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Abstract 

FUNCTIONAL FAMILY THERAPY: A MULTI-YEAR STATEWIDE PROGRAM 

EVALUATION   

By: Natalie Finn, M.S. 

A dissertation submitted in partial fulfillment of the requirements for the degree of Doctor of 

Philosophy at Virginia Commonwealth University.  

 

Virginia Commonwealth University, 2024 

 

Major Director: Michael Southam-Gerow, Ph.D., Professor, Department of Psychology 

 

Functional Family Therapy (FFT) is a family-based treatment program for youth with 

externalizing behavior problems, often involved in juvenile justice and child welfare systems.  

FFT is an evidence-based program and has been implemented across many states, including the 

state of Virginia. Objective. The present study performed a program evaluation and 

observational study of the implementation and sustainment of FFT in Virginia, during the first 

five years of implementation. Method. Participants included all youth who participated in FFT 

in Virginia between October 2017 and June 2022. Secondary data analysis was conducted using 

data entered by therapists and supervisors into the FFT data tracking system. Data related to the 

quality of implementation, including team size, average caseload, treatment duration, fidelity, 

treatment completion, and youth placement status at termination, were compiled to assess trends 

over time. The composition of participants in the FFT program is described and differences in 

outcomes based on race/ethnicity, gender, referral source, primary referral reason, age, and 
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participation pre- or post- the start of the COVID-19 pandemic were examined. Modifications to 

FFT were identified and characterized. Results. At the end of the study time period, all teams 

were still providing FFT. Trends in implementation and sustainment, participant differences in 

completion rate and outcomes, and modifications to FFT that occurred during the study period 

are discussed.  
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Introduction 

 Mental health problems are widespread among youth, with externalizing problems being 

among the most common and impairing (Bronsard et al., 2016, Underwood & Washington, 

2016). Youth with these problems and their families are often involved a web of state and local 

systems (e.g., Department of Social Services (DSS), Department of Juvenile Justice (DJJ); 

Bronsard et al., 2016, Underwood & Washington, 2016). Considerable progress has been made 

in identifying interventions that can improve functioning among these youth (McCart & 

Sheidow, 2016; Epstein et al., 2015). Among these, family-based therapies are common 

(Henggeler & Sheidow, 2012; Baldwin, et al., 2012; McCart & Sheidow, 2016). Such 

approaches are complex and ensuring fidelity to the models represents a major focus of training 

and ongoing quality assurance/quality improvement efforts (Hogue et al., 2013; Wandersman, 

Chien, & Katz, 2012).  

 The present study is focused on one family-based model, Functional Family Therapy (FFT; 

Alexander & Parsons, 1982; Alexander et al., 2013), in the context of a multi-year statewide 

effort to improve capacity to help youth and their families in the juvenile justice and child 

welfare systems. The study addresses questions related to quality of implementation, across the 

first 5 years of implementation, describes the participant population served by FFT in Virginia, 

examines differences in outcomes, and identifies modifications to FFT in Virginia, including a 

modification in response to the Covid-19 pandemic, to allow for FFT to be delivered via 

teletherapy. 

 Specifically, the study will answer the following questions related to quality of 

implementation, FFT participation, and modifications to FFT in Virginia: (1) Quality of 

implementation: How does the implementation of FFT in Virginia compare to national 
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benchmark standards of implementation of FFT and what, if any, quality assurance targets would 

benefit from focused quality improvement efforts? Given the organizational and individual 

impacts of the Covid-19 pandemic, how was the quality of implementation of FFT in Virginia 

impacted by the Covid-19 pandemic? (2) Participation: Given the applicability of FFT to 

multiple populations, (for example, youth and families involved in the child welfare, juvenile 

justice, and public mental health systems), who actually participated in FFT in its first five years 

of implementation, and did completion rates and outcomes differ for these groups? Additionally, 

did completion rates and outcomes differ based on race/ethnicity, gender, age, or primary referral 

reason? (3) Modifications: Modifications are a common, and sometimes expected facet of 

implementing evidence-based practices in real-world settings. For example, previous research 

indicated the feasibility of FFT delivered via teletherapy, in response to the Covid-19 pandemic. 

In the present study, did this shift to teletherapy impact completion rates, youth outcomes, 

treatment duration, and number of sessions youth completed? What, if any, additional 

modifications to FFT were identified during the first five years of implementation of FFT in 

Virginia? 

 Before describing the method in detail, this paper will review past work related to (a) 

family-based approaches to treatment of youth externalizing behaviors, (b) research on FFT 

effectiveness and fidelity, and (c) frameworks and methods for describing and evaluating the 

implementation and sustainment of evidence-based practices, like FFT. Then, the specific aims 

and research questions will be stated. 

Family Treatments for Youth Externalizing Behavior 

Over 20% of adolescents in the United States experience at least one mental health 

problem by the time they are 18 years old (Merikangas et al., 2010; US Department of Health 

https://www.frontiersin.org/articles/10.3389/fpsyg.2014.00603/full#B55
https://www.frontiersin.org/articles/10.3389/fpsyg.2014.00603/full#B82
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and Human Services, and Centers for Disease Control and Prevention, 2013). Externalizing 

behaviors, including conduct disorders, are the most common form of mental health problem in 

children and adolescents and are characterized by repetitive and persistent patterns of antisocial, 

aggressive, or defiant behavior that exceed age-appropriate expectations (American Psychiatric 

Association, 2013; NICE, 2013). It is estimated that 5–10% of children and adolescents display 

externalizing behaviors that are clinically significant and persistent in duration (Hill, 2002; 

Tonge, 2007). Externalizing behaviors are known to impact a youth’s life in a number of ways, 

including affecting attendance at school, educational achievement and future health and life 

chances (Liu, 2004; Colman et al., 2009). 

The nation’s child welfare and juvenile justice systems were built to address specific 

issues: abuse, neglect, and serious delinquency (Merkel-Holguin, 2017; Bartollas, 2010). Today, 

many youth are placed in these systems for “challenging behaviors,” such as defying their 

parents, being truant from school, running away, abusing alcohol and drugs or engaging in risky 

sexual or other activities that threaten their well-being or safety (Annie E. Casey Foundation, 

2015). Externalizing behavior disorders such as disruptive and conduct disorders are the most 

common mental health diagnoses among youth involved with the child welfare and juvenile 

justice systems (Bronsard et al., 2016, Underwood & Washington, 2016). Out of home 

placements for these youth are expensive, and placement in residential treatment and 

incarceration, have been shown to be ineffective (Henggeler & Schoenwald, 2011; Annie E. 

Casey, 2012). 

To address the inadequacies of out of home placements, efforts have shifted towards 

funding prevention and intervention efforts that keep children in their homes and communities. 

For example, in FY2018, Virginia expended $145.6 million in federal (Medicaid and Children’s 

https://www.frontiersin.org/articles/10.3389/fpsyg.2014.00603/full#B82
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Health Insurance Program) and state funds on Intensive Home-Based Treatment services 

(Virginia Department of Medical Assistance Services 2018), also referred to as Intensive In-

Home services. One challenge that has received recent attention, is that these Intensive Home-

Based Treatment services generally lack quality standards or consistent components, and 

therefore can vary greatly in quality and outcomes (Bruns et al., 2021). 

 As an alternative to unspecified home and/or community-based services, a focus has 

shifted towards evidence-based programs (Robbins et al., 2016; Zajac, Randall, & Swenson, 

2015). Over the last several decades, a number of evidence-based programs for externalizing 

youth have been developed and shown to be effective (Goense et al, 2014; Kemp, Boxer, & 

Frick, 2020). While it is acknowledged that there are multiple, and often inter-related factors 

associated with the onset and maintenance of externalizing behaviors, at the level of the 

individual, family, community (e.g., school and peer groups) and society (Liu, 2004), the role of 

the family is considered to be central (Price, Chiapa, & Walsh, 2013). Given evidence on the 

important role of family, a range of interventions, both preventative and treatment-focused, have 

been developed that focus on the family system to affect positive outcomes for adolescents 

(McCart and Sheidow, 2017; Sheidow, McCart, & Drazdowski, 2022).  

 Some evidence-based family programs for externalizing behavior are focused closely on 

family member interactions while others are more broadly focused on the family within a larger 

ecosystem of influences (Baldwin et al., 2012; Hogue et al., 2019). For example, Brief Strategic 

Family Therapy (BSFT; Szapocznik, Scopetta, & King, 1978) draws on the work of Minuchin 

(Minuchin, 1974) and focuses on diagnosing family interactional patterns and restructuring (i.e., 

changing) the family interactions associated with the adolescent’s problem behaviors. Another 

treatment program, Multisystemic Therapy (Henggeler, 1998), provides 24/7 access to therapists 
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and focuses on cognitive and/or behavior change, communication skills, parenting skills, family 

relations, peer relations, school performance, and social networks. As such, MST takes a more 

social ecological (Bronfenbrenner, 1979) perspective, incorporating assessment and intervention 

at multiple levels. 

Functional Family Therapy (FFT) 

One widely used family therapy treatment for youth externalizing behavior problems is 

Functional Family Therapy (FFT) (Alexander, Waldron, Robbins, & Neeb, 2013). FFT is a 

family-focused treatment intervention for adolescents with externalizing behavioral problems 

(Alexander & Parsons, 1973) first developed in the US in the 1960s. The model is underpinned 

by a theoretical assumption that problem behaviors exhibited by adolescents are rooted in 

dysfunctional family relations (Robbins, Alexander, Turner, & Hollimon, 2016). FFT is a brief, 

solution focused family therapy intervention that draws upon the family dynamic as a key 

mechanism for change in reducing adolescent problem behaviors. Goals of FFT include 

improving family communication, expression of feelings, presentation of demands, and 

discussion of alternative solutions. FFT usually consists of 12 to 14 therapy sessions delivered 

over 3 to 5 months by a trained therapist. FFT includes a target population of youth ages 11 to 18 

presenting with behavioral and emotional problems. Clients are often referred by juvenile justice, 

child welfare, and other public service systems, with a focus on preventing out-of-home 

placements. FFT uses a team structure in which teams are expected to have a minimum of 3 

therapists and one supervisor. Each therapist is expected to carry an average of 10-12 cases, with 

an expected range of 5-15 cases.  

Efficacy and Effectiveness of FFT 
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The evidence for FFT’s effects on youth behavioral health has been established by more than 

40 years of research, including 10 randomized efficacy trials, five randomized effectiveness 

studies, and 12 quasi-experimental evaluations (Robbins et al., 2016). One meta-analysis found 

that FFT has a small aggregate effect on delinquency outcomes (Lee et al., 2012). In a more 

recent review, Hartnett et al. (2017) found that FFT significantly outperformed randomly 

assigned control conditions, and both randomly-assigned and non-randomly assigned alternative 

treatment conditions. FFT is also among the ecological family-based treatments deemed well 

established for substance abuse (Hogue, et al., 2014). 

FFT Treatment Model 

Within the FFT model, FFT therapists provide, at a minimum, weekly one-hour, home-

based family therapy sessions to clients. The FFT model has five specific phases of treatment 

that are delivered in order: engagement, motivation, relational assessment, behavior change, and 

generalization. The Engagement phase emphasizes within youth and family factors that protect 

youth and families from early program dropout. The Motivation phase is designed to change 

maladaptive emotional reactions and beliefs, and increase alliance, trust, hope, and motivation 

for lasting change. The Assessment phase is used to clarify individual, family system, and larger 

system relationships, especially the interpersonal functions of behavior and how they relate to 

change techniques. The Behavior Change phase consists of communication training, specific 

tasks and technical aids, parenting skills, contracting and response-cost techniques, and youth 

compliance and skill building. Finally, during the Generalization phase, family case management 

is guided by individualized family functional needs. 

Fidelity  
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 Fidelity, also called treatment integrity, has been defined as delivering a practice as 

intended by design (Perepletchikova & Kazdin, 2005; Schoenwald et al., 2011). For manualized 

treatments, this usually means adhering to the treatment manual. Fidelity is often measured by a 

score or multiple scores, and many evidence-based practices have their own individual fidelity 

measures, tailored specifically to that practice. Fidelity data can be used in supervision for 

continuous training and outcome monitoring (McLeod et al., 2013) with the goal of scaling up 

and sustaining the practice. Additionally, and of growing importance, is the role of fidelity in 

providing accountability in public mental health systems, including the use of differential 

reimbursement rates (e.g., pay for performance, incentivized payment for use of evidence-based 

treatments) (Cox et al., 2019). Maintaining adequate fidelity over time can be particularly 

challenging, as many purveyor supports are withdrawn and programs are expected to be more 

self-sufficient after an initial training period (Wiltsey-Stirman, 2012; Birken et al., 2020).   

FFT Fidelity 

Studies of FFT have demonstrated that therapist fidelity to the FFT model is positively 

related to outcomes. Two FFT studies have looked at the effects of fidelity on recidivism. Both 

studies found that higher fidelity scores were associated with lower recidivism. Barnowski 

(2002) categorized therapists as highly competent, competent, borderline competent, and not 

competent in their delivery of FFT. They found that youth served by the competent and highly 

competent FFT therapists had lower felony recidivism rates than those in a randomly assigned 

control group, while those served by therapists categorized as borderline competent or not 

competent had higher recidivism than the control group.  Sexton and Turner (2010) confirmed 

these findings with additional follow-up analyses assessing effect size and identifying small 

effects. Among FFT recipients, fidelity effects were dependent on a measure of negative peer 
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risk at baseline, with adherence only having an effect in cases with high negative peer risk at 

baseline (Sexton & Turner, 2010). 

A more recent study (Turner et al., 2018) expands on these findings, examining risk-

fidelity interactions. They found that among sites with low-risk caseloads, therapists had higher 

fidelity scores when working with lower-risk clients. The authors also examined therapist 

experience delivering FFT. In general, therapist fidelity improved as they had more experience 

with more cases. When therapists had experience with fewer cases, fidelity was lower among 

high-risk caseloads than low-risk caseloads, while among therapists with more experience with 

FFT, fidelity was higher among high-risk caseloads. Overall, increases in therapist fidelity and 

experience were associated with lower recidivism among low-risk caseloads, although effect 

sizes were minimal.   

As FFT has evolved, different measures and methods have been used for assessing 

fidelity to the FFT model as it is implemented in real world settings. Early studies used the 

Treatment Adherence Measure (TAM) measure of adherence, rated 0-6 (e.g., Barnowski, 2002; 

Sexton and Turner, 2010). A newer measure, the Weekly Supervision Checklist fidelity measure, 

which includes subscale ratings for both adherence and competence has been integrated into an 

online FFT practice tracking system, the Clinical Services System (CSS). Although this measure, 

and the use of the CSS overall, does not yet have substantial research on validity and reliability, 

purveyor-set benchmarks categorize fidelity as adequate (3 or greater out of 6) or below adequate 

fidelity, and this benchmark is used as part of training and quality improvement. This benchmark 

has been used to signify adequate fidelity in recent publications (e.g., Olseth et al., 2024; 

Robbins & Midouhas, 2021). Fidelity rating is expected to occur weekly during group 

supervision, with each therapist presenting on at least one case, for rating by supervisor. Fidelity 
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and frequency of fidelity rating will be used as quality assurance targets (discussed in the next 

section) in the current study, although trends in fidelity scores will not be interpreted, given the 

absence of adequate validity and reliability support for this measure. 

Program Evaluation 

Given the growing emphasis on accountability within the behavioral health care field 

(Berenson, Pronovost, & Krumholz, 2013), evaluation has become a routine aspect of delivering 

care. As part of program evaluation, it is useful to examine quality of services across teams and 

at the system level to ensure that the program is implemented as intended. This is particularly 

important when evaluating evidence-based practices that use a team service delivery format, 

such as FFT. Inherent to the model, FFT therapists do not operate independently, therapists and 

supervisors together make up a team/site, which is certified by the purveyor, FFT, LLC. As such, 

it is of interest to both the purveyor and service system administrators (e.g., DJJ administrators, 

DSS administrators) to evaluate targets for quality assurance by team, when considering 

implementation and sustainment of an EBP like FFT. Many funding initiatives also require 

program evaluation and reporting at the service system level (e.g., state level), such as the 

Family First Prevention Services Act (U.S. Department of Health and Human Services, 2019).   

Maintaining fidelity and other program supports tends to be increasingly difficult as time 

from initial training increases (Wiltsey-Stirman et al., 2012). EBP purveyors and system 

administrators alike may be interested in monitoring quality assurance targets, beyond fidelity, 

to assess the continued implementation of an EBP as intended by the developers. The present 

study will assess FFT quality assurance targets that have been outlined by FFT as standard or 

benchmarked components of implementation and FFT services, including team size, average 

caseload, treatment duration, fidelity scores, and frequency of fidelity monitoring. 
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Implementation Frameworks 

Many models and frameworks have been developed to organize and guide 

implementation science research (e.g., Tabak, Khoong, Chambers, & Brownson, 2012). Some 

models describe the implementation process in stages, while other models focus on the aspects of 

stakeholder groups that might be involved, context, characteristics, action steps, or outcomes to 

be measured.  

One such model, The Exploration Preparation Implementation Sustainment (EPIS) model 

has been proposed as one framework to examine different stages of the implementation process 

within service systems (Aarons, Hurlburt, & Horwitz, 2011). The framework is divided into four 

main phases: Exploration (assessing needs, considering new practices), Preparation (planning 

and preparing for implementation of a new practice), Implementation (delivering the new 

practice), and Sustainment (maintaining this practice with fidelity after initial implementation 

period ends).  

FFT Training includes three phases. Phases I and II fall under the Implementation stage 

of the EPIS framework. Phase I is completed during the first 12-18 months of implementation 

and involves putting in place an infrastructure at the local FFT site and initial clinical training 

(FFT LLC, n.d; Robbins & Alexander, 2019; Robbins & Midouhas, 2021). Training includes 

five onsite trainings and weekly consultation led by an FFT LLC expert via videoconferencing. 

Therapists are also expected to meet once a week as a group on their own to continue to develop 

their model skills. Therapists are also trained in how to use FFT’s Clinical Services System 

(CSS) to gather data. The objective for Phase 1 of training is for clinicians to demonstrate strong 

adherence and high competence in the FFT model by the end of this phase (FFT LLC, n.d.). 
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Phase II lasts approximately one year and the training model shifts to focus on training 

the site supervisor, identified at the end of Phase 1. Training for the supervisor in Phase II 

includes two offsite supervisor trainings, one onsite training, and bi-weekly consultations with 

the site supervisor (Robbins & Midouhas, 2021). The focus of this phase is on FFT clinical 

supervision techniques (FFT LLC, n.d). The role of FFT consultants shifts to primarily 

supporting the supervisor rather than supporting individual clinicians, as the latter becomes the 

responsibility of the supervisor (FFT LLC, n.d).  

Phase III falls under the Sustainment stage of the EPIS framework. Phase III, which is 

ongoing on an annual basis, is focused on the maintenance and/or expansion of FFT after the site 

has completed the first two phases (FFT LLC, n.d., Robbins & Alexander, 2019). This phase 

involves a monthly meeting with the site supervisor and an annual site visit (Robbins & 

Midouhas, 2021). In this stage, the FFT consultants support the site with activities related to 

fidelity, inter-agency linking, leadership, and expansion of FFT (Robbins & Midouhas, 2021; 

FFT LLC, n.d.). 

In addition to considering stages of implementation, it can be helpful to consider 

frameworks that guide evaluation of specific aspects of implementation. One such framework is 

the Reach, Effectiveness, Adoption, Implementation, and Maintenance (RE-AIM) framework 

(Glasgow, Vogt & Boles, 1999; Glasgow & Estabrooks, 2018). In this model, Reach refers to the 

absolute number and proportion of eligible individuals (e.g., clients, students, patients) who 

receive an intervention, as well as their representativeness compared to the total target population 

who could receive it (often compared to those who are invited but decline participation). 

Effectiveness is whether an intervention “works” and leads to targeted outcomes, produces 

generalization effects (e.g., broader outcomes including quality of life), unintended 
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consequences, variation in outcomes across subgroups, and multilevel effects (e.g., individual-

level changes catalyzing systems-level changes). Adoption focuses on the proportion of settings 

or providers that adopt the intervention. Implementation refers to the extent to which the 

intervention is implemented as intended. This often includes a focus on fidelity to the model and 

adaptation or modification to the model. Maintenance, similar to Sustainment (discussed earlier), 

is a focus on the long-term effects of a program and/or the extent to which a program is sustained 

over time.  

Modification 

The RE-AIM framework specifies that within the implementation dimension, it may be 

important to identify modifications or adaptations to a program. Modification is an umbrella term 

that refers to changes made to interventions in reaction to unanticipated challenges to the content 

or the context of a practice (Wiltsey Stirman et al., 2019). One form of modification is 

adaptations, which are changes that are planned deliberately and proactively. Alternatively, 

modifications can occur naturally as part of implementation or sustainment in response (Wiltsey 

Stirman et al., 2019). Within the field of dissemination and implementation science, some have 

viewed modification or adaptation as a negative outcome that is inconsistent with fidelity, while 

others have highlighted modification or adaptation as a necessary aspect of implementation for 

successfully transporting EBPs into real world settings (Baumann et al., 2017).  

Wiltsey Stirman and colleagues (2013; 2019) have developed and updated the 

Framework for Reporting Adaptations and Modifications-Enhanced (FRAME) in order to 

characterize modifications to interventions. Overall, FRAME includes the following eight 

aspects: (1) when and how in the implementation process the modification was made, (2) 

whether the modification was planned/proactive or unplanned/reactive, (3) who determined that 
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the modification should be made, (4) what is modified, (5) at what level of delivery the 

modification is made, (6) type or nature of context or content-level modifications, (7) the extent 

to which the modification is fidelity-consistent, and (8) the reasons for the modification, 

including (a) the intent or goal of the modification (e.g., improve fit, adapt to a different culture, 

reduce costs, etc.) and (b) contextual factors that influenced the decision. 

The framework includes four primary types of modifications (e.g., what is modified): 

Content, Contextual, Training and Evaluation, and Implementation and Scale-up Activities. 

Content modification refers to changes to the content itself or that impact how aspects of the 

treatment are delivered. Contextual modifications refer to modifications made to the way the 

overall treatment is delivered.  Training and Evaluation modifications refer to changes in how 

staff are trained or how the intervention is evaluated. Modifications to Implementation and 

Scale-up Activities are modifications to strategies used to implement or spread the intervention.  

These types of modifications can be made at various levels of delivery, for example, the 

individual client level, organization level, or system level. Contextual modifications can be made 

to various aspects of the intervention context, including format, setting, personnel and 

population.  

Present Study 

The present study is a program evaluation and observational study of the implementation 

and sustainment of FFT in Virginia from 2017-2022. The study is grounded in the EPIS 

framework of implementation (Aarons, Hurlburt, & Horwitz, 2011), evaluating FFT quality 

assurance targets over 4.75 years of FFT implementation in Virginia, as well as the RE-AIM 

framework (Glasgow et al., 1999; Glasgow & Estabrooks, 2018), examining the participant 

population served by FFT, as well as comparing outcomes across participants, and identifying 
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modifications to FFT that occurred during the study time period.  FFT national standards for 

quality assurance (Robbins & Midouhas, 2021) were used as a benchmark to assess 

implementation and sustainment in Virginia. The study provides quality improvement 

recommendations based on findings and situates findings within the context of FFT and the 

implementation science literature. 

Rationale and Significance of the Current Study 

FFT has been implemented in Virginia for over five years, but there have not been 

statewide consistent quality assurance efforts to examine implementation stability over time. 

With opportunities to continue to fund FFT in Virginia, via initiatives such as the Family First 

Prevention Services Act, it is important to assess the quality of implementation over time, 

understand the population who has received FFT so far, assess outcomes, and identify and 

characterize any modifications to FFT that have occurred in Virginia.  

As statewide initiatives to roll out evidence-based practices systemwide become more 

common, there is a shift away from singular focus on effectiveness, and more need for focus on 

program evaluation and quality assurance (Sedlar et al., 2017). The implementation of an 

evidence-based practice within a statewide service system can be evaluated to examine the 

impact on clients, as well as evaluating the “health” of the program within the system (e.g., 

sustainment of teams providing the service after initial training, cost effectiveness; Lau & 

Brookman-Frazee, 2015). Program evaluation often assesses process and outcomes of programs 

at a system level to inform quality assurance and improvement efforts. One common method for 

quality assurance and improvement is to compare quality assurance components to standards or 

benchmarks put forth by the program purveyor (e.g., national benchmarking; Hogue et al., 2013). 

For example, a recently published evaluation of FFT assessed the modification of the delivery 
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format of FFT to teletherapy format during the Covid-19 pandemic (Robbins & Midouhas, 

2021). The authors compared quality assurance targets during a teletherapy modification period 

to the FFT national standard benchmarks and found similar completion rates and therapist-

reported outcomes. 

The present study will focus on several constructs grounded in the RE-AIM framework. 

First, the study will examine implementation by evaluating quality assurance targets against FFT 

benchmark standards and identify modifications to FFT as implemented in Virginia.  Although 

fidelity is often a focus of the implementation dimension of RE-AIM, the present study will be 

limited in examination of fidelity, due to the fidelity measure used and the frequency of 

measurement for the present study. The study will report on fidelity scores but not interpret 

trends in results. The study will also report on frequency of fidelity ratings and compare against 

FFT program expectations for fidelity ratings to occur weekly. In addition to fidelity scores and 

frequency of fidelity rating, the present study will assess several quality assurance targets that 

compose standard implementation of FFT.  

Evidence-based practice operates under the theory that maintaining fidelity to an 

evidence-based intervention is important to producing intended outcomes for the program. While 

this often focuses on clinical fidelity to the model (e.g., what is delivered in session), this 

paradigm also can be applied to aspects of service delivery and program structure for the 

program. For example, for FFT, to achieve intended outcomes, it is likely important that service 

delivery and program structure are implemented as intended by the program. There are many 

aspects of service delivery and program structure that make up FFT. The present study will focus 

on quality assurance targets, or aspects of FFT that have been considered standard aspects of 

program structure and service delivery (e.g., team size, average caseload, duration of services).   
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As discussed earlier, FFT requires time and financial resources to implement. By assessing 

quality assurance targets and developing any applicable quality improvement recommendations, 

the present study can aid in ensuring that FFT is implemented as intended, supporting the 

longevity of the program and protecting investments, and supporting intended outcomes for 

participants.  

As part of assessing implementation, the present study will also identify and characterize 

modifications to FFT in Virginia. Although there has been an increased focus on modifications 

and adaptations in the last decade, they are often not documented and therefore not evaluated 

(Wiltsey Stirman et al., 2019). Research on modifications generally has tended to include 

planned adaptations, with less research focused on highlighting modifications as they naturally 

occur during real world implementation of EBPs (Wiltsey Stirman et al., 2017). Tracking and 

understanding modifications is important to implementation science, as implementation is a 

dynamic process and may differ across settings. In the present study, modifications to FFT will 

be characterized by the eight components of FRAME (Wiltsey Stirman et al., 2019) discussed 

earlier, as data available to the current study allows. It is important to characterize modifications 

to FFT as implemented in Virginia because modifications may occur for a variety of purposes 

and may impact implementation outcomes (e.g., accessibility, feasibility) and/or client outcomes. 

Documenting and understanding modifications can shine light on systemic issues that might be 

impacting FFT in Virginia and can set the groundwork for future research to empirically test 

modifications as intentional adaptations. 

Second, the present study will describe one component of Reach (of several components 

included in the RE-AIM framework): the absolute number of participants who received FFT. 

Demographic characteristics will be examined descriptively to understand the participant 
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composition in Virginia (e.g., describe who participated). FFT is an intervention that may be 

applicable to a wide range of participants across multiple referral sources, reasons for referral, 

genders, race/ethnicities, and ages. FFT implementation in Virginia was not rolled out as a 

research study (e.g., recruiting specific participants) and as such, program evaluation will help 

program administrators understand who is actually participating in FFT. This information can 

inform opportunities to expand the participant population (e.g., through referral efforts), 

ascertain if FFT is being delivered to any participants outside of the intended participant 

population (e.g., unintended reach), provide information for potential agencies that might want to 

be trained as providers of FFT, and help support any efforts to acquire additional funding. 

Describing the composition of participants also will also allow for the present study to assess 

outcomes among subgroups, which will be described in the next section.   

Third, the study will examine two aspects of the RE-AIM dimension, Effectiveness: 

whether the program achieves targeted outcomes and if there is variation in outcomes across 

subgroups. Recent work in dissemination and implementation has called for a greater focus on 

“equitable implementation” to address health inequities and promote health equity (Shelton et al., 

2024). Health equity can be defined as “the principle underlying a commitment to reduce, and 

ultimately, eliminate disparities in health and in its determinants, including social determinants” 

(Braveman, 2014). Efforts have been made in recent years to update RE-AIM to include a focus 

on equity (Gomes et al., n.d.).  Recent guidance specifically calls for assessment across 

subgroups of participants, such as social determinants, rural or racial/ethnic populations, 

healthcare setting resources (high or low resourced), or literacy, to demonstrate who the program 

benefits and where inequities may continue to exist (Shelton et al., 2020). In the present study, to 

learn more about who FFT benefits and where inequities may exist, differences in outcomes 
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among subgroups will be examined. This can help determine if an increased focus on a specific 

outcome or group is needed for quality improvement in Virginia (for example, developing 

potential modifications to address below expected performance or disparities in performance 

among subgroups or increasing the focus on systemic issues that may impact FFT outcomes). 

FFT Implementation Context 

FFT was initially introduced in the state of Virginia in 2017, as part of Virginia's Juvenile 

Justice Transformation Plan. A core goal of this plan was to reduce the overuse of juvenile 

correctional centers and develop a statewide continuum of evidence-based services and 

alternatives to incarceration as part efforts to replace large correctional settings. As part of this 

initiative, the Department of Juvenile Justice launched the Regional Service Coordination (RSC) 

model. Per this model, two large service coordination agencies sub-contract with a network of 

public and private provider agencies to provide services. FFT and Multisystemic Therapy (MST) 

were selected as evidence-based practices to implement within this initiative due to their 

effectiveness in reducing recidivism (Virginia Department of Juvenile Justice, 2017). Prior to the 

initiative, there were two extant MST teams in Virginia and no FFT teams. In 2017 the DJJ 

funded the start-up costs to launch four FFT teams, which cost roughly $65,000 per team.  

The DJJ and the RSCs have since partnered with the Department of Social Services, 

Department of Behavioral Health and Developmental Services, Department of Medical 

Assistance Services (DMAS), and the Office of Children’s Services (OCS) to expand the 

availability of evidence-based services, like FFT, as part of the Family First Prevention Services 

Act, Project Bravo (Behavioral Health Redesign for Access, Value and Outcomes), and 

Medicaid Redesign. As a result of these efforts, FFT can now be funded through Children’s 
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Services Act and Title IV-E funds. Since January 1, 2022, these programs are also eligible for 

Medicaid reimbursement. Teams have been staggered in implementation over time. 

FFT implementation in Virginia began in 2017 and persisted throughout the Covid-19 

pandemic beginning in 2020. Prior to the pandemic, FFT LLC had permitted the use of 

teletherapy services (e.g., video conferencing) in exceptional circumstances (e.g., extreme 

weather). Beginning on March 15, 2020, FFT, LLC, shifted to allow for teletherapy in any 

session. A 2021 paper describing this shift to teletherapy reported that 62.7% of FFT sessions 

completed globally between March 15, 2020 and September 1, 2020, were conducted via 

teletherapy (Robbins & Midouhas, 2021). 

In summary, this study will assess FFT implementation at the system (state) and team 

level and compare quality assurance targets and client outcomes to purveyor benchmarks of 

national standards. This study will also describe FFT participants descriptively and assess 

subgroup differences on outcomes.  The study places implementation within the context of the 

Covid-19 pandemic and identifies and categorizes modifications over the 5 years of 

implementation. As such, the study will address the following aims: 

Specific Aims and Research Questions 

Aim 1a: Describe system level and team level trends over time on quality assurance 

targets for FFT, including average team size, average caseload, treatment duration, and 

frequency of fidelity rating.   

Research Questions: How did the quality assurance targets compare to national 

benchmarks for FFT implementation?  Did quality of implementation decline following the onset 

of the Covid-19 pandemic? 

Aim 1b. Assess client outcomes.  
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Research Question: How did the rate of treatment completion and rates of client status 

disposition at the time of termination (i.e., client in community, client in school, client without 

new law violations) compare to national benchmarks for FFT outcomes?  

Aim 1c. Determine implementation/sustainment stage, quality of 

implementation/sustainment, and client outcomes, by team, as of May 2022.   

Research Question: At the end of the study period, were teams implementing or 

sustaining FFT in accordance with FFT national benchmarks? What are potential areas for 

quality improvement?    

Aim 2a:  Describe the participant population served by FFT in Virginia. 

Research Questions: Who did FFT serve during its first 5 years of implementation (e.g., 

race/ethnicity, gender, referral reason, referral source, and age).  

Aim 2b: Examine differences in outcomes among subgroups of participants.  

Research Questions: Did participants differ on completion of FFT and status outcomes 

(remain in community, engage in school, no new law violations) based on demographics or time 

of participation? Aim 2 will examine group differences based on (1) race/ethnicity, (2) gender, 

(3) referral reason, (4) referral source, and (5) whether or not the participant was within or 

outside the intended age range for FFT. Additionally, were there group differences between 

participants served one year prior to and participants served during the first year of Covid-19? 

Aim 3: Identify and characterize modifications to FFT that occurred as part of 

implementation of FFT in Virginia. 

Research Questions: Based on the FRAME (Wiltsey Stirman et al., 2019), how can we 

characterize modifications to FFT in Virginia. What implications do these modifications have for 

FFT in Virginia?   
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Method 

Overview 

The present study was conducted as part of a statewide evaluation of FFT in Virginia, 

using secondary analysis of data collected by FFT, LLC through their data system. For Aim 1, 

statewide trends over time were examined, by team, on adherence to program components (e.g., 

team size, caseload, duration, frequency of fidelity rating). Teams were compared to FFT 

national standard benchmarks and teams were categorized based on phase (implementation or 

sustainment). 

For Aim 2, the participant population is described and group differences in completion 

rate and status outcomes were examined based on demographics and other participant factors. 

Additionally, for a subset of participants, these variables, as well as duration and number of 

sessions were examined based on participant time of participation (i.e., pre- or post- Covid-19). 

For Aim 3, modifications to FFT are identified and are characterized using the FRAME.  

Study Procedure 

Description of FFT Implementation 

Functional Family Therapy was first implemented in Virginia in 2017. Teams have been 

staggered in implementation over time, and some FFT teams are no longer active. In Virginia, 

FFT supervisors must have a master’s degree; FFT therapists must have at least a bachelor’s 

degree and be registered as a Qualified Mental Health Professional (QMHP). As noted earlier, 

FFT standards require a minimum of three therapists and one supervisor to compose an FFT 

team.  

Data Collection 
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FFT therapists entered case information into the Clinical Services System (CSS), a web-

based application developed by FFT LLC to support therapists’ delivery of the model. Following 

every clinical staffing, the clinical supervisor completes a fidelity rating for each case reviewed 

for each therapist. This fidelity rating reflects the degree of clinical adherence and competence 

for that therapist's work in that case in a specific session presented.  Data were acquired from 

FFT, LLC as part of a statewide fidelity monitoring project conducted by the Center for 

Evidence-Based Partnerships in Virginia. 

Sample 

Two teams in Virginia declined the request for deidentified data to be released to 

researchers by FFT, LLC. The sample included all youth who participated in FFT in Virginia 

provided by nine teams between November 2017 and June 2022, and their therapists. Client 

outcome data were collected at the close of treatment. There were 56 therapists included over the 

course of data collection, across nine teams. For each team, team size ranged from one to seven 

therapists. 

Demographics 

Client participants were 1,719 youth. Fully 71.6% of the participants were male, 27.6% 

were female, and 0.8% indicated a gender identity other than male or female. Age of participants 

ranged from 2 to 22 years old (0.6% participants were younger than the age range intended for 

FFT, 11 years old, and 11.6% were older than 18), with a mean age of 16 (SD =2). Participant 

race included 38.6% Black, 36.6% White, 11.9% Latinx, Hispanic, or Chicano, 6.6% Biracial, 

.3% Middle Eastern, .3% Native Hawaiian or Pacific Islander, 3.5% race unknown, and 1.6% 

race indicated as other. It is important to note that data was collected by FFT in a “choose one” 

option manner, and “Latinx, Hispanic, or Chicano” was presented as one choice, although these 
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are distinct identities. Referral sources included 60.7% Probation, 9.2% Mental Health, 7.9% 

Child Welfare, 6.6% Parole, 4.0% referral source unknown, 3.9% other referral source, 3.4% 

Internal Agency Referral, 3.0% School Referral, 0.9% Self-Referral, and 0.5% Diversion. 

Primary referral reasons included 58.1% Delinquent behavior, 8.1% Youth/Caregiver Conflict, 

8.0% Family Violence, 7.2% Mental health issue, 4.8% Family Reunification, 4.0% reason 

unknown, 3.7% School Truancy/Behavior, 2.3% Family Substance Abuse/use, 1.7% Other 

reason, 1.2% Runaway Behavior, 0.7% Family Separation, and 0.1% Gang involvement. 

Demographics are displayed in Table 1. 

Measures 

Aim 1 Measures 

Team Size 

For each quarter, team size was calculated by adding up the total number of therapists 

employed by each team. The standard team is comprised of 3-8 therapists. 

Team Average Caseload 

For each quarter, first a mean caseload was computed for each therapist on the team.  

Then, a team average caseload was computed by computing the mean of the therapists’ mean 

caseload. The FFT standard average caseload size is 10-12 cases, with the expectation that the 

range is between 5-15 cases.  

Treatment Duration 

 For each quarter, average treatment duration was computed for cases that closed that 

quarter. Treatment duration was calculated by number of days between first and last treatment 

session. The national standard is 60 to 180 days for FFT (Robbins & Midouhas, 2021).  

Team Average Fidelity  
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Team-level average fidelity scores were calculated by averaging weekly therapist ratings, 

per team, per quarter. Teams are expected to meet weekly for group supervision. Therapist 

fidelity was assessed by clinical supervisors during weekly group supervision. In a group format, 

each therapist is expected to present at least one active case, and the supervisor uses a structured 

fidelity rating tool to assess the extent to which FFT core principles and manual-specific 

practices were applied when serving the family (Sexton et al., 2004). These ratings are entered 

into the CSS. As part of supervisor training, supervisors receive training in rating fidelity, which 

is specific to the family’s current treatment phase (e.g., Engagement/Motivation Phase, Behavior 

Change Phase, or Generalization Phase) and the relevant techniques (interventions) for that 

phase (Robbins et al., 2011; Robbins & Alexander, 2019). The Weekly Supervision Checklist 

captures two domains of FFT fidelity, Adherence and Competence. Adherence refers to the 

extent of the therapist’s adherence to goals, strategies, and theoretical principles of the FFT 

model, as they fit with the family and treatment phase, as outlined in the supervision manual 

(Robbins et al., 2011). Supervision guidelines are provided for rating Adherence as the extent to 

which therapist-reported interventions were appropriate for the case/session and used to achieve 

phase-based goals, rated with the following anchors: 0 “None/Minimal,” 1” 

Occasional/Infrequent,” 2 “Regular/Frequent,” or 3 “Extensive/Consistent” (Robbins et al., 

2011; Weekly Supervision Checklist, unpublished). Competence refers to the quality or skill 

level (e.g., depth, sophistication, tailored to family) with which therapists deliver FFT 

interventions. Supervision guidelines are provided for rating Competence as the depth and 

sophistication of interventions delivered, rated with the following anchors: 0 “None,” 1 “Low,” 

2 “Moderate,” and 3 “High” (Robbins et al., 2011; Weekly Supervision Checklist, 

unpublished).  The Adherence and Competence scores are then summed to compute a fidelity 
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rating score which can range 0-6. Scores are entered into the CSS. As stated earlier, although this 

measure, and the use of the CSS overall, does not have substantial research on validity and 

reliability, purveyors have set benchmarks to categorize fidelity scores as adequate (3 or greater 

out of 6) or below adequate fidelity, and this benchmark is used as part of training and quality 

improvement. For the present study, if a therapist presented more than one case and therefore 

received more than one fidelity rating for that week, the ratings were averaged to create one 

score per therapist for the week. Then, for each quarter, a team-level average fidelity score was 

computed for each team by averaging the therapists’ weekly fidelity scores across all team 

members. Only team-level average fidelity scores will be reported in this study. 

Frequency of Fidelity Rating 

Frequency of fidelity rating was examined to assess adherence to fidelity monitoring 

procedures as part of weekly supervision. For each team, frequency was a count of the number of 

weeks per quarter for which the team had at least one fidelity rating for at least one therapist 

(e.g., did any fidelity rating occur that week). Then this count was divided by the total number of 

weeks in the quarter to obtain the percentage of weeks in which the team had completed fidelity 

rating, for each quarter.   

Completion Rate 

For each quarter, completion rate was calculated by the percentage of cases closed that 

quarter that completed all phases of FFT before closure. FFT national standards range from 70 to 

80% completion rate (Robbins & Midouhas, 2021). 

Status at Completion 

Therapists indicate youth status at case termination on the following: (1) Youth remain in 

the community and with family, (2) youth are in school or working, and (3) youth have 
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committed no new law violations at time of case closure. FFT standard is maintaining over 85% 

success in these categories (i.e., yes responses to each of the three). For each quarter, percentages 

were calculated for cases closed by team, for these status outcomes. 

Aim 2 Measures 

Race/Ethnicity 

Race/Ethnicity were collapsed into 3 primary groups for group comparison analyses: 

Black, Latinx/Hispanic/Chicano, and White.  

Gender 

Gender groups “Male” and “Female” were included in group comparison analyses. The 

group “Other Gender” was not included in comparison analyses due to low frequency (n=13). 

Referral Source 

Referral source was collapsed into four groups for analyses: Child Welfare, Juvenile 

Justice (Probation, Parole, and Diversion), Mental Health, and Other Source (School Referral, 

Other Internal Agency, Self-Referral, Other, Unknown). 

Primary Referral Reason 

Primary referral reason was collapsed into four groups for group comparison analyses: 

Youth Behavior/Delinquency (Delinquent Behavior, School Truancy/Behavior, Runaway 

Behavior, Gang Involvement), Family Reason (Family Violence, Family Separation, Family 

Reunification, Youth/Caregiver Conflict, Family Substance Use), Mental Health, and Other 

Reason (Other, Unknown). 

Age Group 



  
  

 

 

34 

Age groups included in comparison analyses were “11-18” (FFT intended age range) and 

“Older than 18.”  The group “Younger than 11” was not included in analyses due to low 

frequency (n=11). 

Served Prior or During Covid 

Beginning on March 15, 2020, in response to the Covid-19 pandemic, FFT LLC, shifted 

to allow for teletherapy in any FFT session. Analyses were also completed using a subset of 

cases to examine group differences between clients who terminated within one year prior to 

March 15, 2020 or within one year following March 15, 2020.  

Completion 

As described earlier, completion was a yes/no variable based on whether the participant 

completed FFT or discontinued before completing FFT. 

Status Outcomes 

As described earlier, the following status outcomes were recorded as yes/no by therapist 

at the end of treatment, when known: client remained in the community, client was attending 

school or work, and client had no new law violations.   

Analytic Plan 

Aim 1a: Assessing trends for quality assurance targets over time for FFT teams in Virginia 

Line graphs were created for each quality assurance target to permit visual inspection to 

describe general trend over time.  The proportion of teams meeting each program standard or 

benchmark was also calculated for each quarter when relevant.  

Aim 1b: Assess Client Outcomes 
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Completion and rates of client status disposition at the time of termination (i.e., client in 

community, client in school, client without new law violations) were compared to national 

benchmarks for FFT outcomes. 

Aim 1c. Summarize implementation and sustainment for most recent quarter 

Determine implementation/sustainment stage and summarize quality assurance target 

performance and client outcomes, by team, as of June 2022.   

Categorizing Teams Based on EPIS Phase (Aarons et al., 2012) 

Teams were categorized into 3 stages as of the FY quarter beginning April 2022: (1) 

Teams less than 2-years post-training; (2) Teams 2 or more years post-training; and (3) Teams no 

longer active. Teams less than 2-years post-training were considered in the Implementation 

phase, as they still received significant consultation support from the purveyor. Teams two or 

more years post training were considered as in the Sustainment phase. 

Current Implementation and Sustainment 

To provide a summary of FFT in the state of Virginia, implementation and sustainment 

were assessed based on quality assurance target performance and outcomes computed for the 

latest FY quarter included in this project (April-June 2022).  

Aim 2a: Describing FFT Participants 

 One component of Reach (of several components included in the RE-AIM framework) is 

used to describe FFT participants in the current study: the absolute number of participants who 

received FFT and their demographic characteristics. Demographic characteristics will be 

examined descriptively to understand the participant composition in Virginia (e.g., describe who 

participated). Descriptives for participant demographics and characteristics were examined and 
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participants were collapsed into broader categories to provide a summary of who has participated 

in FFT in Virginia.   

Aim 2b: Examine differences in outcomes among subgroups of participants. 

 A series of chi-square tests were used to test group differences on completion and status 

outcomes, based on demographic variables. Additional analyses were completed using a 

subsample of participants who terminated FFT within one year prior to, and one year following, 

the start of the Covid-19 pandemic. For these analyses, chi-square tests were again used to test 

group differences on completion and status outcomes, and additionally, t-tests were used to test 

group differences in treatment duration and session number. 

Aim 3: Identifying and Characterizing Modifications 

Modifications to FFT implementation as intended were identified, described, and 

characterized by components of FRAME (Wiltsey Stirman et al., 2019), as available data 

allowed. These components include: (1) when and how in the implementation process the 

modification was made, (2) whether the modification was planned/proactive or 

unplanned/reactive, (3) who determined that the modification should be made, (4) what is 

modified, (5) at what level of delivery the modification is made, (6) type or nature of context or 

content-level modifications, (7) the extent to which the modification is fidelity-consistent, and 

(8) the reasons for the modification, including (a) the intent or goal of the modification (e.g., 

improve fit, adapt to a different culture, reduce costs, etc.) and (b) contextual factors that 

influenced the decision. The 2023 version of the FRAME Codebook that accompanies the 

updated framework paper (Wiltsey Stirman et al., 2019 supplemental materials) is used to 

determine these components for each modification identified by the present study. 

Results 
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Aim 1a: Assessing Trends in Quality Assurance Targets Over Time  

Overview 

 Five quality assurance targets with standards or benchmarks set by the FFT model were 

examined over the 4.75-year period for each FFT team in Virginia. These included: Team size, 

average caseload, treatment duration, fidelity scores, and frequency of fidelity rating during 

supervision.  

Number of teams 

FFT began in 2017 with two teams in Virginia. From 2017-2022, teams grew to a total of 

9 teams. 

Team Size 

The number of therapists per team across quarters is displayed in Figure 1. Across 

quarters, team size ranged from 1 -7 therapists. The standard FFT team is comprised of 3-8 

therapists. At the system level, all teams had at least 3 therapists for the first 14 quarters, but in 

the latest 4 quarters there was a downward trend, with the percent of teams with at least 3 

therapists ranging from 44%-71%. This is likely overestimated as well by calculating team 

members across quarter (e.g., there may have been times within the quarter where staffing was 

lower).   

Team Average Caseload 

The average caseload per team across quarters is displayed in Figure 2. Average caseload 

for each team’s therapists ranged from 1.3 – 14.5 cases. The average for the system across 

quarters was 2.3-11.8 cases. The FFT standard caseload size is an average of 10-12 families, 

with an expected range of 5 - 15. At the system level, the average was within the benchmark of 

expected average for only 3 of 19 quarters, otherwise the average was lower than 10 cases per 
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therapist all other quarters, with only one team ever having an average caseload above 15. Figure 

3 displays the percentage of teams that met the benchmark of expected range of cases (5 – 15 

cases).  

Treatment Duration 

Treatment duration was calculated by number of days between first and last treatment 

session. For those that completed treatment, treatment duration ranged from 25-571 days, with a 

mean of 113.74 days (SD = 43.35). The national standard is 60 to 180 days for FFT. At the 

system level, only two teams had one quarter where the mean treatment duration was above 180 

days, and no teams had an average duration less than 60 days, for cases that completed. Cases 

that were closed before reaching completion of FFT had duration that ranged from 1 day to 416 

days, with a mean of 47.14 (SD=43.35). 14% of cases that closed before completion only 

attended one session and 49.5% of cases that closed before completion attended 4 sessions or 

fewer.  

Fidelity  

Team-level average fidelity scores across the study time period are displayed in Figure 4. 

Team-level average fidelity scores, by quarter, for each team ranged from 1 – 6.  

Frequency of Fidelity Rating 

On average, teams reported fidelity ratings for 55% of weeks, and teams varied in their 

fidelity rating frequency, ranging from 13%-87% of weeks overall with fidelity ratings reported. 

Within individual quarters, among teams, the lowest percentage of weeks with fidelity ratings 

was 8% and the highest percentage of weeks with fidelity ratings was 100%. 

Aim 1b: Assessing Client Outcomes 

Completion Rate 



  
  

 

 

39 

62.7% of participants completed FFT at case close overall. Completion rate ranged from 

0 -100% per quarter, across teams. Completion rates were quite variable by team and quarter. 

FFT national standards range from 70 to 80% completion rate, 75% was used as a benchmark in 

this study. At the system level, 75% of teams were at or above this standard for one quarter, 

otherwise the total percent of teams at or above this standard ranged from 11-33% across 

quarters. Results are displayed in Figure 5. 

Outcomes at Closure – Remain in Community, Attend School/Work, No New Law 

Violations 

For participants with available outcome data, 77.5% of participants remained in 

community at case closure, 79.2% participants were engaged in school or work at case closure, 

and 75.8% of participants had no new law violations at case closure. Status outcome results are 

displayed in Table 2. For each quarter, percentages were calculated for completed cases, for 

status indicators. FFT standard is maintaining over 85% success in these categories. Across 

quarters, the percentage of youth remaining in the community at the end of treatment ranged 

from 81%-100%. Figure 6. Across quarters, the percentage of youth in school or working at the 

end of treatment ranged from 90%-100% per team. Results are displayed in Figure 7. Across 

quarters, the percentage of youth with no new law violations at the end of treatment ranged from 

66%-100% per team. Results are displayed in Figure 8. 

Aim 1c: Summarize Implementation and Sustainment 

At the end of the study period, team implementation time ranged from two quarters to 

nineteen quarters, with two of nine teams in the Implementation phase (implementing for less 

than two years) and seven teams in the Sustainment phase. No teams had closed by the end of the 

study period, but one team is known to have closed in the quarter after.  
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In the final quarter, team size was the most common benchmark that was not met by 

teams. In the final quarter, 6 of 9 teams had 2 or fewer therapists. The next most common 

benchmark that teams were challenged by was average caseload. In the final quarter, 4 of 9 

teams had below benchmark average caseloads.  

Completion rate was the most common outcome for which teams did not achieve the FFT 

benchmark standard, with 6 of 9 teams having completion rates below 75% in the most recent 

quarter. In the final quarter, most teams had very high rates for status outcomes, with only one 

team falling below benchmark for both rate of youth remaining in community and rate of youth 

having no new law violations. The newest team had no cases completed yet and therefore no 

outcomes at completion available for report. Overall, there was variability across teams in 

meeting standards and benchmarks for quality assurance targets and outcomes and no clear 

pattern based on time since implementation. 

Aim 2a: Describe FFT Participants in Virginia 

To describe the FFT participant population in Virginia and make group comparisons 

across participants, participants were collapsed into smaller descriptive categories. Overall 

descriptives, along with the collapsed categories are indicated on Table 1. Participants were 

collapsed into race/ethnicity categories that included: Black (38.6%), White (36.6%), and 

Latinx/Hispanic/Chicano (11.9%). Participants with other races/ethnicity identities made up 

12.86% of the participants. The majority of FFT participants in Virginia identified as male 

(71.6%), with 27.6% identifying as female, and 0.8% identifying as other genders. Most 

participants (86.9%) were categorized as “within the age range intended for FFT (11-18 years 

old),” with 0.6% categorized as “younger than 11”, and 11.6% of participants in Virginia 

categorized as “older than 18 years old.” Participants were grouped into four categories based on 
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referral sources related to: Juvenile Justice (67.8%), Child Welfare (7.9%), Mental Health 

(9.2%), and Other Sources (15.1%). Participants were grouped into four categories based on 

primary referral reasons related to: Youth Behavior Reason (62.8%), Family Reasons (24.0%), 

Mental Health Reason (7.2%), and Other Reasons (6.0%). A subset of participants received FFT 

during the first year of Covid-19 (n=385) and within one-year preceding the start of Covid-19 

(n=426). 

Aim 2b: Assessing Outcomes Across Subgroups 

Race/Ethnicity 

Group differences based on Race/Ethnicity were examined.  There was not a significant 

difference in completion rate based on race/ethnicity, X2 (df = 3, N = 1719) = 6.53, p = 0.09. For 

status outcomes, there was not a significant difference in participants remaining in community 

Χ2 (df = 3, N = 1618) = 5.55, p = 0.14, or engaging in school/work Χ2 (df = 3, N = 1554) = 

3.40, p = 0.34, based on race/ethnicity. There was a significant difference in participants having 

no new law violations based on race, Χ2 (df = 3, N = 1589) = 30.43, p < 0.001. Post-hoc analyses 

indicated that a significantly smaller proportion of Black participants (68.6%) had no new law 

violations than White participants (81.5%; Z = 05.08, p < 0.001) and Latinx/Hispanic/Chicano 

participants (77%; Z = -2.22, p < 0.05). 

Table 3 displays race/ethnicity groups by referral source. Of note, Black youth were 

referred more frequently from juvenile justice related sources than participants from other 

race/ethnicity groups. 

Gender 

Next, group differences based on gender were examined. There was not a significant 

difference in completion rate based on gender, Χ2 (df = 1, N = 1705) = 0.18, p = 0.67. For status 
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outcomes, there was a significant difference in all three status outcomes based on gender. A 

significantly larger proportion of girls remained in community (85.8%), as compared to boys 

(80.8%), Χ2 (df = 1, N = 1705) = 5.44, p < 0.05).  A significantly larger proportion of girls 

(90.5%) engaged in school or work as compared to boys (86.6%) Χ2 (df = 1, N = 1705) = 

4.31,  p < 0.05). Finally, a significantly larger proportion of girls (82%) had no new law 

violations as compared to boys (73.1%), Χ2 (df = 1, N = 1705) = 13.58, p < 0.001). 

Referral Source 

Next, group differences based on referral source were examined. Groups based on 

referral source did significantly differ on completion rate, Χ2 (df = 3, N = 1719) = 9.8, p < 0.05).   

Post-hoc analyses indicated that a significantly larger proportion of participants referred from 

Juvenile Justice related sources (65.2%) completed FFT, as compared to participants referred 

from Mental Health related sources (54.5%, Z = -2.6, p < 0.01). Other groups did not differ.  

Groups based on referral source did significantly differ on rate of remaining in community, Χ2 

(df = 3, N = 1618) = 10.18, p < 0.05).  Post-hoc analyses indicated that a significantly smaller 

proportion of participants referred from Juvenile Justice related sources (80.5%) remained in 

community, as compared to participants referred from Mental Health sources (88.4%, Z = 2.26, p 

< 0.05) or Other sources (87.2%, Z = 2.47, p < 0.05). There was not a significant difference in 

rates of engaging in school or work based on referral source. Groups based on referral source did 

significantly differ on rate of no new law violations, Χ2 (df = 3, N = 1589) = 36.21, p < 0.01).  

Post-hoc analyses indicated that a significantly smaller proportion of participants referred from 

Juvenile Justice related sources (71.5%) had no new law violations, as compared to participants 

referred from Child Welfare sources (84.7%, Z = 3.13, p < 0.01), Mental Health sources (87.5%, 

Z = 3.98, p < 0.001) or Other sources (84.5%, Z = 4.09, p < 0.001). 
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 Referral Reason 

Next, group differences based on primary referral reason were examined. There was not a 

significant difference in completion rates, Χ2 (df = 3, N = 1719) = 2.53, p = 0.47), rates of 

remaining in community, Χ2 (df = 3, N = 1618) = 7.28, p = 0.06), and rates of engaging in school 

or work, Χ2 (df = 3, N = 1554) = 3.60, p = 0.31), based on primary referral reason. Groups based 

on primary referral reason did significantly differ on rate of No New Law Violations, Χ2 (df = 

3, N = 1589) = 17.07, p < 0.001).  Post-hoc analyses indicated that a significantly smaller 

proportion of participants referred for primary reason related to behavior/delinquency (73.3%) 

had no new law violations, as compared to participants referred for primary reason related to 

mental health (90.6%, Z = -3.90, p < 0.001). Proportions for primary reasons related to 

behavior/delinquency (73.3%) as compared to primary reasons related to family (78.2%, Z = -

1.84, p = 0.07) and Other reasons (75.5%, Z = -0.47, p = 0.64) were not significantly different. 

Age 

Next, group differences based on age group were examined. For completion rate, 

participants within the FFT intended age range (62.7%) and older than 18 years old (66.3%) did 

not significantly differ, Χ2 (df = 1, N = 1693) = 0.99, p = 0.32).  A significantly larger proportion 

of youth older than 18 remained in the community (89.5%), as compared to youth within the 

intended FFT age range (81.4%), Χ2 (df = 1, N = 1601) = 7.57, p < 0.01). There was not a 

significant difference in proportion of participants of engaging in school or work, Χ2 (df = 1, N = 

1538) = 2.02, p = 0.09) based on age group. There was also not a significant difference in 

proportion of No New law violations, Χ2 (df = 1, N = 1573) = 1.09, p = 0.17) by age group. 

 It was not expected that 11.7% of the sample would be older than the intended age range 

for FFT. To learn more about the referral composition of this group, additional analyses were 
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performed to examine group differences in referral source, based on age group. Results indicated 

that the groups did significantly differ based on referral source, Χ2 (df = 3, N = 1693) = 14.91, 

p < 0.01). Post-hoc analyses indicated that the group of participants who were older than the 

intended age range for FFT had a significantly higher proportion of participants referred by 

Juvenile Justice related sources (79.9%), as compared to the group of participants within the 

intended age range for FFT (66.5%), Z = -3.8, p < 0.001), as well as significantly lower 

proportion of participants referred by Child Welfare related sources (4.0%), as compared to 

participants within the intended age range for FFT (8.4%), Z=2.166, p <0.05. 

Pre- and Post-COVID 

Next, group differences for a subset of cases (n=811), including participants with a 

termination date within one-year prior to the start of Covid-19 (n=426) or within the first year of 

Covid-19 (n=385), were examined. For completion rate, participants pre- (65.5%) and post 

Covid-19 (67.3%) did not significantly differ, Χ2 (df = 1, N = 811) = 0.29, p = 0.32).  A 

significantly greater proportion of participants who participated during the first year of Covid-19 

remained in community (88.7%), as compared to those that participated in one year prior to 

Covid-19 (79.3%), Χ2 (df = 1, N = 773) = 12.57, p < 0.001). There was not a significant 

difference in proportion of participants engaging in school or work pre- and post-Covid-19. A 

significantly larger proportion of participants during the first year of Covid-19 had no new law 

violations (83.3%), as compared to those that participated in one year prior to Covid-19 (66.9%), 

Χ2 (df = 1, N = 765) = 27.15, p < 0.001).  However, within this overall improvement in rate of 

clients having no new law violations during the first year of Covid-19, racial disproportionality 

in this outcome remained, with a smaller proportions of Latinx/Hispanic/Chicano (71.7%) and 

Black (79.2%) clients having no new law violations, as compared to White (89.3%) participants. 
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Additionally, although there were overall improvements on this outcome for Black and White 

participants, when comparing one year prior to Covid-19 and the first year of Covid-19, in 

contrast, the percentage of Latinx/Hispanic/Chicano participants with no new law violations 

actually decreased slightly in the first year of Covid-19 (75.4% vs 71.1%), but sample size for 

this subset of the total sample is small (n=57 total Latinx/Hispanic/Chicano youth for year prior 

to Covid and n=46 total Latinx/Hispanic/Chicano youth for first the year of Covid-19).  

Finally, duration of treatment and number of sessions were examined to assess 

differences between cases that closed within one year prior to Covid-19 and cases that closed 

within the first year of Covid-19. There was not a significant difference for duration of 

participation for cases that closed during the year prior to Covid-19 (M = 87.9, SD =50.4) and 

cases that closed during the first year of Covid-19 (M = 80.8, SD = 55.1), t(809) = 1.91, p = 0.06. 

Similarly, there was not a significant difference in the number of sessions, for cases that closed 

one year prior to Covid (M=9.77, SD=4.7) and closes that closed during the first year of Covid-

19 (M=9.51, SD=5.2), t(809) = 0.74, p = 0.46).  

Aim 3: Modifications 

Two major modifications were noted in this evaluation of FFT implementation and 

sustainment in Virginia. In order to characterize each modification, FRAME components are 

reported, based on data available to the present study. 

First, FFT was provided via telehealth for some sessions following the start of the Covid-

19 pandemic. (1) When/how: This modification was made during implementation. Prior to the 

pandemic, FFT LLC had permitted the use of teletherapy services (e.g., video conferencing) in 

exceptional circumstances (e.g., extreme weather). Beginning on March 15, 2020, FFT, LLC, 

shifted to allow for teletherapy in any session. A 2021 paper describing this shift to teletherapy 
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reported that 62.7% of FFT sessions completed globally between March 15, 2020 and September 

1, 2020, were conducted via teletherapy (Robbins & Midouhas, 2021), although the proportion 

of sessions delivered via teletherapy in Virginia is not known based on data included in the 

present study. (2) Planned/proactive or unplanned/reactive: This modification was unplanned 

and reactive. (3) Who determined that the modification should be made: FFT Purveyors 

determined this modification. (4) What is modified: The modification is contextual, as 

modification was made to the overall way treatment was delivered. (5) At what level of delivery 

the modification is made: The modification was made across the entire service system. (6) Type 

or nature of context or content-level modifications: The format was changed from in-person to 

virtually delivered via video. (7) The extent to which the modification is fidelity-consistent: This 

is not known by the present study, as the present study does not capture if content modifications 

were made in Virginia as a result of context modification (delivery format). (8) The reasons for 

the modification: In response to health concerns and regulations (e.g., lock down) related to the 

COVID-19 pandemic, FFT LLC allowed for sessions to be conducted via teletherapy to maintain 

continuity of care and continued accessibility of FFT services. 

A second modification identified by this study was that participants outside of the 

intended age range for FFT were provided FFT in the state of Virginia (0.6% of participants 

were younger than 11 and 11.6% were older than 18 years old.). (1) When/how: This 

modification was made during implementation. Participants outside of the intended age range 

participated in FFT throughout the study time period. (2) Planned/proactive or 

unplanned/reactive: This modification was unplanned and may be reactive, although this is 

unknown. (3) Who determined that the modification should be made: It is not known by the 

present study who determined this modification. (4) What is modified: The modification is 
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contextual, as modification was made to the overall way treatment was delivered. (5) At what 

level of delivery the modification is made: The modification was made across the service system. 

(6) Type or nature of context or content-level modifications: Contextual modification was made 

to extend the population served, outside of the intended age range. (7) The extent to which the 

modification is fidelity-consistent: This is not known by the present study, as the present study 

does not capture if content modifications were made depending on age. (8) The reasons for the 

modification: Reason is not captured by data available to the present study.  

Discussion 

The present study sought to address three aims. First, the study evaluated the 

implementation and sustainment of FFT in Virginia based on performance on program 

components quality assurance targets and client outcomes across the first five years of FFT’s 

implementation in the state. Second, the study examined FFT participants in Virginia by 

describing the participant population and assessed group differences in completion rate and 

status outcomes across participant subgroups. Third, the study identified and characterized 

modifications to FFT that occurred in Virginia during the study time period. 

To summarize, at the end of the study period, two teams were in the implementation 

stage and seven teams were in the sustainment phase. Highlights for Virginia teams included 

largely positive status outcomes for youth (e.g., remain in community, engage in school/work, 

and have no new law violations). Some areas of concern for Virginia teams included significant 

drop in the number of the therapists per team from 2020 forward, a notable decrease in caseloads 

for teams starting in 2019 and hitting a plateau in 2020, and overall low and below national 

benchmark case completion rates.   



  
  

 

 

48 

Subgroup differences in completion rates were found based on gender. Subgroup 

differences in rate of remaining in community were found based on gender, referral source, age, 

and participation during the first year of the Covid-19 pandemic. No group differences were 

found for rate of engaging in school/work. Group differences were found for rate of participants 

having no new law violations, based on race/ethnicity, referral source, referral reason, and 

participation during Covid-19. There was not a significant difference in duration or number of 

sessions for cases closed in the year prior to Covid and those that closed during the first year of 

Covid. Each of these findings is discussed in turn.  

Assessing Trends in Quality Assurance Targets Over Time  

Research Questions: How does the implementation of FFT in Virginia compare to national 

benchmark standards of implementation of FFT and what, if any, components would benefit from 

focused quality improvement efforts? Given the organizational and individual impacts of the 

Covid-19 pandemic, how was the quality of implementation of FFT in Virginia impacted by the 

Covid-19 pandemic?  

Analyses aimed to describe the stability of FFT quality in Virginia across the first five 

years of implementation produced a number of notable results. Virginia started with two FFT 

teams and ended the study time period with nine FFT teams, with no teams closing during this 

time. Two teams were in the implementation phase (providing services for two years or less) and 

seven teams were in the sustainment phase (providing services for more than two years). No 

teams met all FFT benchmarks at the final quarter included in the study period, which is 

somewhat expected, as it is unlikely that any program implemented in community settings would 

achieve all benchmarks. These results are in line with findings from a systematic review of 125 

empirical studies focused on the sustainment of public health and clinical interventions, which 
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indicated that partial sustainment is much more common than full sustainment of an intervention 

(Wiltsey Stirman et al., 2012). 

FFT requires a team size of three to six therapists. In Virginia, teams met this benchmark 

for the first three years of implementation, with a notable decrease in team size beginning in the 

first quarter of 2020 and continuing from that point. The decrease coincides with the COVID-19 

pandemic and also with changes in the payment rate for FFT via Medicaid. In the last three 

quarters of data available for this analysis, the average Virginia team was below the national 

benchmark for team size.  

Average caseload is another quality assurance target for standard FFT. The model 

purports that quality of delivery for the program is improved by ongoing therapist experience 

with the model (Turner et al., 2018). Data on implementation in Virginia demonstrated a steady 

rise in caseloads through the first two years of implementation, followed by a steady decrease 

beginning in 2019, hitting a nadir in the second quarter of 2020 and then plateauing at around 7 

cases, also coinciding with the onset of the Covid-19 pandemic. While most quarters teams did 

meet the general benchmark for range of cases (5-15) overall the mean caseload was below the 

benchmark mean of 10-12 cases, throughout the study period. It is possible that overall, teams 

were only able to maintain smaller caseloads due to turnover and hiring of new staff, and this 

overall delayed building and maintaining large caseloads.  

Supervisors reported different scores for the teams on the FFT fidelity measure. A major 

caveat for interpreting trends in fidelity in this study is that fidelity averages were based only on 

available ratings, which were variable in frequency of rating by team, and there is not yet 

adequate evidence for the validity and reliability of this fidelity measure. Despite the FFT model 

guidance of maintaining weekly fidelity monitoring during group supervision, in the present 
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study reports of fidelity ratings were less than weekly overall (on average teams had at least one 

fidelity rating for one therapist, 55% of weeks). There was variability among teams, with some 

teams following protocol 100% of weeks some quarters, and others as low as 8% of weeks for 

some quarters.  

The frequency of rating fidelity during weekly supervision was much lower than intended 

by the FFT model. Although not captured by the current study based on available data, potential 

explanations for drift in practice might be that (1) supervision in general was not occurring as 

frequently as intended, (2) supervision was occurring, but other topics took precedence over case 

discussion/fidelity rating during supervision (e.g., discussion of administrative issues, referrals), 

or (3) any number of other reasons, such as burnout, that fidelity rating would not be conducted 

(or recorded). Qualitative data collection would be important to elucidating more information 

about the reason for, and nature or this drift from protocol.  This kind of drift may occur 

naturally as part of implementation and can be viewed negatively as decreasing fidelity to the 

intervention as designed, but alternatively, can also be viewed pragmatically as attempts to 

increase the feasibility of a practice and therefore contribute to long-term sustainability of an 

intervention (Shelton et al., 2018; Chambers et al., 2013).  From a research perspective, if 

weekly fidelity rating is not feasible, it may be helpful to empirically test various frequencies of 

fidelity monitoring as an intentional adaptation, to see if there is a lower “threshold” of fidelity 

rating frequency, and/or frequency of supervision in general, that is more feasible and still 

maintains an acceptable level of program effectiveness (Shelton et al., 2018). 

There has been limited research on supervision, EBP fidelity rating, and outcomes. Some 

studies have looked at supervision content or techniques, while other studies have looked at 

supervision format (e.g., observational - including review of recorded sessions).  In a study of 



  
  

 

 

51 

Multisystemic Therapy (MST), Schoenwald et al. (2009) found that supervision that focused on 

adherence to MST principles, predicted greater therapist adherence and subsequent client 

outcomes. A study of Trauma-Focused Cognitive Behavioral Therapy (TF-CBT) found that 

supervision that included more of a directive approach (e.g., didactic instruction and clinical 

suggestions), as compared to supervision that was primarily supportive supervision, resulted in 

greater likelihood therapist’s completing an important component of TF-CBT with clients, the 

“trauma-narrative” (Meza et al., 2023). Similarly, a study of Cognitive Behavioral Therapy 

indicated that supervision utilizing experiential learning (e.g., modeling and role-plays) and 

feedback on session recordings, resulted in greater increases in provider EBP fidelity, as 

compared to supervision as usual (Bearman et al., 2017). In a study of Motivational 

Interviewing, Martino et al. (2016) found clinicians supervised with an enhanced supervision 

including review of recorded sessions, significantly increased their MI competency as compared 

to those that received supervision as usual, but that this enhanced supervision did not result in 

improved client treatment retention or outcomes and was very costly.  

Robbins et al. (2018) conducted a study to test an enhanced version of FFT supervision, 

observation-based supervision (e.g., review of audio recordings of sessions), as compared to FFT 

supervision as usual (therapist reports on a case). Findings indicated that clients with 

externalizing behavior above clinical thresholds had significantly greater reductions in problem 

behaviors in the observation-based supervision versus the supervision as usual conditions and 

clients below thresholds did not respond differentially to conditions. The authors discuss that the 

modest impact of observation-based supervision, although helpful for more acute clients, may 

not be worth the investments of time and resources needed. This discussion emphasizes a 
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common focus on compromise between benefit and overall feasibility in real-world service 

settings.  

There has not been research on the impact of frequency of FFT supervision, or frequency 

of fidelity rating as part of supervision. Nevertheless, weekly group supervision is considered an 

integral part of FFT, and supervision sessions are typically divided into two key activities: 

fidelity review and case planning. Robbins and Alexander (2019) discuss the importance of the 

group supervision format for collaborative learning, exposing therapists to many clinical issues 

and allowing for therapists to think about and provide feedback on their colleague’s cases. The 

supervision model also follows the assumption that “the more cases that are reviewed in 

supervision, the broader the impact of supervision on therapist fidelity and in turn, on clinical 

outcomes” and “therapists learn as much from their successes as their failures; therefore, 

supervision (and fidelity review) cannot solely focus on difficult cases” (Robbins & Alexander, 

2019). The authors emphasize that fidelity monitoring, as part of group supervision, should occur 

weekly. The authors state, “Every week, supervisors assess both adherence and competence and 

provide feedback to therapists about their performance. This ongoing quality assurance and 

improvement process is as essential to ensuring successful outcomes as the therapist 

interventions themselves. Without this review and feedback, FFT is not being implemented 

according to recommended practice guidelines.” More work is needed to assess the impact of 

less frequent fidelity rating on fidelity and outcomes. Additionally, fidelity monitoring, while 

usually studied with regards to impact on client outcomes, has also been shown to be beneficial 

to staff retention. For example, Aarons et al. (2009) tested the effect of fidelity monitoring as 

part of the implementation of SafeCare, a EBP for child neglect. They found that fidelity 

monitoring as part of SafeCare implementation resulted in greater staff retention, as compared to 
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SafeCare implementation without fidelity monitoring and services as usual with fidelity 

monitoring. They discussed fidelity monitoring as likely offering opportunity for a sense of 

mastery, competency, and self-efficacy within the context of implementation a new practice. 

Future work could examine the impact of frequency of fidelity monitoring on FFT therapist 

retention. 

Maintaining positive outcomes is considered an important indicator of sustainment at the 

population level, and particularly for “partially sustained” programs (e.g., Even if not fully 

sustained according to model, is the population served continuing to see positive impacts?) 

(Shelton et al., 2018). First, the present study looked at completion rate. Virginia teams 

demonstrated unsteady performance on this metric. In general, the completion rate for cases was 

very low in Virginia as compared to national benchmarks. For cases that did not complete FFT, 

about half of those cases received fewer than 5 sessions before case closure, ending treatment 

relatively soon after starting. Analyses specifically comparing the year prior to Covid-19 and the 

first year of Covid-19 indicated that completion rate was not significantly different across those 

two years. 

 The present study looked at the following status outcomes: youth remain in the 

community, youth are attending school or work, and youth have no new law violations at the 

time of completing FFT, over time. Virginia’s performance for these three outcomes areas was 

overall very promising, with average of achieving this benchmark on two outcomes, youth 

remain in the community and youth are attending school and work, consistently at or above this 

benchmark. Although still promising, fewer clients overall met the benchmark for the status 

outcome of having no new law violations, across the study time period.  

Recommendations for Quality Improvement 
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Taken together, these findings suggest a few areas for quality improvement for FFT in 

Virginia. The first is related to maintaining FFT team size. Study findings related to team size 

(e.g., team size decreased over the study time period, at times leaving teams with 1 therapist) 

point to staff leaving their positions, although this study does not capture reasons for decreasing 

team size. More qualitative research is needed, specific to FFT teams and retention and hiring, in 

order to confirm this interpretation. If decreasing team size is due to staff leaving their positions 

and difficulty with rehiring for these positions, workforce changes might be a promising focus. 

Historically, the field of mental health, particularly public mental health services, has 

experienced difficulties with maintaining a robust workforce (U.S. Department of Health and 

Human Services [HHS], 2013). Community-based mental health is a particularly challenging 

setting to work in and community-based programs experience significant turnover of employees 

(Woltmann et al., 2008). Prior to the COVID-19 pandemic, there was an existing shortage in the 

behavioral health care workforce, and this shortage has been exacerbated by increased demand 

for mental health care (National Institute for Health Care Management, 2023). Additionally, 

during the Covid-19 pandemic, similar to healthcare workers across disciplines, the behavioral 

health workforce experienced exacerbated burnout (Fish & Metal, 2021). Behavioral healthcare 

workers faced work challenges during the pandemic such as increased workload, changing roles, 

decreased job satisfaction, telehealth challenges, difficulties with work-life balance, and 

vicarious trauma (Crocker et al., 2023). A recent study conducted during the Covid-19 pandemic 

found that community mental health providers who were experiencing more work changes in 

terms of their tasks, settings, and teams were more likely to report higher levels of burnout and 

were subsequently more likely to consider leaving their job (Sklar, Ehrhart, & Aarons, 2021). 
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Recruitment and retention of therapists, particularly for challenging home-based 

approaches like FFT, has become a national crisis (Crocker et al., 2023, Rossi et al., 2023) and 

recruiting and training new staff to replace staff who leave is costly to agencies (Brabson et al., 

2020). In a study of Oregon’s public behavioral health workforce, low wages, documentation 

burden, poor infrastructure, lack of career development opportunities, and a chronically 

traumatic work environment were found to be key factors influencing turnover and attrition 

(Hallett et al., 2024). Similarly, in Virginia, the behavioral health workforce shortage has been 

reported as a major barrier to services, with common influences including lack of funding to 

offer competitive pay, increased practitioner credentialing requirements and burdensome 

licensure processes, and lack of consistent, sufficient, and affordable resources, training, and 

education for behavioral health professionals (Sale et al., 2023). While behavioral workforce 

shortages have impacted access to care nationally, Virginia ranks 40th among US states for 

mental health worker availability (including psychiatrists, psychologists, Licensed Clinical 

Social Workers (LCSW), Licensed Professional Counselors (LPC), Marriage and Family 

Therapists (MFT) and advanced nurse practitioners) according to a 2021 report on mental health 

care access (Reinert et al., 2021).  

Again, if decreasing team sizes are due to staff leaving their positions and difficulty 

rehiring, the sustainment of FFT in Virginia might be strengthened with efforts to bolster staff 

recruitment and retention efforts. Although a challenging task, there have been a number of 

recommendations for strengthening staff recruitment and retention of behavioral health 

workforces. These include incentivizing employees by offering things such as opportunities for 

professional development, student loan repayments, retention bonuses, or more flexible time 

(Yang & Hayes, 2020; Covino, 2019). Other recommendations, based on previous research, 
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include efforts to improve the organizational climate (Ehrhart & Kuenzi, 2017) and culture 

(Powell et al., 2021; Glisson et al., 2008) of organizations implementing evidence-based 

practices. For example, this could look like providing training to leaders to improve leadership 

skills that are specific to supporting staff through the implementation evidence-based practices 

(Aarons et al., 2017) or supporting staff through initiatives focused on preventing or addressing 

burnout (Awa et al., 2010). Organizational interventions could be particularly important for a 

model like FFT, where therapists make up a team (rather than operating fully independently), 

and therefore may be particularly influenced by organizational changes.  

A second, and related issue recognized in this study was average therapist caseload, 

which was on lower than FFT national benchmark for most quarters in the study period. 

Caseload may tie closely with the workforce issues FFT in Virginia experienced during its first 

five years of implementation, as turnover impacts stability of implementation of EBPs 

(Woltmann et al., 2008). With an inconsistent workforce, it is difficult to expect that FFT teams 

would be able to consistently maintain adequate caseloads. Additionally, caseload may also be 

tied to funding available for FFT. Virginia has a complex funding context in which FFT can be 

paid for by multiple different types of funding sources (i.e., Medicaid, Children’s Services Act, 

Department of Juvenile Justice, or Department of Social Services). In Virginia, payment via 

these multiple sources is not equalized (e.g., different rates across funders). Further, each 

payment source presents its own technical and time barriers. Increasing cases across FFT teams 

is an important goal for Virginia, but it is important to acknowledge these barriers when 

providing such a recommendation.  

Another challenge noted in the Virginia data was relatively low case completion rate 

(62.7%). Drop out in community-based youth mental health services is a widespread challenge in 
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general, and rates of dropout from children’s mental health services have been found to vary 

from 28 to 88% (e.g., De Haan et al. 2013). For FFT, as a family-based treatment, there may be 

additional challenges to retention, including caregiver expectations, differing engagement from 

caregiver and youth, balancing alliance across family members, and perceived need for FFT 

(Collyer et al., 2020; Robbins et al., 2008; McPherson et al., 2017). More work is needed to 

assess factors that impact completion or drop out for FFT. 

To address below-average completion rates in Virginia, it may be helpful for FFT 

training and supervision to include an increased focus on youth and family engagement at the 

beginning of treatment (Becker et al., 2018; Haine-Schlagel & Walsh, 2015). For example, 

establishing credibility with the family, disrupting negativity and blame among family members, 

and reframing presenting problems to foster a sense of hope for change are all critical program 

activities delineated in the FFT treatment manual, particularly during the initial sessions 

(Alexander et al., 2013). In the present study, about half of non-completing cases received fewer 

than 5 sessions before case closure. Presumably increasing a focus on the engagement phase of 

FFT would likely decrease drop out and will take better advantage of resources invested into 

FFT in Virginia. Of course, case completion challenges may be driven by the aforementioned 

challenges with team sizes and caseloads. 

In summary, Virginia’s implementation of FFT started off strongly for the first two to 

two and half years by most quality assurance targets. However, around the time of the Covid-19 

pandemic, implementation faltered across several targets, especially with regards to team size 

and caseload. Outcomes for Virginia’s teams, though variable, were also mostly strong, if 

somewhat below national benchmark standards.  

FFT Participants 
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Research Question: Who participated in FFT during the first 4.75 years of implementation, with 

regards to race/ethnicity, gender, referral source, referral reason, and age.  

FFT grew from two teams to nine teams of service providers over the study time period. The 

overall participant population of FFT included 1719 youth (and their families) over 4.75 years of 

implementation. Of note, there was overrepresentation of Black youth in the overall sample 

(38.6%), as compared to Virginia’s 2020 census data which indicates Black youth represented 

only 19% of youth in Virginia (Children’s Bureau, 2020). Further, within the sample, Black 

youth were disproportionately referred from DJJ related referral sources (83.6% of Black youth 

in the study). On one hand, this could be considered a promising aspect of participation for FFT 

in Virginia, as historically, youth from minoritized backgrounds are often disproportionately 

underserved by mental health services (Cook et al., 2019; Hoffman et al., 2022). On the other 

hand, this overrepresentation likely reflects larger issues of systemic racism inherent in juvenile 

justice systems (Abrams et al., 2021) and is in line with racial disproportionality specifically in 

Virginia’s juvenile justice system (Joint Legislative Audit and Review Commission, 2021). With 

regards to gender, FFT in Virginia served a higher proportion of boys than girls, which is 

generally in line with higher rates of externalizing behavior in boys (Eme et al., 2016). Boys also 

have a higher rate of DJJ involvement (U.S. Department of Justice, 2020), and in the current 

study sample, DJJ related sources were the largest proportion of referral sources.  

Limited referrals or changes in referral frequency can sometimes pose a challenge to the 

implementation and sustainment of an evidence-based practice (Zazzali et al., 2008;  Wright et 

al., 2024; Cooper et al., 2015). Although DJJ related sources represented the largest category of 

referral sources in the present study, overall, Virginia had variety in referral sources and variety 

in referral reasons for FFT. When considering sustainment of an evidence-based practice within 
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a state, this variety can illuminate challenges related to differing funding and reimbursement. 

However, overall, this variety can be viewed as a strength for the longevity of FFT as a practice 

in Virginia, with multiple referral sources increasing the number of participants overall, and 

general awareness of FFT as a service established in the state. Variety in referral sources can also 

be useful in ensuring longevity, as different referral sources may face different barriers to 

providing referrals, as context and policy landscapes change, and variety may act as a safeguard. 

Additional work should continue to assess the impact of funding and referral processes on this 

variety of referral sources and referral reasons, as well as opportunities for cross-collaboration 

between referring agencies. This is particularly important as Virginia continues to roll out 

initiatives related to the Family First Prevention Services Act, with a focus on funding for child 

welfare prevention services, which presents opportunity to further expand the reach of FFT for 

child welfare referred youth. Within the present study, child welfare related referrals represented 

7.9% of FFT recipients.  

The present study found unexpected reach of FFT in Virginia – FFT provided to youth 

outside of the intended age range of FFT (mostly older than the age range, although a small 

number youth were also younger than the intended age range). This “extended” reach can be 

considered a modification to FFT in Virginia. Of note, the older age group was most commonly 

referred by juvenile justice related sources. This modification will be discussed in more detail in 

later sections of the discussion.  

Assessing Outcomes Across Subgroups  

Research Questions: Did completion rates and status outcomes differ across these groups? Did 

completion rates, status outcomes, duration of treatment, and number of sessions completed 
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differ between youth who received FFT one year prior to Covid-19 and during the first year of 

Covid-19? 

The second aim of the study was to assess for subgroup differences in completion of FFT 

and status outcomes at the end of participation, based on race/ethnicity, gender, referral source, 

primary referral reason and age. Differences were also assessed for cases that closed during the 

year prior to Covid and cases that closed during the first year of Covid. 

Overall, differences in case completion and status outcomes did not differ by race, with 

exception of one outcome -- the proportion youth with no new law violations. A significantly 

lower proportion of Black youth had no new law violations at the end of their participation in 

FFT. Although we cannot rule out that FFT may not work as well for Black families as it does 

for non-Black families on this outcome, it seems more likely that longstanding racial 

discrimination in law enforcement and the juvenile justice system (Abrams et al., 2021; Joint 

Legislative Audit and Review Commission, 2021) are a driving factor for this difference. 

Additionally, within a smaller subset of youth who participated one year prior to Covid-19 or 

during the first year of Covid-19 racial disproportionality remained within the outcome of youth 

who had no new law violations, with Black and Latinx/Hispanic/Chicano participants performing 

worse on this metric. Overall, a larger proportion of participants had no new law violations 

during the first year of Covid-19, as compared to the year prior, however, in contrast, this was 

not true for Latinx/Hispanic/Chicano youth, although sample size is small for this subset of 

participants. 

A larger proportion of girls remained in community, engaged in school and work, and 

had no new law violations as compared to boys in the sample. This is in contrast to previous 

research that has found non-significant differences in FFT outcomes based on gender (Celinska 
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& Cheng, 2017; Robbins et al., 2000). Again, the present study is not able to account for factors 

prior to FFT involvement that might impact these outcomes and as such results should be 

interpreted with caution. With regards to referral source, a significantly larger proportion of 

participants referred from Juvenile Justice related sources completed FFT, as compared to 

participants referred from Mental Health related sources. One possible explanation for this is that 

completion might be encouraged or mandated by a DJJ parole or probation plan (this data was 

not captured consistently in the current study). Although more participants referred from 

Juvenile Justice related sources completed FFT, a significantly smaller proportion of these 

participants remained in community, as compared to participants referred from Mental Health 

sources or other sources. Additionally, a significantly smaller proportion of participants referred 

from Juvenile Justice related sources had no new law violations, as compared to participants 

referred from Child Welfare sources, Mental Health sources or Other sources. While this is 

somewhat in contrast to results related to case completion, it is possible that, Juvenile Justice 

related referrals may enter FFT at higher risk for out of home placement and law violation. 

Relatedly, a significantly smaller proportion of participants referred for primary reason related to 

behavior/delinquency had no new law violations, as compared to participants referred for 

primary reason related to mental health. 

As there was unexpected reach of FFT outside of the intended age range (primarily for 

ages 19-22), differences between this group and those within the intended age group were 

examined. A small number of youth (n=11) were younger than the intended age group, although 

this group was not included in comparison analyses due to small sample size. Results indicated 

that a significantly larger proportion of youth older than 18 remained in the community, as 

compared to youth within the intended FFT age range. This may be due to the development stage 
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of this age group and ability for greater independence (e.g., living outside of the family home, in 

community). Alternatively, it is possible that there were fewer out of home placement options 

available for this older age group. There were no differences in completion rate, school/work, or 

new law violation for this older age group which is a promising indicator for use of FFT for this 

“extended” age group.  

It is important to note that as compared to those within the intended age range for FFT, 

participants who were older than the intended age range for FFT were a significantly higher 

proportion of participants referred by Juvenile Justice related sources and significantly lower 

proportion of participants referred by Child Welfare related sources. This may point to FFT as 

potentially “filling a gap” in services for “transition age youth” (e.g., ages 19-22) specifically in 

the juvenile justice system. This is discussed in more detail in the following modifications 

section of the discussion section. 

Differences were also examined for participants that completed FFT in the year prior to 

the COVID-19 pandemic, and those that participated during the first year of the pandemic. A 

significantly greater proportion of participants who participated during the first year of Covid-19 

remained in community, as compared to the year prior to Covid-19. This could be a product of 

fewer out of home placement options available in response to Covid-19 (e.g., higher need, 

facilities overloaded, occupancy restrictions (Pinals et al., 2020). This could also be a product of 

“lock down” and social distancing in general, with youth and families remaining where they are. 

A significantly larger proportion of participants during the first year of Covid-19 had no new law 

violations, as compared to the year prior. Similarly, these results might also be indicative of lock-

down and social distancing (e.g., less peer interaction, less opportunity for law violation, 

overwhelmed systems) (Buchanan et al., 2020) and are in line with Virginia DJJ reports of lower 
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recidivism during this time period (Virginia Department of Juvenile Justice, 2021). It is 

important to highlight that although the rate of no new law violations improved in the first year 

of the COVID-19 pandemic overall, racial/ethnic disproportionality in this outcome remained, 

with a smaller proportion of Black and Latinx/Hispanic/Chicano participants having no new law 

violations than the proportion of White participants having no new law violations, during the 

first year of Covid.  

There was not a significant difference in treatment duration or number of sessions pre-

covid and during first year of COVID-19. Additionally, the first year of the COVID-19 pandemic 

(including FFT shift to more sessions via telehealth) did not impact length or dose of FFT. These 

are promising results for use of teletherapy in FFT and are discussed more in the following 

section of discussion. 

Modifications 

 The first modifications that occurred during the study time period was a global 

modification to FFT – permission to conduct FFT sessions via teletherapy following the start of 

the Covid-19 pandemic. Prior to the pandemic, FFT LLC had only permitted the use of 

teletherapy (e.g., video conferencing) in exceptional circumstances (e.g., extreme weather). 

Beginning on March 15, 2020, in response to the Covid-19 pandemic, FFT LLC, shifted to allow 

for teletherapy in any FFT session.  

Although individual session data was not included in the present study, it is known that 

Virginia shifted to incorporate teletherapy, following this global shift initiated by FFT LLC (and 

globally, 62.7% of FFT sessions between March 15, 2020 and September 1, 2020, were 

conducted via teletherapy according to Robbins & Midouhas (2021)). Therefore, the present 

study was interested in generally comparing FFT services one year prior to this modification, and 
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one year following this modification. Previous research on FFT’s modification to allow for 

teletherapy following the Covid-19 pandemic did not find any difference regarding treatment 

length and number of sessions between March 15, 2019 to September 1, 2019, and March 15, 

2020 to September 1, 2020 (Robbins & Midouhas, 2021). In line with these findings, the present 

study also did not find a significant difference in treatment length and number of sessions in 

Virginia between March 16, 2019 to March 15, 2020 and March 16, 2020 to March 15, 2021, 

generally indicating that the allowance for sessions to be conducted via teletherapy did not speed 

up or slow down services on average for the year, nor did it increase or decrease the number of 

sessions participants completed, on average for the year, in Virginia. As discussed earlier, in the 

present study, there were also no significant differences in completion rate and status outcomes 

in the first year of Covid, as compared to the year prior to Covid.  

 Additional qualitative data collection would help to qualitatively assess components of 

FRAME that were not captured in the present study, in order to characterize this modification in 

greater detail. For example, it would be very useful to know if providers in Virginia made any 

specific delivery process or content modifications to FFT, while delivering FFT in a teletherapy 

format (e.g., more need for in-session engagement, modifying delivery of relevant strategies for 

teletherapy), and what impact this has on fidelity. It would also be interesting to collect 

qualitative data on how decisions about the use of teletherapy are currently considered, as the 

public health impact of the Covid-19 pandemic has declined considerably since 2020, but 

flexibility with use of teletherapy for certain families may remain useful or increase feasibility of 

FFT in Virginia.  

The second modification identified by this evaluation was the use of FFT for participants 

outside of the intended age group for FFT. In Virginia, 0.6% of participants who received FFT 
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were younger than 11 years old, and a much larger group, 11.6% of participants, were older than 

18 years old. This “extension” of FFT to youth outside of the intended age range is also 

considered a context modification, to the population served by the intervention. In particular, the 

percentage of older youth (19-22 years old) served in Virginia might point to FFT “filling a 

need” for this population that is not met by other services in Virginia.  

Additional analyses showed that this group of older participants (19-22 years old) were 

disproportionately referred from juvenile justice related sources, as compared to those that were 

within the intended age range. In their article on adaptation in implementation, Baumann et al. 

(2017) state, “Often interventions have not been evaluated for a given population or context but 

there may be a pressing need to improve access to quality care. In such cases, interventions that 

are considered to be evidence based may represent the best option available.” It is possible that 

this modification in Virginia to extend the age range for FFT reflects a dearth in other evidence-

based services for “transition age youth,” particularly those who are involved in the juvenile 

justice system. The term transition age youth often refers to individuals age 16-25, and this group 

is a unique subgroup in public systems, such as the juvenile justice system, because of the 

changes in educational, vocational, and relational roles, including reduced family influence and 

changing social networks, that occur during this developmental time period, as well as increased 

need for navigating transitions between child and adult services during this developmental time 

period (Zajac et al., 2015). In Virginia, youth may remain in the juvenile justice system through 

the age of 21 years old, and therefore the later end of the “transition age youth” time period may 

represent a significant gap in relevant evidence-based services for juvenile justice involved 

individuals, over the age of 18 in Virginia.  
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Although more work is needed to study effectiveness of FFT for this age group, results 

from this study are promising in showing that FFT completion rates for this older age group were 

similar to completion rate for participants who were within the intended age range for FFT, and 

rate of remaining in community was significantly higher for the older age group, as compared to 

the intended FFT age range group. Identifying this modification is an important first step in 

understanding this modification, although more work is needed. Additional qualitative data 

collection would help to answer questions related to FRAME components including, who 

determined that the modification should be made, the extent to which the modification is fidelity-

consistent, and the reasons for the modification. For example, were any changes made to the 

expected format of having both the youth and family member(s) attend every session? Was there 

any additional developmentally appropriate content added to sessions, for example, content 

related to navigating adult systems of care or increasing independence from family?  

Although a much smaller group (n=11), it is important to note that FFT in Virginia also 

served youth younger than the intended age group. There has been initial evidence in support of 

FFT-CW, an adapted version of FFT for younger youth (ages 0-18), who are child welfare 

clients. This version was developed with a greater for on “parent-driven” intervention strategies 

for younger clients (FFT-CW; Turner et al., 2017), although this adapted version of FFT is still 

building its evidence-base. It is possible that therapists in Virginia were drawing from 

components of this version when working with youth younger than the intended age range for 

FFT, although this is not known by the present study. Additional qualitative data collection 

would be helpful to elucidate how decisions were made to include participants that were outside 

of the intended age range for FFT (both older and younger), what influenced this modification, 
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and what, if any, modifications to the format or content of FFT were made to improve 

developmental or system-relevant fit for these extended populations. 

Strengths and Limitations of Present Study 

The present study included a number of strengths. This study evaluated the 

implementation and sustainment of FFT across a large service system (statewide) and included 

data from almost five years. The study also included a wide range of quality assurance targets to 

give a broad picture of implementation and sustainment quality in the state. Despite these and 

other strengths, there were also several limitations that warrant consideration when interpreting 

these findings.  The present study was limited, in that it did not include a control group or 

comparison group, and it also did not include data from before the study, such as client’s prior 

delinquency record or child welfare placement history, therefore differences in outcomes by 

group should be considered with this in mind. The study also only contains participant outcome 

data assessed by the therapist at case closure (e.g., no follow-up). Additionally, status outcome 

data were not available for some participants (between 23% - 30% of participants, for at least 

one status outcome). The majority of participants without outcome data did not complete FFT, 

which limits what we are able to know about non-completers overall and non-completers in 

comparison to completers in the study.  

This study had a number of limitations related to fidelity measurement. First, fidelity was 

assessed only from the supervisor’s perspective based on the therapist's recollection of their own 

practices, an approach that, although consistent with how FFT has assessed fidelity in past 

studies (Alexander et al., 2013; Robbins et al., 2016), has weaknesses. Additionally, although 

rating fidelity is part of supervisor training, it is not known if supervisors provide consistent 

fidelity ratings when presented with the same case material (reliability) or if the scores on the 
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measure translate into different levels of actual FFT fidelity (validity). Additionally, fidelity was 

not rated on a weekly basis, which would be expected, especially in a statewide implementation 

like this one. However, any interpretation of findings related to average team-level fidelity over 

time must bear in mind that fidelity scores were the average of available data quarterly, with 

ratings provided inconsistently among teams across quarters. As such, the present study does not 

interpret trends over time. 

The scope of the current study was also limited in the operationalization of 

Implementation and operationalization of Reach as fully described by the RE-AIM framework. 

Future work could include a much more expansive evaluation of implementation components not 

captured in the current study, such as adherence to specific training components and timelines. 

Additionally, the present study was limited in its evaluation of who participated in FFT. In future 

work, it would be informative to evaluate reach as the total number of youth in the state that 

meet eligibility criteria for FFT (e.g., potentially using juvenile justice and/or child welfare 

system referral information), in order to assess the proportion of potentially eligible youth that 

actually are referred to FFT. This operationalization would be more comprehensively in line with 

the RE-AIM framework. 

Additionally, the present study is limited in that the quality assurance targets assessed 

(e.g., team size, caseload, treatment duration, frequency of fidelity rating) are standards set by 

FFT for implementation but have not been tested individually and the direct impact of each of 

these components on client outcomes is not known.  Finally, as noted earlier, two teams declined 

to release their data for use in the present study, so the present study cannot provide a full picture 

of FFT in Virginia and is limited to data for the clients served by the nine teams that provided 

data.  
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Future Directions 

There are several future research and policy directions to consider from these findings. 

Due to the present study being a secondary data analysis of data collected as part of a statewide 

implementation of FFT, there was not the opportunity to include measures and methods 

prospectively that could have improved the potential impact of the findings. Changes that could 

have benefitted the present study include integrating relevant outcome data from existing 

juvenile justice and child welfare databases, to examine variables such as client’s prior juvenile 

justice involvement and child welfare placement history. Additionally, the current study outcome 

measures were gathered by FFT at case closure. To look at these outcomes more long-term, it 

would be beneficial to collect additional follow up data, one year after participating in FFT, for 

example. The current study was limited even with data available at case closure, as sometimes 

therapists were not able to obtain status outcome data for some cases that closed before 

completion of FFT. 

Research attention has been given to the factors influencing implementation and 

sustainment phases. Examples of research foci include training, supervision, leadership, therapist 

attitudes, and organizational climate (Fixsen, Naoom, Blase, Friedman, & Wallace, 2005; 

Glisson et al., 2008). Researchers in the field of implementation science have developed 

implementation and sustainment-specific measures of leadership, climate, and citizenship 

behavior (Aarons et al., 2014: Weiner et al., 2011; Ehrhart et al., 2015), which could be used to 

assess these concepts and their impact on FFT implementation and sustainment. 

The policy landscape for EBPs continues to transform in Virginia, especially with 

introduction of the Family First Prevention Services Act. Future work could examine the impact 

of such policy changes on aspects of FFT such as referral flow, team size, turnover, and case 
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completion. It is notable that Virginia’s Family First plan was approved July 1, 2021, in the 

midst of significant national workforce challenges (Crocker et al., 2023, Rossi et al., 2023, 

Brabson et al., 2020) also reflected in the results of this study, as indicated by the significant 

drop in team sizes beginning in 2020. The present program evaluation can serve as a baseline 

assessment for the implementation of an evidence-based program like FFT. In addition, it may be 

useful to consider collection of qualitative data from FFT teams across Virginia to understand 

how regional differences may influence implementation of the program (Virginia has five 

regions and 133 localities). Of note, while most states have state administered social services 

systems, Virginia is one of nine states to have a locally administered child welfare system, (Child 

Welfare Information Gateway, 2018). This means that the state can set guidelines and some 

policies, but individual counties also make key decisions, such as funding of services. This leads 

to the potential for varying procedures and preferences, and more variability in performance of 

the child welfare system across counties, as compared to state-administered states.  

One way to integrate qualitative and quantitative approaches is to conduct a “landscape 

analysis” to provide a rich picture of the system context in which an evidence-based practice is 

being implemented and capture local knowledge (Drainoni et al., 2022). Hoagwood et al. (2012) 

suggest that behavioral health services research is more impactful when it assesses a wide range 

of treatment outcomes, which broadens its relevance to more stakeholders. Future research 

should examine additional indicators of quality to stakeholders (such as funders and policy 

makers), including cost effectiveness of FFT in Virginia as part of program evaluation of FFT 

over time.  

Future research would also benefit from a focus on physical geographic differences in 

Virginia. For example, it would be useful to look at differences between regions and teams in 
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different parts of the state. Geographic information such as differences in spread of clients (and 

therefore provider time spent traveling between clients), available referral sources in different 

geographic areas, as well as local knowledge of FFT would all be informative. Previous research 

has shown that collaboration across teams within the same geographic regions can support 

implementation and sustainment (Aarons et al., 2014). Although there have been some 

opportunities for collaboration across the state on topics related to FFT, there is not a formal 

mechanism for FFT team leads and administrators to collaborate on an ongoing basis. 

Developing a more formal format for cross-team communication and collaboration could be a 

helpful future direction for sustaining FFT across the state.  

As noted earlier, although this study found decreasing team sizes over the study period, it 

did not capture reasons for this decrease. Future work would benefit from collection of 

qualitative data (for example, exit interviews with staff, interviews with hiring managers) to 

elucidate reasons for staff no longer holding their positions and these positions not being refilled. 

Additionally, qualitative data collection would be particularly helpful in elaborating on and 

elucidating modifications to FFT related to use of the teletherapy format and the use of FFT with 

individuals outside of the intended age range, as well as the implementation of FFT with less 

frequent fidelity monitoring. Quantitative or mixed-methods studies should include these 

modifications and drift to further assess impact on implementation and participant outcomes. As 

noted throughout, research and policy must also continue to address racial disparity in the 

juvenile justice system and continue to examine racial differences in outcomes of FFT 

participation. Although the number of youth who come into formal contact with the court system 

has declined in recent years, youth of color are disproportionately represented at every decision 

point of the juvenile delinquency court process (Children’s Bureau, 2016) and ongoing calls to 
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reform policies and practices that drive bias and structural racism persist (National Council of 

Juvenile and Family Court Judges, 2019). 

 This study conducted a program evaluation and observational study of the 

implementation and sustainment of FFT during the first five years of implementation in the state 

of Virginia. The study highlighted both strengths and weaknesses across quality assurance 

targets for FFT implementation. It is particularly notable that challenges noted in the data have 

an onset coincident with the Covid-19 pandemic and with a significant change in Medicaid 

funding for FFT. Recommendations were developed to support the ongoing implementation and 

sustainment of FFT across the state and modifications to FFT were identified and discussed. 

Implementing and sustaining evidence-based practices in statewide systems is a complex and 

challenging task, especially for a complex community-delivered intervention like FFT. This 

program evaluation can serve as an initial base for ongoing quality improvement and evaluation 

efforts in Virginia as implementation and sustainment progresses.  
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Table 1. Total Sample Descriptives and Completion of FFT 
 
 Total 

 (n) 
% of Total Completed FFT 

(n) 
Completed FFT 

(%) 
Race/Ethnicity     
Black 663 38.6% 396 59.7% 
Latinx, Hispanic, Chicano 205 11.9% 142 69.3% 
White 630 36.6% 401 63.7% 
Other Race/Ethnicity 221 12.86% 139 62.9% 
  Biracial 114 6.6% 73 64% 
  Asian 9 0.5% 6 66.7% 
  Middle Eastern/North African 5 0.3% 5 100% 
  Native Hawaiian/Pacific Islander 5 0.3% 3 60% 
  Other 27 1.6% 17 63% 
  Unknown 61 3.5% 35 57.4% 
     
Gender     
Male 1230 71.6% 775 63% 
Female 475 27.6% 294 61.9% 
Other Gender 14 0.8% 9 64.3% 
     
Age      
Younger than 11 11 0.6% 8 72.7% 
11-18 1494 86.9% 937 62.7% 
Older than 18 199 11.6% 132 66.3% 
     
Referral Reason     
Youth Behavior Reason 1079 62.8% 667 62.7% 
  Delinquent behavior 998 58.1% 636 63.7% 
  Gang involvement 2 0.1% 1 50% 
  Runaway Behavior 20 1.2% 9 45% 
  School Truancy/Behavior  63 3.7% 34 54% 
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Family Reasons 413 24.0% 257 62.2% 
  Family Reunification 83 4.8% 44 53% 
  Family Separation 12 0.7% 6 50% 
  Family Substance Abuse/Use 40 2.3% 25 62.5% 
  Family Violence 135 8.0% 91 65.9% 
  Youth/Caregiver Conflict 140 8.1% 92 65% 
Mental Health Problem 124 7.2% 73 58.9% 
Other Reasons 103 6.0% 71 68.9% 
  Other 30 1.7% 22 73.3% 
  Unknown 69 4.0% 46 66.7% 
     
Referral Source     
Child Welfare 135 7.9% 79 58.5% 
Mental Health 158 9.2% 86 54.4% 
Juvenile Justice 1166 67.8% 759 65.1% 
  Parole 114 6.6% 62 54.4% 
  Probation 1043 60.7% 691 66.3% 
  Diversion 9 0.5% 6 66.7% 
Other Sources 260 15.1 154 59.2% 
  Internal Agency Referral 58 3.4% 31 53.4% 
  Self-Referral 15 0.9% 4 26.7% 
  School Referral 51 3.0% 33 64.7% 
  Other 67 3.9% 40 59.7% 
  Unknown 69 4.0% 46 66.7% 
 
Total 

 
1719 

 
 

 
1078 

 
62.7% 
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Table 2. Status Outcomes at Case Closure 
 
 Remain in 

community 
(n) 

Remain in 
community 

(%) 

In school/ 
work  
(n) 

In school/ 
work (%) 

No new 
law 

violations 
(n) 

No new law 
violations (%) 

Race/Ethnicity       
Black 499 79.6% 525 85.8% 428 68.6% 
Latinx, Hispanic, Chicano 166 85.1% 161 88% 147 77% 
White 488 83.6% 498 89.1% 460 81.4% 
Other Race/Ethnicity 179 84.4% 178 89.0% 169 80.9% 
  Biracial 92 84.4% 90 88.2% 86 80.4% 
  Asian 9 100% 8 88.9% 8 88.9% 
  Middle Eastern/ 
  North African 

5 100% 5 100% 5 100% 

  Native Hawaiian/Pacific Islander 4 75% 4 100% 3 75% 
  Other 21 80.8% 22 84.6% 16 64% 
  Unknown 49 83.1% 49 90.7% 51 86.4% 
       
Gender       
Male 938 80.8% 962 86.6% 834 73.1% 
Female 308 85.8% 389 90.5% 356 82% 
Other Gender 14 100% 11 84.6% 14 100% 
       
Age        
Younger than 11 10 90.9% 10 100% 9 81.8% 
11-18 1148 81.4% 1187 87.2% 1042 75.2% 
Older than 18 170 89.5% 160 90.9% 148 78.7% 
       
Referral Reason       
Youth Behavior  830 80.9% 856 86.8% 737 73.3% 
  Delinquent behavior 766 80.5% 796 87.2% 678 73% 
  Gang involvement 1 50% 2 100% 1 50% 
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  Runaway Behavior 13 81.3% 14 82.4% 10 55.6% 
  School Truancy/ Behavior  53 86.9% 48 82.8% 49 81.7% 
Family Reasons 320 83.6% 328 89.9% 297 78.2% 
  Family   Reunification 62 81.6% 68 91.9% 64 84.2% 
  Family Separation 9 90% 9 90.0% 10 100% 
  Family Substance Abuse/use 27 73% 25 75.8% 18 48.6% 
  Family Violence 107 83.6% 107 90.7% 101 78.9% 
  Youth/Caregiver Conflict 115 87.1% 119 91.5% 104 80.6% 
Mental Health Problem 99 90.8% 93 90.3% 96 90.6% 
Other Reasons 83 83.0% 85 85.0% 74 75.5% 
  Other 28 93.3% 27 96.4% 24 85.7% 
  Unknown 52 78.8% 54 79.4% 49 74.2% 
       
Referral Source       
Child Welfare 104 82.5% 107 91.5% 150 84.7% 
Mental Health 122 88.4% 124 93.2% 119 87.5% 
Juvenile Justice 894 80.5% 933 86.9% 784 71.5% 
  Parole 72 69.2% 79 76% 59 56.7% 
  Probation 813 81.5% 846 87.9% 717 72.8% 
  Diversion 9 100% 8 100% 8 100% 
Other Sources 212 87.2% 198 86.1% 196 84.5% 
  Internal Agency Referral 47 94% 42 93.3% 44 89.9% 
  Self-Referral 11 84.6% 10 83.3% 11 100% 
  School Referral 46 93.9% 36 78.3% 42 91.3% 
  Other 56 86.2% 56 94.9% 50 83.3% 
  Unknown 52 78.8% 54 79.4% 49 74.2% 
       
Total 1332 77.5% 1362 79.2% 1204 75.8% 
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Table 3. Race/Ethnicity Group by Referral Source  
 
 Juvenile 

Justice 
Child 

Welfare 
Mental 
Health 

 

Other 
Referral 
Source 

     
Black 83.6% 3.5% 3.6% 9.4% 
Latinx, Hispanic, Chicano 68.8% 2.9% 9.8% 18.5% 
White 58.7% 11.3% 12.9% 17.1% 
Other Race/Ethnicity 45.7% 15.8% 14.9% 23.5% 
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Figure 1. Team Size 
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Figure 2. Average Caseload
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Figure 3. Percentage of Teams Meeting Caseload Range Per Therapist Benchmark  
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Figure 4. Team-Level Average Fidelity 
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Figure 5. Case Completion Rate 
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Figure 6. Youth Remaining in the Community at Completion 
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Figure 7. Youth Attending School or Work at Completion 
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Figure 8. Youth Having No New Law Violations at Completion 
 

 
  

  

0%

75%
71%

79%

97%

76%

66%

84%
88%

86%
90%

95%

89%
93%

84%

94%

86%
89% 90%

0%

10%

20%

30%

40%

50%

60%

70%

80%

90%

100%

Oct-Dec
'17

Teams: 2

Jan-Mar
'18

Teams: 2

Apr-Jun
'18

Teams: 4

Jul-Sep
'18

Teams: 4

Oct-Dec
'18

Teams: 4

Jan-Mar
'19

Teams: 4

Apr-Jun
'19

Teams: 4

Jul-Sep
'19

Teams: 4

Oct-Dec
'19

Teams: 5

Jan-Mar
'20

Teams: 5

Apr-Jun
'20

Teams: 6

Jul-Sep
'20

Teams: 6

Oct-Dec
'20

Teams: 7

Jan-Mar
'20

Teams: 7

Apr-Jun
'21

Teams: 7

Jul-Sep
'21

Teams: 8

Oct-Dec
'21

Teams: 8

Jan-Mar
'22

Teams: 9

Apr-Jun
'22

Teams: 9



  
  

 

 

111 

Vita 

Natalie Finn was born on September 30, 1991, in New York.  Natalie received her Bachelor of 

Science in Human Development from Cornell University in 2013 and subsequently worked for 

the University of California, San Diego before starting her graduate studies in the Clinical 

Psychology Doctoral Program at Virginia Commonwealth University in 2017. She earned her 

Master of Science in Psychology from Virginia Commonwealth University in 2019. Natalie 

began her pre-doctoral clinical internship at Denver Health Medical Center in 2023.  


	Functional Family Therapy: A Multi-Year Statewide Program Evaluation
	Downloaded from

	tmp.1727903393.pdf.sw4Sx

