed include Multisystemic 

Therapy, Multidimensional Family Therapy, Functional Family Therapy, Brief Strategic Family 

Therapy, Ecologically Based Family Therapy, Family Behavior Therapy, Culturally Informed 

Flexible Family Treatment for Adolescents, and Strengths Oriented Family Therapy. The 

outcomes, treatment parameters, adolescent characteristics, and implementation factors are 

reviewed to help practitioners select the most appropriate treatment for adolescents in their or their 

agencies care.
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Introduction

Adolescent substance use is a major risk factor for negative outcomes including substance 

dependence later in life, criminal behavior, school problems, mental health disorders, injury 

and death.1–8 Substance use is often comorbid with various psychiatric disorders, especially 

in clinical samples.9 While there is some evidence for the effectiveness of various 

interventions for child and adolescent substance use prevention10 and treatment11–17 

continuing to develop, evaluate, and disseminate the most effective interventions will be 

essential to the welfare of adolescents. As it stands, there are a variety of available treatment 

approaches for adolescent substance use. Some focus on the treatment of individual 

adolescents through cognitive behavior therapy, motivation enhancement therapy, and 

supportive drug counseling. Others are structured to treat an adolescent peer group using 

group therapy. Family therapies have a long history in the treatment of adolescent substance 
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abuse and as a group, family-based treatments have been found to be highly effective at 

reducing substance use.13,18

In this publication we intend to provide a user friendly, clinically focused, pragmatic review 

of currently used, evidence-based family treatments. More in-depth comparisons of the 

evidence for each family-based treatment are available.11,16–18 We will briefly review the 

theoretical background and empirical support for each family therapy, while offering 

descriptions of therapeutic techniques to illustrate how the treatment works in day-to-day 

treatment. We will also review various aspects of each treatment such as targeted population 

demographics, severity of population, location of service delivery, and the extent to which 

the various family-based treatments are ready for dissemination and implementation. By 

doing so we hope that readers will be able to assess which treatments would be effective for 

adolescents in their care or their agency’s care. It is important to note that emphasis will be 

placed on treatments that are most ready to be used in community settings, but we will also 

describe other treatments that are less researched.

Why Family-based Approaches?

Evidence and theory support a focus on family based approaches to adolescent substance use 

treatment. A recent meta-analysis by Tanner Smith and colleagues13 revealed that family 

therapy programs were more effective than several other approaches to which they were 

compared: behavioral therapy, Cognitive Behavioral Therapy, motivation enhancement 

therapy/motivational interviewing psychoeducational therapy, group counseling and practice 

as usual. In this meta-analysis, the statistical significant mean effect size reported for these 

comparisons is .26, which could be equated to a reduction from 10 days of use in the past 

month to 6 days of use, almost a 40% reduction of days of drug use. Hence, family 

approaches achieved a reduction in drug use that was 40% larger on average than the 

comparison treatments.

Theoretically, adolescents lie at the confluence of several social systems (e.g., school, 

community, peer), of which the family is central. As we have done in our prior work, we 

propose an ecodevelopmental systems theoretical approach that allows for more thorough 

description of the risk and protective factors predicting (i.e, creating risk or protection for) 

adolescent substance use (Figure 1).19–20 This theoretical approach, based on 

Bronfenbrenner’s integration of social ecological and life-span human development theories, 

assumes that children’s development is influenced by a number of interacting systems across 

time. It places the child first and most centrally in the developmental ecology of the family 

because of the foundational role that families play across child and adolescent development. 

While individual genetic, personality, and cognitive factors are important in understanding 

adolescent behavior, the ecodevelopmental approach knowingly emphasizes contextual 

factors over individual factors because of their well-established role as central risk and 

protective factors.21 Years of research have shown empirically that substance use and related 

problem behaviors are predicted by a large number of family based risk and protective 

factors:
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Risk

• Familial conflict22–23

• Abuse as children24

• Exposure to parents that use/d substances25–26

Protective

• Positive parenting27–29

• Parental monitoring and knowledge30

• Positive parent–teen affective quality31

• Parent–teen communication32

• Attachment to the family33

• Opportunities for prosocial behaviors33

• Anti-drug rules and norms34

Research has also indicated that family involvement in treatment more generally is a key 

factor in obtaining successful outcomes in the treatment of adolescent substance use.35

Thus, the ecodevelopmental theory and the research evidence strongly suggest that 

adolescent substance use is inextricably linked with the functioning of the family system. 

This indicates that family-based approaches may be especially effective because of their 

emphasis on changing the family environment. Family approaches typically target directly or 

indirectly each of the risk and protective factors enumerated above and focus on the 

relational interactions among family members. In this article, we will describe the ways in 

which the various family-based treatments presented here attempt to alter how families 

function as well as the families’ interactions with other systems within the adolescent’s 

ecology such as friends, school, neighborhood and extended family. We will begin by 

reviewing the treatments that are more advanced in the phases of implementation and will 

follow-up with newer or less tested interventions. Information was obtained on each 

treatment through published articles, chapters, and manuals and through online registries of 

evidence-based practices including Blueprints Programs, Substance Abuse and Mental 

Health Administration’s National Registry of Evidence Based Programs and Practices, and 

the National Institute of Justice’s Crime Solutions database.

Multi-systemic therapy

Multi-systemic Therapy (MST) is an evidence-based intervention that focuses on family and 

community engagement. Based in Bronfenbrenner’s social ecological framework, MST 

conceptualizes adolescent behavior as multi-determined and centered within multiple 

interacting systems. MST attempts to address problems within systems (family conflict, 

negative peer groups) and between systems (parent involvement in school work, peer group 

school attendance) to reduce the adolescents difficulties in school, the family and peer 

groups.36 A MST therapist does this by applying a variety of behavioral, cognitive 
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behavioral and family systems approaches to strengthen families, support adolescents, and 

most importantly, to empower caregivers.

Phases of treatment—The sequence of therapy begins with the therapist’s efforts to 

align with the family to gain a clear understanding of the overarching goals and then they 

work to understand how the adolescent’s drug use fits within the social context. This is 

accomplished by getting background information on the multiple systems including a 

genogram, a strength and needs assessment, and a “fit circle” which visually displays what 

contextual factors are supporting the adolescent’s drug use. The therapist and family 

collaborate to prioritize which targets of change are most important and what interventions 

would be most effective. Central to these efforts are the use of a weekly supervision form 

which contains primary goals, previous intermediary goals, barriers, gains in treatment, an 

updated fit circle and new intermediary goals for the coming week. The interventions are 

implemented and obstacles to implementation are collaboratively overcome as they arise. 

Interventions might include helping parents implement rewards and punishments, asking 

families to communicate with each other in session, blocking harmful communication 

patterns, discussing marital conflict and providing alternatives, and assisting caregivers in 

increasing monitoring. Lastly, outcomes are assessed and if more work is needed, the 

therapist takes the new information and creates additional working hypotheses.36

MST has been modified into different adaptations which attempt to address specific 

problems such as child abuse, problem adolescent sexual behaviors and substance use. 

While the original MST showed effectiveness in reducing substance use,37 in an effort to 

focus on substance use when it is the primary difficulty, MST for substance abuse (MST-SA) 

was developed. This treatment integrates contingency management by offering vouchers and 

other incentives to youth who avoid drugs. In a randomized trial of MST and MST-SA in 

drug court setting, adolescents treated with MST-SA showed decreased drug use compared 

to traditional MST and drug court alone. As it stands, MST-SA is the version of MST that 

appears to best treat adolescent substance use problems.38

A primary difference from other evidence-based treatments in that it is delivered in a time 

intensive manner leading to an average of 60 direct service hours per family over a 4 to 6 

month period.38

Functional Family Therapy

Functional Family Therapy39 is used for treating adolescent behavioral and psychological 

problems by improving communication between family members, increasing support, 

decreasing negativity, and altering dysfunctional family patterns. Through three phases of 

FFT treatment a therapist helps the family to increase their motivation, bring about changes 

in behavior, and help the family maintain changes.

Phases of Treatment

• Phase 1: The therapist engages the family and enhances their motivation to 

change through reducing negativity and by emphasizing the problem behaviors 

as a family issue. Reframing is a common technique whereby negative attitudes 
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or blame are validated by therapist and then reinterpreted in a more positive way. 

Thus when a mother is angry with her daughter for using substances and blames 

her for their family’s misfortunes, the therapist recognizes the anger and explains 

that those harsh feelings are likely stemming from the mothers love and concern 

for her daughter and the other family members.

• Phase 2: The therapist makes efforts to bring about behavior change so that 

families can better perform tasks related to parenting, communication, and 

supervision. This is accomplished by assessing risk factors, evaluating relational 

patterns, encouraging active listening, promoting clear communication, helping 

parents implementing rules and consequences for negative behavior. One 

example might be parents who are taught to offer alternatives rather than 

ultimatums in their discussions with their adolescents, which will in turn reduce 

conflict.

• Phase 3: Therapist focus on helping the family to maintain changes 

accomplished during therapy and to generalize those changes to new issues. This 

occurs as families are taught how to take new communication, problem solving, 

and parenting skills used to target specific behaviors into new situations. The 

therapist helps by linking new situations to successful navigation of previous 

situations. As the therapist reframes continued struggles as normal, the client 

families will be motivated to continue acting in adaptive ways rather than 

resorting to past behavior patterns.

The techniques in FFT are not based on step-by-step, one size fits all procedures, but allows 

for flexible, individualized treatment of families based on their unique relational and 

contextual factors. The theoretical foundation of FFT is systemic, behavioral and cognitive 

in nature. 39 It is described as protocol driven, but also involving an essential level of 

creativity at the hand of the therapist. Originally developed for treating externalizing 

behaviors more broadly, FFT has shown reductions in adolescent substance use in various 

clinical trials. FFT is also being tested for treating rural adolescents’ substance use problems 

through a video teleconference version.

Multi-dimensional Family Therapy

Multi-dimensional Family Therapy (MDFT) is a family-based treatment that makes use of 

individual therapy and multiple-systems approaches to treat adolescent substance use and 

other problematic behaviors.9 MDFT techniques target intrapersonal (i.e., feeling and 

thinking processes) and interpersonal factors that are leading the adolescent to act out in 

problematic ways. MDFT addresses problematic conditions and processes in the various 

domains of adolescent development including the individual, the parent(s), the family 

environment, and extra-familial systems.40 The family is the central context of adolescent 

development healthy functioning is theorized to be based on interdependent relating between 

parents and adolescents rather than emotional distance.41 Importantly, MDFT is understood 

not as a universally applied procedural approach, but rather as a flexible system of treatment 

that can adapt to individual circumstances.
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Phases of treatment—The MDFT treatment course moves through three stages: “Build 

the Foundation,” “Prompt Action and Change by Working the Themes,” and “Seal the 

Changes and Exit.”

The first stage begins with an assessment of various risk and protective factors that the 

individual, parents, family and extra-family systems exhibit. The therapist crises and stress 

to increase motivation, collects information from various sources to set personally relevant 

goals, talks to all members of the family, and explains the MDFT process. The second phase 

involves therapeutic interventions that are designed to address risk factors and other 

impediments to healthy family functioning. The therapist actively listens and empathizes 

with the adolescent to increase their hope and encourages them to share their inner 

experience. Therapists also work with parents through psychoeducation and behavioral 

coaching with the aim to help them improve their parenting by strengthening their abilities 

to set limits, monitor, and support their child. New skills and perceptions are taught by the 

therapist who helps the family deal with problematic patterns of interaction that occur in-

session. The extra-family systems are also engaged by the therapist so that parents and 

adolescents can have the additional support offered by community agencies.42

Multiple randomized clinical trials have shown the effectiveness of MDFT for reducing 

adolescent substance use in controlled, and community-based settings. There is also 

evidence that therapist adherence to the MDFT model improves substance use outcomes.43

Brief Strategic Family Therapy

Brief Strategic Family Therapy44–45 is an evidence-based integrative model, that that 

combines structural and strategic family therapy theory and intervention techniques to 

address systemic/relational (primarily family) interactions that are associated with 

adolescent substance use and related behavior problems. BSFT considers adolescent 

symptoms to be rooted in maladaptive family interactions such as inappropriate family 

alliances, overly rigid or overly permeable family boundaries, and parents’ tendency to 

believe that a single individual (usually the adolescent) is responsible for the family’s 

problems, These maladaptive patterns of family interactions may result in the symptoms, or 

merely prevent the family from effectively correcting the symptoms. Key characteristics of 

the intervention are that it is problem-focused, directive, and practical, and that it follows a 

prescribed format.

Interventions are organized into four domains, and are delivered in treatment phases to 

achieve specific goals at different times during treatment.46–47

Phases of treatment—Early sessions are characterized by joining interventions that are 

intended to establish a therapeutic alliance with each family member and with the family as 

a whole. The therapist joins the family by demonstrating acceptance of and respect toward 

each individual family member as well as the way in which the family as a whole is 

organized. Early sessions also include tracking and diagnostic enactment interventions. 

These interventions are designed to systematically identify family strengths and weaknesses 

and develop a treatment plan. The therapist encourages the family to behave as they would 

usually behave if the counselor were not present, by for example, asking them to speak with 
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each other about the concerns that bring them to therapy, rather than directing comments to 

the therapist. From these observations, the therapist is able to diagnose both family strengths 

and problematic relations. Reframing interventions are used to reduce family conflict and 

create a sense of hope or possibility for positive change. Over the course of treatment, 

therapists are expected to continue to maintain an effective working relationship with family 

members (joining), facilitate within-family interactions (tracking and diagnostic enactment), 

and to directly address negative affect/beliefs and family interactions. As treatment 

progresses, the focus of treatment shifts to implementing restructuring strategies to 

transform family relations from problematic to effective and mutually supportive. 

Restructuring strategies include redirecting or blocking communication, assisting in the 

development of behavior management, helping families develop conflict resolution skills, 

and shifting family alliances and promoting parental leadership.

BSFT has been evaluated in a number of randomized clinical trials. Adherence to the BSFT 

intervention strategies by therapists has been linked to improved adolescent outcomes48 and 

a recent study demonstrated long term effects of the intervention on arrests, incarcerations 

and externalizing behaviors.49

Other Family Therapy Treatments

Ecological Based Family Therapy (EBFT) is a treatment that has been investigated in a few 

efficacy studies with runaway adolescents who use substances. It is based on Homebuilders 

Family Preservation model, which is an intervention created to keep youth in their own 

homes. EBFT is based on the assumption that most children are better off with their own 

families than in outside placements. Treatment begins by meeting first with the adolescent 

and the family members in individually so that they can be prepared to talk about the factors 

behind the runaway episode in a family session. At that point, the therapist assists the family 

in addressing these problems together with the goal of changing dysfunctional interactions. 

During treatment, the therapist uses an intrapersonal to interpersonal perspective in 

interpreting the adolescent’s problems by making use of questions and refames that focus on 

the family relationships.

Unlike some of the previous therapies, there is no underlying assumption in EBFT treatment 

that adolescent substance use stems directly from family dysfunction and conflict. As a 

result, the treatment occurs in both individual and family sessions allowing the therapist to 

help the youth make individual changes. This is accomplished through the use of cognitive 

behavioral techniques that teach the adolescent new skills for coping with intrapersonal and 

interpersonal problems.

Family Behavior Therapy is a family-based treatment with some initial efficacy in the 

treatment of adolescent substance use.50–51 The treatment involves the youth and at least one 

caregiver. The focus of the treatment is teaching families how to use behavioral techniques 

to improve family functioning. FBT is composed of four main components: behavioral 

contracting, stimulus control (identifying risky associations), urge control (coping skills), 

and communication skills training. The treatment argues that a strong relationship between 

the adolescent and their caregiver is central to dealing with the problem behaviors.52 As 

families successfully implement these strategies, it is expected that negative behaviors such 
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as substance use and externalizing will decrease, while positive outcomes such as success in 

school and work will increase.

Culturally Informed & Flexible Family Treatment for Adolescents53 was originally 

developed to cater to Hispanic families. It recognizes that there are commonalities across 

ethnicities such as family conflict and clinical diagnoses, but that there are differences due to 

immigration, acculturation and cultural experiences. CIFFTA emphasizes the interaction 

between the family context and the wider cultural context as they create circumstances that 

lead to adolescent substance use. The flexible aspect of the treatment is based in a modular 

design that can be adjusted depending on adolescent, family and community characteristics. 

It also incorporates individual interventions such as Motivational Interviewing and other 

psycho-educational topics. There is some initial evidence of the efficacy of CIFFTA, 

including improvement over once a week traditional structural family therapy.54

Strengths Oriented Family Therapy (SOFT)55–56 has some initial efficacy evidence in the 

treatment of adolescent substance use.57 Adolescents are seen in family and multi-family 

groups for about two hours each session. The treatment also includes some case 

management when deemed necessary. SOFT was specifically developed in an effort to build 

on previous family therapy treatments by adding motivational components, solution-focused 

terminology, and a strengths assessment. The emphasis on both youth and parent motivation 

shows the importance of the family context in adolescent substance use, while the strengths 

assessment attempts to leverage protective factors for the benefit of the youth. The initial 

efficacy trial found that SOFT and a group therapy treatment reduced adolescent substance 

use at a 6 month follow-up.

Selecting a treatment

Table 1 presents information on the various family-based treatments for adolescent 

substance use. It includes information on the populations treated, the location of the service, 

therapist qualifications, treatment parameters, and the stage of research. Our goal is that this 

summary together with the narrative of each mode described above will inform the reader in 

the selection of an appropriate treatment for adolescent substance users.

Conclusion

The increasing evidence for the impact of family interventions above that of individual and 

group intervention adds to prior evidence on the importance of family protective and risk 

factors to support the importance of the family in adolescent development and drug use. 

Several ecological family based treatments have been evaluated for efficacy, effectiveness 

and are now widely implemented in the US and abroad. Fidelity to these manualized 

interventions are key for sustained outcomes. Some new models are accruing evidence for 

specific populations and are on their way for testing their effectiveness in community 

settings. Continued research into the implementation and dissemination as well as formal 

cost benefit analyses are needed to further document FBT’s effectiveness.
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Key Points:

• Family is a central system in adolescent’s development

• Ecological Family based treatments have been proven the most effective of 

approaches for adolescent SUD

• Several family based treatments have been widely studied and have robust 

evidence of efficacy, effectiveness and are being implemented in community 

settings, others are promising and at earlier stages of testing

[Box – MST]

MST is founded on 9 core treatment principles which are:

1. Finding the fit – Proper assessment allows the therapist to understand how the 

adolescent’s drug use “fits” within the context of multiple systems.

2. Focusing on positives and strengths – The positive attributes and strengths of 

the family, community and the adolescent are leveraged to bring about 

change.

3. Increasing responsibility – Therapy should be directed toward helping 

individuals engage in responsible behavior such as attending school, stopping 

drug use, and increasing caregivers’ patience.

4. Present focused, action oriented, and well-defined – Therapy emphasizes 

taking action to solve specific problems that are occurring now rather than 

past problems.

5. Targeting sequences – Interventions are targeted at changing multiple 

interactions that are working together to support problematic drug use.

6. Developmentally appropriate – Interventions are formulated to match the 

developmental stage of the adolescent.

7. Continuous effort – Interventions are meant to be applied throughout the 

week, requiring effort from various family members.

8. Evaluation and accountability – The efficacy of therapy is assessed according 

to various indicators of progress across the adolescent’s life (i.e. report cards, 

drug screens, parent reports)

9. Generalization – Although targeting specific problems, interventions should 

empower caregivers to handle other problems in other domains.

[Box - FFT guiding principles for bringing about change] (Sexton & Alexander, 
2004)

Principle 1: Understanding clients

- This principle includes understanding the broader community and cultural 

contexts within which the client and family are situated. It emphasizes the 
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importance of identifying and working with clients’ strengths as well as their 

risk factors.

Principle 2: Understanding client problems systemically

- Presenting problems are understood as relational problems - they are the 

result of problematic patterns of relating within families. They are seen as 

functional in that they are engaged in for obtaining outcomes within an 

already problematic system.

Principle 3: Understanding therapy and the role of the therapist as fundamentally a 

relational process.

- The relational engagement between therapist and family is viewed as 

cooperation between experts. By respecting the families, identifying 

meaningful change for them, and adjusting therapy to match each unique 

situation, therapists can guide families through the phases of treatment.

[Box – MDFT Assumptions Underlying Treatment] (Liddle, 2010, p. 417–418 
(Weisz/Kazdin))

1. Adolescent drug abuse is a multidimensional phenomenon – it is based on an 

ecological and developmental perspective that takes into account various 

social contexts.

2. Family functioning is instrumental in creating new, developmentally adaptive 

lifestyle alternatives for adolescents.

3. Problem situations provide information and opportunity – these are often the 

target of interventions.

4. Change is multifaceted, multideterminded, and stage oriented – although 

complex, the coordination of treatment across systems and domains in a 

sequential way.

5. Motivation is malleable but it is not assumed – clients are not always going to 

be motivated to engage in treatment and increasing motivation is central to 

MDFT

6. Multiple therapeutic alliances are required and they create a foundation for 

change – relationships with each family member and others are important.

7. Individualized interventions foster developmental competencies – treatment 

must fit the family’s historical and cultural contexts to be successful.

8. Treatment occurs in stages; continuity is stressed – as treatment proceeds, 

finding the continuity in themes across the stages is important for change to 

occur.

9. Therapist responsibility is emphasized – therapists are responsible for many 

aspects of MDFT treatment and must adjust their approach relevant to 

feedback.
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10. Therapist attitude is fundamental to success – they are optimistic and realistic 

in advocating for adolescent and parent improvement.

[Box – BSFT Foundational Concepts] (Szapocznik et al., 2003)

- Systems – A social system assumes that a group of people, in BSFT’s case 

the family, is better understood as a whole organism rather than as individual 

independent actors. Every action that one member of the system undertakes 

can be understood as affecting the whole system, thus positive changes in the 

adolescent or the parent may bring changes to the whole family.

- Structure –Patterns of social interaction are habitual and repetitive 

interactions that can be understood as structure. As family members interact 

with each other, structure, sometimes maladaptive, can be formed that 

promote adolescents to behave poorly.

- Strategy - The strategic aspects of treatment refer to the practical (including 

whatever interventions that will help bring about change), problem-focused 

(limiting the scope of treatment to interactions related to the presenting 

problem) and planned (based on the therapist’s assessment of problematic 

interactions) nature of BSFT treatment.

- Content versus process – More important than what is said in BSFT therapy, 

the quality of the listening, sharing, and interacting between the family 

members helps the therapist diagnose and work on problematic repetitive 

patterns.

- Context – Relying on Bronfenbrenner’s (1979) theory, BSFT assumes that 

individuals are affected by the various social contexts within which they 

exist. The family is the most important of these contexts, but peers, 

neighborhoods, wider culture, and counseling can also be understood as 

contributing contexts to adolescent development and behavior.
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Figure 1: 
Ecodevelopmental Systems. Pantin, H., Schwartz, S. J., Sullivan, S., Coatsworth, J. D., & 

Szapocznik, J. (2003). Preventing Substance Abuse in Hispanic Immigrant Adolescents: An 

Ecodevelopmental, Parent-Centered Approach. Hispanic Journal of Behavioral Sciences, 

25(4), 469–500. http://doi.org/10.1177/0739986303259355
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