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Forord

Sommaren 2003 fick jag frigan jag om jag var intresserad av en dokto-
randtjinst inom ramen for ett projekt som skulle utvirdera Multisyste-
misk terapi (MST), en ny behandlingsmetod inom socialtjansten for
ungdomar med allvarliga beteendeproblem. Det var ett erbjudande jag
inte kunde tacka nej till, dven om jag hade svart att riktigt begripa hur
det dir med doktorerandet skulle ga till. Under de dtta dr som gatt
sedan dess har jag minga ginger fragat mig just det, hur ska det hir
egentligen ga till? Tvivel och tvekan till trots nirmar jag mig nu malet.
Men det hade inte gitt utan hjilp forstas. Ni 4r midnga som pa olika sitt
bidragit lings vigen och er vill jag hir dgna min uppmirksamhet.

Mitt forsta varma tack vill jag rikea till alla férildrar och ungdomar
som har deltagit i den utvirdering av MST som ir utgingspunkten for
avhandlingen. Tack for att ni mitt i en svér situation tog er tid att triffa
nagon frin forskarteamet och upprepade ginger bemédade er om att
noggrant svara pa ett stort antal personliga och svara frigor. Utan er
insats hade det inte blivit nigon utvirdering, och kanske inte heller
nagon avhandling. Med er hjilp har vi fatt virdefull kunskap om
resultatet av socialtjdnstens insatser till ungdomar och deras forildrar,
kunskap som forhoppningsvis kan ge bittre forutsittningar for social-
tjdnstens arbete i framtiden.

Tack ocksa alla socialarbetare, arbetsledare och administrativ per-
sonal i stadsdelar/kommuner som pé olika sitt varit engagerade och
ddrigenom gjorde studien méjlig. Ytterligare ett tack till MST-teamen
for ert bidrag dll att utvirderingen blev en vilgjord studie. Tack
Beatrice Jacobsson och Helena Rydell for att ni pa alla sitt hjilpte mig
tillritta under rekrytering och datainsamling. Ett sdrskilt tack ocksd till
Charlotte Skawonius och Emma Ulfsdotter for all hjilp med sivil
studie III som alla de MST-fragor som har uppstatt under det sista drets
arbete med avhandlingens firdigstillande. Emma, du har generdst
besvarat fragor av de mest skiftande slag och alltid kvickt dterkommit
med kloka synpunketer, tack.

Per Folkesson, fil dr i socialt arbete vid Karlstads Universitet,
gjorde ett gediget arbete infér mitt slutseminarium. Tack, din



genomging och dina kommentarer gav en virdefull 6verblick som
hjilpte mig att ta nddvindiga steg vidare mot en firdig avhandling.

Ett tack ocksé till Torbjorn Hjort och Arne Kristiansen, Socialhég-
skolan i Lund, for er assistans med att slutgiltigt firdigstilla
avhandlingen, det underlittade verkligen och gjorde att de sista
veckornas arbete 16pte smidigt.

Till mina handledare, Kjell Hansson och Knut Sundell, vill jag
sjalvklart rikta minga stora tack. Ni har kompletterat varandra vil och
utgor bidda goda forebilder for fortsatt forskning. Ni har talmodigt
lotsat mig framdt, genom sjilva avhandlingsarbetet och i forskarvirlden
i stort. Utan er delaktighet hade jag aldrig fitt ihop en avhandling av de
fyra studierna! Ett speciellt tack till Kjell som har utgjort min trygghet i
den akademiska miljon. Du har visat ett stort fortroende for min
formaga. Mitt lite nervdsa avhandlingsplanerande har du métt med
lugn och tillférsikt. Du har uthalligt list och limnat virdefulla syn-
punkter pa den ena avhandlingsversionen efter den andra. Med fast
forankring i sévil forskning som praktik har du alltid kunnat férmedla
ett bredare perspektiv nir jag snivat in, tack Kjell. Ett alldeles sirskilt
tack ocksé till Knut, den som frin bérjan gav mig méjligheten att borja
som forskningsassistent och senare erbjod mig doktorandgjinsten i
MST-utvirderingen. Bade som chef, projektledare i MST-utvirde-
ringen och handledare har du alltid visat stor tilltro till att jag ska klara
min uppgift. Du har uppmuntrat och manat pa. Utan att ge efter pd
kvalitetskraven har du latit ansvaret vixa allt eftersom. Samtidigt har jag
alltid kdnt mig vilkommen nir jag behévt hjilp i stort eller smatt, och
svar och synpunkter frin dig kommer alltid med en anmirkningsvird
effektivitet. Om tilltron nagon gang sviktat har du inte latit mig mirka
det, tack Knut.

Under doktorandtiden har jag haft forménen att inga i flera olika
sammanhang som gett mening och tillhérighet; forskargruppen som
genomférde MST-utvirderingen, seminariegruppen Kjell & Co i Lund
och kollegorna pi FoU-enheten i Stockholm stad respektive
Socialstyrelsen dit min doktorandtjinst varit knuten. Férst vill jag tacka
medlemmarna i forskargruppen som tillsammans med mig genomférde
MST-utvirderingen: Knut Sundell, Kjell Hansson, Tina Olsson, Lars-



Henry Gustle och Héikan Frindemark. Vara gemensamma
anstringningar och ett gott samarbete gav underlag f6r den hir
avhandlingen. Hir vill jag rikta ett alldeles sirskilt varme tack dill dig,
Tina. Vi har f6ljt varandra genom utvirderingen och i respektive
avhandlingsarbetes medging och motging, men ocksi genom livet
utanfor forskningen. Jag virdesitter vira linga samtal dir vi kan dryfta
allc mojlige frin barnsjukdomar och pianospel till statistisk analys. Att
samarbeta med dig ir kreativt, inspirerande och ldrorike. Du delar alltid
generdost med dig av din kunskap och med din imponerande
méilmedvetenhet ir du en forebild som jag atervint till manga ganger
nir motstandet kints odverstigligt, tack Tina.

Jag vill ocksd tacka alla som under dren deltagit i Kjell & Co, en
seminariegrupp ledd av Kjell Hansson som ir knuten till Socialhogsko-
lan i Lund. Gruppens sammansittning och inriktning har under dren
forindrats av och till men har under doktorandtidens alla skeden
utgjort ett viktigt stdd. Tack for att ni alltid har fitc mig att kinna mig
vilkommen, f6r medryckande asiktsutbyten om precis vad som helst,
underbart brod och gott kaffe. Under érens lopp 4r det nagra personer i
gruppen som, forutom Kjell sjilv, varit med linge och darfér blivit
sarskilt viktiga for mig: Bo Vinnerljung, Martin Olsson, Lars-Henry
Gustle, Pia Kyhle Westermark, Jan Gassne, Tina Olsson och Marlise
Svensson. Tack for prestigelésa och konstruktiva synpunkter pA manus
av varierande kvalitet. Ett extra tack till dig, Marlise, for att du bekym-
rat dig fér mig nir kommentarerna har varit manga och diskussionerna
kring négot ofirdigt artikelutkast blivit intensiva. Tack ocksd for din
hjilp med avhandlingens omfattande referenslista. Tack Bosse, uppsla-
get till artikel IV var din fortjanst! Och Martin, stort tack for dina
insatser som medforfattare i samma studie. Med férenade krafter tog vi
oss an det stora arbete som ligger bakom en vetenskaplig oversikt och
din aldrig vikande tro pa den ursprungliga frigestillningen bidrog till
att artikeln kunde slutféras. Ett innerligt tack vill jag ocksa tilligna min
doktorandkollega, Pia Kyhle Westermark. Vi har gjort manga resor
med nattaget till Lund tillsammans, vi har itit frukostar med latte pd
Bonan och Espresso House dir vi forsoke koncentrera oss pa
forberedelserna infor formiddagens seminarium istéllet for att prata om



allt mojligt annat i livet som pockar pd uppmirksamhet. I ditt
avhandlingsarbete har du gatt fore och jag har kunnat folja i dina
fotspér, lira av dina misstag och knycka utvalda formuleringar. Tack for
att du alltid har tagit dig tid, for stdd och rad och stort engagemang
under hela doktorandtiden. Vi har delat sévil forskningserfarenheter
som andra livserfarenheter och dryftat barn, familj, gamla hus och
hundar. Din stora omtinksamhet och det intresse du visar oavsett om
det giller arbete eller annat i livet betyder mycket f6r mig, tack Pia.

Ett kollektive tack ocksd till tidigare och nuvarande kollegor pa
FoU-enheten i Stockholm stad och Socialstyrelsen. Att fi héra dill ett
sammanhang — ha nigra att luncha med, svira éver kopiatorn och
ordna julfest med — det dr guld virt. Med stort kunnande, engagemang
och nyfikenhet i ert arbete skapar ni dessutom ett sammanhang som
kinns meningsfullc atc tillhora. Etc sirskilt tack rikeas cll Lars
Brinnstrém for insatserna som medforfattare i artikel IV och ett
mycket gott samarbete. Din medverkan har spelat en avgorande roll for
den firdiga artikeln, tack. Jag vill ocksa dgna ett synnerligen varmt tack
till Catrine Kaunitz som funnits med pa bide FoU-enheten och
Socialstyrelsen. Du borjade arbeta pid FoU-enheten samtidigt som jag
borjade med MST-utvirderingen och vi har foljts it sedan dess. Forsta
iren delade vi bade skrivbord och dator, direfter fick vi varsina
skrivbord men delade rum. Det hinde inte alltfor sillan att kollegorna
blandade ihop oss, kallade mig for Catrine eller dig for Cecilia. Numera
har vi varsitt rum och forvixlingar har blivit ovanliga, men vi f6ljs fort-
farande it och det ir jag vildigt glad f6r. Med klarsyn, integritet, slag-
fardighet och ett stort engagemang har du férmdigan att ge perspektiv
pa bade avhandlingsutkast och tillvaron i allminhet. Ett stort tack for
alla ginger du har funnits till hands nir jag behovt ventilera ett eller
annat, vare sig det varit forskningsrelaterat eller inte, for att du alltid ar
att lita pd och for din vana att forvara litteratur i bokhyllan pd jobbet
istillet for hemma som jag gor, for din omistliga hjilp i samband med
slutseminariet och for din noggranna och konstruktiva sprakgranskning
i avhandlingsarbetets slutskede, tack Catrine.

Det finns som tur ir ocksi ett liv bortanfér det akademiska
avhandlingsarbetet. Till nira och kira i virlden utanfér vill jag rikea ett
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stort tack for att ni har statt ut med min otillginglighet och obegripliga
arbetssituation. Jag dr si glad att ni finns och att ni finns kvar. Ett
mycket, mycket varmt tack till mina forildrar, Maj-Britt och Tore
Stenfelt, som under arens lopp har bistatt med all upptinklig hjilp och
mojligheten till rekreation i vacker skirgirdsmiljs. Mamma, tack for
alla himtningar av barn och hund, for lek och lixhjilp, forberedda
middagar och plock i kéket. Och tack pappa for att du har tagit dig tid
att ge sdvil teknisk support som handfast hjilp med allt fran kranglande
vitvaror till internetuppkopplingen. Ert outsinliga engagemang i mitt
och familjens vil och ve har varit en av grundstenarna for hela
doktorandprojektet liksom for tillvaron i sin helhet.

Jag vill forstds uppmirksamma den nirmaste familjen ocksi: min
man Bjérn, de egna barnen Yrsa, Vilda, Nora och Nils och de vuxna
bonusdéttrarna Bodil och Tove. Min stora familj betyder mycket for
mig. Ett stort antal fodelsedagar ger tillsammans med julfirande,
dggletning till pask och kriftskivor i augusti rika mojligheter till ett eller
annat kalas, nigot som ger rytm och struktur at tillvaron. Under de atta
r som gatt har de halvstora déttrarna Yrsa och Vilda blivit vuxna och
forstindiga och flyttat hemifran. En blyg liten Nora har utvecklats till
en modig och milmedveten sextonaring. Och Nils som var en pratglad
femaring 4r nu ofattbart nog snart tonaring, allgjamt lika pratglad som
vil 4r. Alskade barn, under arens lopp har ni alla fyra efter formaga och
forutsittningar bidragit till att jag har kunnat slutfora det hir arbetet -
med praktisk hjilp, offrade sommarsemestrar och tilamod med en
tidvis mycket trott, upptagen och franvarande mamma. Tack for er
oreserverade kirlek och for att ni ofértrutet fortsitter leva era egna liv,
jag dlskar er och ir sa oerhort stolt 6ver er. Och Bjorn, min make och
livskamrat, jag dr djupt tacksam for att du finns och for att du stir vid
min sida. Utan ditt stod, din humor och lojalitet hade det aldrig gatt.
Tack for allt - du ar bist!

Ett allra sista tack dgnar jag familjens hund Sigge. Tack for alla
timmar av dterhimtning i skogen som jag fatt tack vare dig och for att
du visat mig den oférfalskade lyckan i form av ett flattefnatt - att du
finns gor livet gladare!
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Utan att veta riktigt hur det skulle gi till antog jag den dir
utmaningen for ungefir dtta ir sedan, en doktorandtjinst med malet att
bli firdig filosofie doktor. Nir det nu dr dags att sitta punke for
avhandlingen, stiller jag mig frigan: hur gick det hir egentligen till? Jag
har inget bra svar pad det, jag vet fortfarande inte. Jag vet bara att det har
varit ett hart, engagerande och tidvis uppslukande arbete, men ocksi
mycket tillfredstillande och nistan alltid roligt.

Stockholm i augusti 2011

Cecilia Andrée Lotholm
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Inledning

Det finns en efterfrigan pd atc socialt arbete i Sverige ska bli mer kun-
skapsbaserat, bade frin praktiken (A. Bergmark & Lundstrém, 2007; A.
Bergmark & Lundstrém, 2008; Dellgran & Héjer, 2003) och fran staten
(Socialstyrelsen, 2000; 2004; SOU 2008:18; SOU 2009:68). Ett steg nir-
mare en kunskapsbaserad socialtjinst togs i maj 2008 di regeringen och
Sveriges Kommuner och Landsting triffade en dverenskommelse om att
gemensamt arbeta med samordnade och lingsiktiga insatser till stod for
en evidensbaserad praktik inom socialtjinstens omrdde. I ett betinkande
frin Barnskyddsutredningen (SOU 2009:68) konstateras att den sociala
barn- och ungdomsvirden genomgitt stora forindringar under relative
kort tid och idag uppvisar “.. ezt mer genomfort barnperspektiv, biittre maj-
lighet for barn och forildrar att vara delaktiga, mer struktur i utredning och
insatser samt ett mer kunskapsbaserat arbete” (s. 20). Samtidigt, menar man
i betinkandet, finns det behov av vidareutveckling och forbittrade forut-
sittningar pa flera olika omraden. Ett omride som nimns bland andra ir
att utveckla kvalificerade insatser for de ungdomar och familjer som har
de allra stdrsta behoven. Att utveckla och utvirdera insatser dr dock ett
tidsodande arbete. Inom diskursen for en evidensbaserad praktik ar det
en birande tanke att redan utvecklade och beforskade metoder med en
noggrann implementering kan generaliseras till andra sammanhang och
populationer 4n dem som de ursprungligen utvecklats for (Fraser et al.,
in press). Det finns mycket att vinna om svensk praktik anvinder sig av
redan etablerad kunskap om interventioner som har empiriskt vetenskapligt
stéd, och underssker om de ocksa kan fungera i ett svenskt sammanhang.

Kunskap om effektiva, empiriskt stédda interventioner vixer
stindigt. Att en metod har visat goda resultat i vetenskapliga utvirderin-
gar betyder diremot inte alltid att den sprids och kommer till anvindn-
ing i reguljir verksamhet (jmf. Kazdin, 2008). Det har bidragit dill att
forskning om hur evidensbaserade behandlingsinsatser bist ska kunna
overforas till andra sammanhang med fortsatt goda effekeer (eng. #rans-
portability studies) ir ett forskningsomride som fir allt stérre upp-
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mirksamhet. Ursprungligen var transportability-forskningen i forsta
hand inriktad pd om och hur utvirderade interventioner pa bista sitt
kan ”transporteras” frin just den forskningskliniska miljén och ut i
reguljir verksamhet. Men allt eftersom efterfrigan pa en evidensbaserad
praktik sprider sig, och med det okande utbudet av evidensbaserade
metoder, si dverfors ocksa allt fler behandlingsmetoder frin det land de
utvecklats i till andra linder (eng. globalization). Framfor allt ror det sig
om metoder utvecklade i USA som exporteras till andra linder (Ferrer-
Wreder, Stattin, Lorente, Tubman & Adamson, 2004). Det har lett till
att transportability-forskningen i allt hogre grad 4ven kommit att
omfatta dverforingen fran en nationell och kulturell kontext till en
annan (Flay et al., 2005; Fraser et al., in press; Schoenwald, 2008).

Samtidigt visar den vixande erfarenheten av att att overfora och
utvirdera psykosociala interventioner i nya nationella och kulturella
sammanhang att utformandet av psykosociala interventioner som ska
motverka risker och férindra beteenden kan vara mer kulturellt och
kontextuellt betingat an man tidigare trott. Kunskapen om interven-
tioners effekter och méjligheter till overforing har blivic allt mer
komplex eftersom de nya utvirderingarna visar pa blandade resultat.
Det kan finnas flera forklaringar till att en behandlingsmetod utvecklad
i ett land, dédr den ocksa visat goda resultat i effektutvirderingar, inte
replikerar den relativa effekten nir den dverforts till ett annat land. Det
kan exempelvis handla om pa vilket sitt metoden utvirderats (t.ex.
Shadish, Cook & Campbell, 2002), hur vil den har implementerats
(Berkel, Mauricio, Schoenfelder & Sandler, 2011) samt hur den
anpassats till den nya kontexten (Winter & Szulanski, 2001). Med en
stérre medvetenhet om komplexiteten har ocksé intresset okat for kun-
skapen om &verférbarhet och vilka anpassningar som krivs nir en
metod implementeras i nya nationella sammanhang (Bearman, Ugueto,
Alleyne & Weisz, 2010; Freeman, 2009; Henggeler & Schaeffer, 2010;
Schoenwald, Heiblum, Saldana & Henggeler, 2008b; Sussman, Unger
& Palinkas, 2008).

Multisystemisk terapi (eng. Multisystemic Therapy; MST) ir ett
exempel pd en behandlingsinsats som utvecklats, utvirderats och
befunnits vara effektiv i USA, men som uppvisat blandade resultat i
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effektutvirderingar genomférda i andra linder (Curtis, Ronan &
Borduin, 2004; Curtis, Ronan, Heiblum & Crellin, 2009; Leschied &
Cunningham, 2002; Ogden & Amlund Hagen, 2006; Ogden &
Halliday-Boykins, 2004; Woolfenden, Williams & Peat, 2009). MST
ir en strukturerad dppenvardsbehandling riktad mot unga med all-
varliga beteendeproblem. I Sverige bérjade MST implementeras i bor-
jan av 2000-talet och i anslutning till att metoden bérjade anvindas i
Sverige genomfordes ocksd en effektutvirdering dir MST-behandling
jimfordes med traditionella insatser inom socialtjinsten for maélgrup-
pen. Den hir avhandlingen ir en del av avrapporteringen frin den sven-
ska MST-utvirderingen. Det 4r en transportability-studie vars syfte ar
att undersoka overforbarheten for en evidensbaserad behandlingsmetod
fran ett land till ett annat, med MST i Sverige som exempel.

Definitioner

Avhandlingens centrala begrepp definieras nedan. Dirutover férekom-
mer dven en del andra specifika begrepp som forklaras i samband med
att de forekommer i texten.

Transportability ir ett begrepp som saknar sdvdl svensk
motsvarighet som en entydig och vedertagen definition. Det nirmaste
man kommer en svensk motsvarighet till begreppet dr dverforbarbet.
Begreppet transportability-studier anvinds ofta som ett slags paraplybe-
grepp for studier som pd olika sdtt undersoker om det gar att verfora
en evidensbaserad insats frin ett sammanhang tll ett annat med
bibehallen effekt. Fragestillningar kan exempelvis vara: visar sig
metoden lika effektiv i den nya kontexten, hur genomfors insatsen i sitt
nya sammanhang - under vilka omstindigheter och med vilken kvalitet
- och finns det aspekter av insatsen som behover modifieras for att
fungera i sitt nya sammanhang (jmf. La Greca, Silverman & Lochman,
2008; Schoenwald & Hoagwood, 2001). Det idr ocksd si begreppet
anvinds i avhandlingen. I brist pd en vedertagen svensk term anvinds
begreppet transportability-studier i avhandlingen, tillsammans med det
svenska att gverfora och dverforbarhet.
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Kontext ir ett begrepp som aterkommer i flera olika skepnader i
avhandlingen. Det kan enklast forstds som de omstindigheter och det
sammanhang i vilket en given foreteelse forekommer. I avhandlingen
forekommer begreppet framfér allt med avseende pd socialt arbete och
sociala interventioner i olika nationella kontexter. Det inbegriper di
bade det sammanhang dir socialt arbete bedrivs i ett land inklusive
samhillets organisation och syn péd socialt arbete, lagstiftning och si
vidare, och de sociodemografiska forutsittningar som finns i landet
med exempelvis forekomst av fattigdom, kriminalitet och annan social
utsatthet. Kontextbegreppet kan ocksé forstds som ett mindre och mer
lokalt sammanhang med det utbud av insatser och de férutsittningar
som rader i en sirskild kommun eller inom ett visst samhillsomride
(som  barn- och  ungdomspsykiatri, socialt  arbete eller
ungdomsrittsvisendet). 1 avhandlingen férekommer begreppet
dessutom i en tredje skepnad, nimligen for att klargora att forskning
bedrivs under olika forutsittningar beroende pd i vilket forsknings-
sammanhang en studie genomfors, exempelvis en effektutvirdering i
form av en klinisk studie eller en effektutvirdering av en metod imple-
menterad i ordinarie verksamhet.

Effektutvirdering ir benimningen pé forskningsstudier som ir
avsedda att klargdra vilka effekter en intervention har. Studierna kan
grovt delas in i experimentella studier och observationsstudier. Exempel
pid observationsstudier dr kohortstudier och  tvirsnittsstudier,
forskningsdesigner som inte kommer att beréras nirmare. Experimen-
tella studier kan delas in i kontrollerade och icke-kontrollerade studier,
det vill siga studier med eller utan jimférelsegrupp som gér att man
kan jimféra den utvirderade metoden med négot annat. Effektut-
virderingar med en jimf6relsegrupp kan vara randomiserade eller icke-
randomiserade, men ir i bida fallen kontrollerade studier i den bemir-
kelsen att man kontrollerar for den eventuella férindring som skett i
kontrollgruppen. Till icke-kontrollerade experimentella studier hér
studier som miter effekt fore och efter en insats utan att ha
jamforelsegrupp eller som endast miter efter att insatsen avslutats.

Implementering ir ett omfattande begrepp som saknar en allmint
accepterad och enhetlig definition (Fixsen, Naoom, Blase, Friedman &
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Wallace, 2005). I avhandlingen definieras begreppet som de procedurer
som anvinds for att infora nya metoder i en ordinarie verksamhet och
som sikerstiller att metoderna anvinds som avsett och med varaktighet
(jmf. Sundell & Soydan, 2008). Implementeringsprocessen dr nigot
som behover fortga under ling tid och inbegriper allt fran det férarbete
som sker nir ett behov som inte tillgodoses identifieras, via en forank-
ring av behov av forindring, val av metod, férberedande planering av
inforandet och utbildning i den nya metoden, till systematiskt stéd och
vidmakthallande nir arbetet med den nya metoden vil kommit iging
(jmf. Ogden, Amlund Hagen, Askeland & Christensen, 2009; Olsson
& Sundell, 2008). Det betyder att implementeringsforskning rér sig
inom ménga olika omriden, sisom vilka organisatoriska faktorer (t ex
arbetsklimat  eller organisatorisk struktur) som ger de bista
forutsittningarna for att introducera en ny metod eller huruvida
metoden anvinds som avsett, si kallad behandlingstrohet. En
programtrogen implementering betyder att en behandling genomférs
pd det sitt som ir tinkt, av minniskor som har kompetensen att
anvinda den pa ritt sitt och for rict malgrupp (Berkel et al., 2011).

Nir en ny metod implementeras i ett nytt sammanhang kan det
behévas en viss anpassning (eng. adaption) for att den ska passa in i den
nya kontexten (Winter & Szulanski, 2001). Det kan handla om
oversittning av arbetsmaterial till ett nytt sprak, eller om anpassning till
kulturellt betingade attityder och férhillanden (Sundell & Ferrer-
Wreder, in prep.). Kanske fungerar inte specifika moment eller vissa
komponenter i behandlingen i det nya sammanhanget. Det finns dock
en risk att anpassningen innebir si stora férindringar av innehéllet i
metoden att det inte lingre gar att siga att metoden genomfors med
behandlingstrohet. Exempel pa anpassning som kan fi stora konsekven-
ser 4r om man utesluter viktiga behandlingskomponenter for att de ir
svira att genomfora med hog behandlingstrohet eller dndrar pé perso-
nella resurser eller med vilken dos behandlingen ges. Ett sitt att skaffa
sig kontroll over férindringarna 4r att med hjilp av en strukturerad
modell flja upp anpassningar som gérs och dess konsekvenser (Castro,
Barrera & Holeran Steiker, 2010; Kumpfer, Pinyuchon, Teixeira de
Melo & Whiteside, 2008; Schoenwald et al., 2008b).
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Behandlingstrobet (eng. treatment integrity och treatment fidelity) ir
en term som forenklat kan definieras som: att behandlarna utfér en
bestimd behandling pd det sitt som det dr tinkt. Begreppet brukar
omfatta minst tvd dimensioner; foljsamhet (eng. adherence) och kom-
petens (eng. competence). Foljsamhet till behandlingen betyder az
specificerade moment  faktiskt  genomfoérs och anses vara
kontextoberoende, det vill siga foljsamhet till behandlingsmodellen ir
oberoende av i vilket sammanhang och till vem behandlingen ges
(Barber, Sharpless, Klostermann & McCarthy, 2007). Kompetens
handlar om Aur behandlingen genomférs i det enskilda fallet och
forutsitter ddrmed lyhdérdhet och anpassning till individuella
forutsittningar. Att mita behandlingstrohet syftar dll ace klarligga
innehéllet i behandlingen under genomférandet, nigot som forutsitter
att kdrnkomponenterna i behandlingen ir definierade och finns
beskrivna till exempel i en manual. Ibland omfattar mitningar av
behandlingstrohet dven hur klienten forstir och tillimpar behandlingen
(Schulte, Easton & Parker, 2009). Ofta anvinds begreppet synonymt
med begreppen programtrohet och programintegritet.

Interventioner anvinds som samlingsbegrepp for alla slags atgirder,
behandlingar, metoder och insatser. Interventioner kan vara over-
gripande och generella atgirder inom samhillsplanering, forebyggande
arbete i oppenvérd, individuella bistindsbedomda insatser som stod
och/eller behandling samt deldtgirder inom ramen for en och samma
behandlingsmetod. Bistindsbedomda interventioner inom svensk
socialtjanst benimns vanligen insatser. Begreppet forekommer ofta i
avhandlingen och avser da huvudsakligen bistindsbedomda interven-
tioner i svenska sammanhang eller motsvarande typ av interventioner i
andra linder.

Begreppet traditionella insatser, eller engelska mreatment-as-usual
(TAU), anvinds for att benimna de bistindsbedémda insatser som
jamforelsegruppen fatt i effekcutvirderingar dir den insats som
utvirderas jimfors med de insatser som normalt brukar ges i ordinarie
verksamhet (exklusive den utvirderade insatsen). Traditionella insatser
anvinds synonymt med ordinarie insatser och traditionell/ordinarie
verksambet.
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Nir man talar om socialt arbete med barn och unga avser barn” i
allminhet aldrarna 0 — 12 och “unga” fran 13 ar och uppit, vanligen
till 18 &rs alder. I vissa fall omfattas dock @ven unga vuxna till och med
20 érs édlder av socialtjinstlagen. I avhandlingens utvirderingsstudie av
MST, liksom i den internationella forskningen kring MST, utgdrs
malgruppen av unga i aldrarna 12-17 ar. Det betyder att grinsen
mellan de aldrar som omfattas av begreppen barn och den
ungelungdomen (anvinds synonymt) i avhandlingen inte dr exakt utan
anpassas till det sammanhang som diskuteras.

Ungdomar med allvarliga beteendeproblem ir en stor grupp inom
socialt arbete (Cocozza, 2003; Kaunitz, Andrée Lotholm & Sundell,
2004; Lagerberg & Sundelin, 2000; Wiklund, 2007). I avhandlingen
definieras allvarliga beteendeproblem som problem som omvirlden
tillskriver den unge och som bryter mot samhilleliga normer och regler
for social anpassning till den miljo dir individen befinner sig. Exempel
pa allvarliga beteendeproblem ir kriminalitet, vald, upprepat skolk,
rymningar, missbruk av alkohol/narkotika, vald och hot om vild. I
internationell litteratur anvinds ofta begreppet antisocialt beteende for
att definiera allvarliga beteendeproblem. Ett annat vanligt begrepp,
framfor allt i internationell forskning, 4r den formella diagnosen
uppforandestorning (eng. Conduct Disorder - CD), i enlighet med den
psykiatriska diagnosmanualen Diagnostic and Statistical Manual of
Mental Disorders-Text Revision (DSM-IV-TR; American Psychiatric
Association, 2000). Diagnosen har delvis anvints for att definiera och
avgrinsa madlgruppen i avhandlingens andra studie. Begreppen
allvarliga  beteendeproblem, —antisocialt ~ beteende och  normbrytande
beteende anvinds synonymt i avhandlingen.

Avhandlingens forskningsomrade

Socialt arbete dr férhallandevis ungt som akademisk disciplin. I Sverige
institutionaliserades exempelvis socialt arbete inom akademin forst
1977. Ett av skilen dill att socialt arbete etablerades som akademiske
dmne var att skapa bittre forutsittningar for dmnet att utveckla en egen
kunskapsbas som skulle kunna bidra till en effektivare praktik (Kirk &
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Reid, 2002). Vetenskaplig kunskap for en effektivare prakeik kan dock
ta sig olika uttryck. Nordlander (2006) diskuterar tre olika synsitt pd
vetenskaplig kunskap inom féltet och hur sidan kunskap kan bidra till
en effektivare praktik; den evidensbaserade forskningsansatsen, den
emancipatoriska forskningsansatsen och den teoriinriktade forsknings-
ansatsen. Gemensamt for de tre synsitten, enligt Nordlander, ir att
samtliga har sin utgingspunkt i att socialt arbete som vetenskaplig
disciplin behéver utvecklas for att kunskapsproduktionen i hogre grad
ska kunna bidra till en effektivare praktik. Diremot representerar de
olika perspektiv pa vilken typ av kunskap som ir viktig och hur malet
ska uppnis. Nordlander beskriver hur man med en evidensbaserad
forskningsansats framfér allt himtar stéd fran empirisk forskning med
syfte att producera generell kunskap om effekterna av insatser inom
socialt arbete (Thyer, 2001; Trinder, 1996). Den emancipatoriska
forskningsansatsen fokuserar pi forskningsprocessen snarare in pd
forskningsresultatet och betonar en dialog mellan forskning och praktik
ddr bada parter ir likvirdiga kunskapsproducenter (Parton, 2000). En
teoriinriktad forskningsansats foresprikar istillet en kombination av
empiri och teori och menar att teorin ir en férutsittning for att kunna
generalisera empiriska data (Johnsson & Svensson, 2005; Nygren &
Soydan, 1997).

Mot bakgrund av de tre ovan nimnda synsitten sorterar den hir
avhandlingen under det evidensbaserade, empiriskt grundade, synsittet.
Det idr den tredje avhandlingen inom ramen f6r den svenska effektut-
virderingen av MST-behandling. Avhandlingen tar sin utgangspunkt i
interventionsstudien och innehéller fyra artiklar baserade pa empiriska
data som analyserats med statistiska metoder. Det 4r en sam-
manldggningsavhandling dir den forsta studien baserar sig pa ett
historiskt material och ger en bakgrund f6r de dirpa f6ljande studierna.
Den andra studien ir himtad fran effektutvirderingen av MST i
Sverige och redovisar resultat for effekterna efter tvd ar. Bade
avhandlingens tredje och fjirde studie tillkom som en f5ljd av de
mojliga forklaringar och fragor som vicktes i effektutvirderingen. I den
tredje studien analyseras hur de svenska MST-teamens behandlingstro-
het varierade 6ver tid och i den fjirde och avslutande studien undersoks
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komplexiteten i att tolka uppnidda resultat i effektutvirderingar nir
jamforelsegruppen fatt traditionella insatser.

Syfte

Avhandlingen ir en transportability-studie med syfte att underska
overforbarheten for en evidensbaserad behandlingsmetod, fran ett land
till ett annat, med Multisystemisk Terapi (MST) som exempel.
Avhandlingens 6vergripande forskningsfrigor 4r: kan en evidensbaserad
behandlingsinsats, MST, 6verforas frin ett land till ett annat med bibe-
hallen behandlingseffekt, och vilka faktorer kan bidra «ill att forklara
hur 6verforingen faller ut.

I de fyra studier som ingdr i avhandlingen stills foljande
forskningsfragor:

*  Hur ménga barn och unga berérs av social barn- och ung-
domsvird, arligen och i ett barndomsperspektiv? (Szudie 1)

*  Hur ser behandlingsresultaten ut for MST efter 24 ména-
der jimfért med socialtjinstens ordinarie insatser och hur
kan uppnadda behandlingseffekter forklaras? (Szudie 11)

*  Hur har behandlingstroheten till MST utvecklats i Sverige
sedan MST introducerades och under de foljande sex dren?
(Studie III)

*  Hur beskrivs traditionella insatser i effekcutvirderingar och
paverkas behandlingseffekten av skillnader i innehill och
kontext? (Studie IV)
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Socialt arbete med barn och unga |
Sverige

Sverige dr ett land dér samhillet 4r mycket engagerat i barns vilbefin-
nande. Det tar sig bland annat uttryck i en utbyggd social barn- och
ungdomsvard som tillsammans med andra institutioner i sambhillet
virnar om barn och unga. Socialt arbete med inriktning mot barn och
unga ir ocksd ett viletablerat forskningsomride med exempelvis social-
politik, organisering eller barn och unga i fokus for forskningen. Nagra
av de tidiga svenska forskningsstudier som stillde barn i centrum var en
uppfoljning av fosterhemsplacerade barn (Bohman, 1971) och en kart-
liggning av mekanismer bakom ungas antisociala beteende (Jonsson,
1968; 1969; 1973). Nigot lingre fram avrapporterade det stora forsk-
ningsprojektet "Barn i kris”. Resultaten, som rorde olika aspekter av
barn placerade utom hemmet, fick stort genomslag (Borjeson &
Hakansson, 1990; Cederstrom, 1990; 1994; Hessle, 1988). Aven senare
forskning som fokuserat p& barn och unga med insatser inom social-
tjansten har ofta handlat om placeringar utom hemmet; exempelvis smé
barn pi institution (se Andersson 1984; 1988; 1995; 1999; 2001;
2008), barn och unga i familjehemsplaceringar (se t.ex. Lindén, 1998;
Vinnerljung, 1996a), eller ungdomar i familjehems- och/eller
insticutionsvird (Levin, 1998; Sarnecki 1996; Vinnerljung & Sallnis,
2008; Vinnerljung, Sallnds & Kyhle Westermark, 2001). Firre studier
har studerat unga i oppenvard (Kaunitz, submitted; Sundell, 2002;
Sundell, Nyman & Alvasdotter, 2000; Soderholm Carpelan, 1992).
Forskningsstudier inom socialt arbete som ror barn och unga ir ofta
deskriptiva till sin karaktdr (Levin, Sunesson & Swird, 1998). Kvalita-
tiva metoder har ocksi generellt sett haft en stark stillning (Dellgran &
Hajer, 2006). Med undantag f6r en férhallandevis stor miangd longitu-
dinella studier av familjehemsvérdens effekter (jmf. Vinnerljung 1996b)
har effekterna av socialtjinstens insatser till barn och unga sillan utvir-
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derats, och endast i undantagsfall i jimférande effekcutvirderingar
(Socialstyrelsen, 2011a).

Metoder i socialt arbete

Socialt arbete priglas av en stor komplexitet, det finns ménga
motstridiga krav i uppdraget och det kan vara svart att beskriva det
arbete som utfors (Meeuvisse, Sunesson & Swird, 2006; Nordlander,
2006; Norrman, 2003; Tham, 2008). Som ett led i att hantera det
komplexa uppdraget ir metoder i socialt arbete centrala begrepp for
socialarbetarna sjilva och forskning tyder pa att det finns en strivan
mot ett metodiskt arbetssitt (A. Bergmark & Lundstrém, 20006).
Samtidigt finns det inom filtet en viss skepsis mot formaliserad kun-
skap, mitbarhet och metoder i bemirkelsen "tydligt och reproducerbart
strukturerade handgrepp” och traditionellt socialt arbete har ocksi i stor
utstrickning bedrivits i eklektisk form (Johnsson & Svensson, 2005).

En undersékning av socialarbetarnas attityder till MST som
behandlingsmetod (Gustle, Hansson, Sundell & Andrée Létholm,
2008) gav en annorlunda bild. Resultatet visade att en majoritet (77 %)
av socialarbetarna i de stadsdelar och kommuner dir MST implemen-
terades hade positiva férvintningar pdA MST-behandling jaimfort med
ett urval av andra Oppenvirdsinsatser vanliga fér maélgruppen
(familjebehandling, konsekvensprogram och kontaktperson). De flesta
(83 %) ansdg ocksi att mer forskning som jimfor effekter av olika
insatser behovdes.

De motsigelsefulla beskrivningarna av det sociala filtets attityd till
strukturerade behandlingsmetoder skulle kunna bero pi att genomsla-
get for en evidensbaserad och resultatorienterad praktik inom socialt
arbete har bidragit till en med tiden mer positiv instillning. Det skulle
ocksa kunna tolkas som att socialarbetare dr mer positivt instillda till
strukturerade behandlingsmetoder nir de anvinds inom ramen for en
beslutad insats av sirskilda behandlare, medan de 4r mer skeptiska till
tillimpningen i det egna arbetet inom den sociala barn- och
ungdomsvirden, med utrednings- och drendeansvar.
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Anmalningar och utredningar

Den offentliga kunskapen om den sociala barnavardens omfattning ar
begrinsad. Nir det giller svensk officiell statistik samlar Socialstyrelsen
in uppgifter pa individnivd nir det giller placeringar utom hemmet
medan uppgifter for socialtjinstens Sppenvardsinsatser samlas in pa
aggregerad niva. Det saknas helt nationell statistik for hur manga barn
och unga som anmils respektive utreds. Foljande uppskattningar av
anmilningar och utredningar dr baserade pd ett antal lokala studier.
Vissa resultat bekriftas i flera studier, vilket stirker trovirdigheten.
Andra data uppvisar stora variationer mellan studier eller finns bara
redovisade i enstaka studier vilket medfor stdrre osikerhet. I det avsnitt
som hir foljer gors en genomgang av forskning som giller hela gruppen
barn och unga. I det avsnitt som dirpi foljer behandlas den malgrupp
som dr sirskilt intressant for avhandlingen, det vill siga unga med
allvarliga beteendeproblem.

Uppskattningar av hur minga som anmils under ett &r tyder pd att
omkring fyra procent av alla barn och unga mellan 0 och 20 ar anmils
till socialtjinsten (Cocozza, 2003; Kaunitz et al., 2004; Linsstyrelsen i
Vistra Gétalands lin, 2005; Wiklund, 2007; Ostberg, 2010). Riknat
pa 2009 ars befolkningsstatistik (SCB: http://www.scb.se) betyder
andelarna att uppskattningsvis 87 000 barn och unga anmildes till
socialgjansten under dret. Majoriteten av anmilningarna (ca 60 %)
giller pojkar (Kaunitz et al., 2004; Lansstyrelsen i Vistra Gétalands lin,
2005; Ostberg, 2010). Studierna visar pé en stor variation (30 — 60 %)
i hur stor andel av anmilningarna som leder till att en utredning inleds,
vilket motsvarar 1,2 till 2,4 procent av alla barn och unga som var
mellan 0 och 20 &r under 2009.

Det dr vanligare att ungdomar anmils och utreds inom social-
tjdnsten dn att de yngre barnen gor det. Studierna av Cocozzas (2003)
och Wiklund (2007) visar att andelen ungdomar mellan 13 och 18 ar
som anmildes till socialtjansten var mellan sex och sju procent. Resultat
fran Kaunitz et al. (2004) antyder att drygt hilften (56 %) av
anmilningarna som gillde ungdomar ledde till en utredning, medan
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kartliggningen av Linsstyrelsen i Vistra Gotalands lin (2005) visar pd
en ligre andel (36 %).

Insatser inom socialtjansten

En utredning leder dock inte alltid till ett beslut om insats. Négra av de
svenska studierna pekar mot att omkring 60 procent av alla utredningar
av barn och unga leder till beslut om insats, men med stora lokala
variationer (Kaunitz et al., 2004; Sundell & Karlsson, 1999; C)stberg,
2010). Insatser kan sedan fortgd under flera ar och de kan avlosa
varandra utan att en ny anmilan inkommit. For att fi en uppfattning
om forekomsten av barn och unga med insatser frin socialtjinsten kan
man anvinda sig av den officiella statistik som samlas in av Socialstyrel-
sen. Den baseras pa hur minga barn och unga som har varit féremal for
nagon insats vid nagot tillfille under aret, oavsett nir insatsen inleddes.

Socialstyrelsens statistik dr uppdelad i Oppenvardsstatistik och
statistik om placeringar i dygnsvird. Oppenvirdsstatistiken samlas
endast in i aggregerad form medan statistiken for placeringar i
dygnsvard baseras pa individdata. Oppenvardsstatistiken ir indelad i tre
kategorier; strukturerade Sppenvirdsinsatser, behovsprévat personligt
stdd samt kontaktperson/kontaktfamilj. Eftersom 6ppenvirden endast
rapporteras pd aggregerad niva saknas mojligheter att underséka i vilken
grad de tre grupperna overlappar varandra (om ett barn parallellt har
insats i form av kontaktfamilj, strukturerat ppenvirdsprogram och en
annan behovsprévad stodinsats under ett ar dterfinns barnet tre ginger i
den sammantagna siffran). Det betyder att det finns en stor osikerhet
kopplad till statistiken for socialtjinstens dppenvérd och att det 4r svart
att anvinda statistiken for att bedoma andel barn som berérs. Enligt
Socialstyrelsens statistik for ar 2009 (Socialstyrelsen, 2010) fattades
beslut om ungefir 56 100 behovsprévade Sppenvirdsinsatser under
2009. Dirutéver var 23 400 barn och unga (0-20 ér) nigon gang under
dret placerade inom dygnsvarden.

Om varje pigdende oppenvardsinsats respektive placering under
2009 skulle ha avsett ett unikt barn skulle det ha motsvarat knappt fyra
procent (3,6 %) av alla barn och unga. Fér unga mellan 13 och 20 ar
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skulle andelen ha varit nistan fem procent (4,8 %). Tidigare forskning
tyder dock pa att det sannolika 4r att det finns en Sverlappning mellan
grupperna och att andelarna i sjilva verket dr ligre. Exempelvis visade
en studie baserad pd data himrtat fran den svenska MST-utvirderingen
att de 156 ungdomar som ingick i studien under den tvd ar linga
uppfoljningsperioden sammantaget fick 404 insatser (Olsson, 2010c).
Det betyder att gruppen ungdomar i studien i genomsnitt fick mer dn
en insats per ar (1,3 insatser/ar). Eftersom gruppen dven inbegriper
ungdomar som inte fick nigon eller bara en enda insats under tva-
drsperioden kan ett antal ungdomar antas snarare ha fatt tvi insatser
eller mer under ett ar.

Ateraktualiseringar

Det ir i realiteten omaijligt att helt férhindra att barn och unga far illa.
Socialtjidnstens svara uppgift dr framforallt act forhindra att barn fort-
sitter fara illa efter att deras situation blivit kind. Flera svenska studier
har visat att ungefir hilften av de barn som vid en viss tidpunkt ar
foremal f6r en barnavérdsutredning har varit aktuella for minst en tidi-
gare utredning (Sundell & Colbiérnsen, 1996; Sundell & Flodin, 1994;
Sundell & Humlesjo, 1996). Tva andra svenska studier har visat att
barn som tidigare fatt insatser ofta ateraktualiseras for nya insatser, efter
tre r hade omkring 40 procent av barnen fitt ndgon form av ny insats
(Sundell, 2002; Sundell & Vinnerljung, 2004; Sundell, Vinnerljung,
Andrée Lotholm & Humlesjo, 2004). I en svensk registerstudie med
drygt 22 000 barn i dldrarna 1 till 15 &r ateraktualiserades mellan 25
och 40 procent (beroende pd barnets alder) och placerades aterigen for
vard utom hemmet inom tvé &r (Vinnerljung, Oman & Gunnarsson,
2004b).

Vad hander i vuxen alder

Det finns inte nagon tradition inom socialt arbete nir det giller att
systematiskt utvirdera effekterna av de insatser som anvinds. Hur vil
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socialgjansten lyckas med sitt uppdrag ir sillan undersoke. I en retro-
spektiv studie av ett slumpvis urval Stockholmsbarn som varit aktuella
inom socialtjidnsten foljdes barnen fran 0 till 25 ars alder (Sundell et al.,
2004; Vinnerljung, Sundell, Andrée Lotholm & Humlesjo, 20006).
Studien visade att de barn som varit aktuella inom socialtjinsten for
utredning eller insatser oftare hade problem som unga vuxna in en
normalpopulation. Av de barn och unga som varit féremdl for social-
tjanstens insatser hade ungefir hilften ett eller flera problem som for-
sorjningshinder, kriminalitet, fysisk och psykiska ohilsa som unga
vuxna. Annan forskning har visat att en sirskilt utsatt grupp bland dem
som behdvt samhillets stod och skydd i form av insatser frin social-
tjdnsten 4r de barn som varit placerade i dygnsvird. I en studie av
Hjern, Vinnerljung & Lindblad (2004) framkommer att barn och unga
som varit placerade i dygnsvird hade mer 4n fyra ginger si hog risk for
sjalvmord i tonar och som unga vuxna jimfért med dem som inte varit
foremal for nagra insatser.
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Unga med allvarliga
beteendeproblem

Som framgitt antyder forskning att det kan vara mellan sex och sju
procent unga i aldrarna 13 till 18 ar som anmils till socialtjinsten per
ar. Det betyder att det kommer in anmilningar om oro for omkring
45 000 unga under ett dr. Av dem har omkring tva tredjedelar anmilts
mot bakgrund av beteendeproblem (Cocozza, 2003; Kaunitz et al.,
2004; Wiklund 2007).

For de flesta leder beteendeproblem i ungdomen inte till framtida
problem (Andreasson, Brandt & Allebeck, 1993; Brottsforebyggande
radet 2000; Wennberg, 2000), men fér en del av ungdomarna grund-
liggs framtida problem under barndomen och toniren. Bade svenska
och internationella uppfoljningsstudier visar att en del av de ungdomar
som har allvarliga beteendeproblem gar en besvirlig framtid till métes
med psykisk ohilsa, kriminalitet och missbruk (de Chateau, 1990;
Mitchell & Rosa, 1981; Moffitt, 2001; Moffitt, Caspi, Harrington &
Milne, 2002; Olsson, Hansson & Cederblad, 2006; Sundell et al.,
2004). En omfattande uppfoljningsstudie av ungdomar (13 — 16 ar)
som varit placerade i samhillsvird visar att bdde flickor och pojkar vid
25 ars alder var kraftigt 6verrepresenterade i alla former av psykosocial
problematik. Simst var resultatet for pojkar placerade pd grund av egna
beteendeproblem, endast 10 procent var inte registrerade for nigot av
de undersdkta problemen (kriminalitet, psykisk ohilsa, missbruk, dilig
skolutbildning och/eller forsorjningsstod) (Vinnerljung & Franzén,
2006; Vinnerljung & Sallnis, 2008).

Det finns anledning att anta att manga ungdomar med allvarliga
beteendeproblem som ir aktuella inom socialtjinsten skulle kunna
diagnostiseras som individer med uppférandestérning (eng. Conduct
Disorder) enligt DSM-IV-TR 2000 (American Psychiatric Association,
2000; Gustle, Hansson, Sundell, Lundh & Andrée Loftholm, 2007a;
Lagerberg & Sundelin, 2000; Olsson, Hansson & Cederblad, 2006;
2008). Internationellt anses uppforandestorning vara den vanligaste
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psykiatriska diagnosen foér ungdomar (Scott, 2004). Diagnosen
beskriver normbrott uppdelade pa fyra olika omriden: aggressivt
beteende mot minniskor och djur, skadegérelse, bedrigligt beteende
eller stold samt allvarliga norm- och regelbrott (for nirmare
beskrivning, se Olsson, 2007a). For att uppfylla diagnosen maste indi-
viden uppvisa minst 3 av 15 olika normbrytande beteenden under ett ar
varav Atminstone ett ska ha férekommit under de senaste sex
manaderna (Andershed & Andershed 2005).

Diagnosen forekommer oftare bland pojkar 4n bland flickor och ir
ocksa vanligare bland familjer med lig sociockonomisk status (Scott,
2004). Hos barn vars beteendeproblem debuterar tidigt (fore 10 ars
dlder) visar diagnosen en storre stabilitet éver tid 4n hos dem som
debuterar i tondren. Ungdomar med diagnosen uppforandestorning har
i internationell forskning visat sig vara dverrepresenterade bland vuxna
kriminella och missbrukare (jmf. Farrington & Coid, 2003; Robins,
1999; Scott, 2004). Loeber, Burke och Lahey (2002) visade att
omkring hilften (52 %) av en grupp barn (7 — 12) med diagnostiserad
uppforandestorning hade fortsatt allvarliga problem som unga vuxna
(18 — 19 ar). En norsk studie (Kjelsberg, 2002) visade liknande resultat
ddr 48 procent av en grupp med 1079 ungdomar med diagnostiserad
uppforandestorning vid uppfoljning 23 ir senare hade lagforts négon
gang under uppféljningstiden. Diagnosens grund och anvindbarhet ir
dock omstridd (Gabarino, 2000; Hallerstedt, 2006; Kirk & Kutchins,
1994; Kutchins & Kirk, 1999) och saknar férankring inom svenskt
socialt arbete (Lagerberg & Sundelin, 2000; Olsson, 2007a).

Insatser till unga med allvarliga beteende-
problem i Sverige

Om socialtjinsten efter en genomférd utredning gér beddmningen att
det behdvs insatser for att komma tillritta med problemen ir stodsam-
tal, kontakeperson/-familj, familjebehandling och placering i dygnsvard
exempel pa insatser som ofta forekommer (Kaunitz et al., 2004; Sundell
et al., 2006). Liksom for gruppen barn och unga i sin helhet idr det
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méinga av ungdomarna som sedan dteraktualiseras for nya utredningar
och insatser (Sundell et al., 2004; Sundell, Egelund, Andrée Lotholm &
Kaunitz, 2007a; Sundell, Vinnerljung, Andrée Lotholm & Humlesjs,
2007b) och det 4r ocksd vanligt att insatser avbryts i fértid. Insatser som
inte fullfoljs enligt planeringen ir sirskilt vanligt for tonaringar med
allvarliga beteendeproblem. I en svensk studie av en representativ grupp
unga mellan 13 och 16 &r som placerats utom hemmet pa grund av
beteendeproblem avbrét omkring hilften placeringen i fortid
(Vinnerljung et al., 2001; Vinnerljung, Hjern & Oman, 2004a;
Vinnerljung et al., 2004b).

Risk- och skyddsfaktorer

Under 1990-talet 6kade antalet placeringar av barn och unga i familje-
hems- och institutionsvard partagligt, vilket nistan helt kunde forklaras
med att fler ungdomar ombhindertogs for vird (Lundstrom &
Vinnerljung, 2001; Vinnerljung & Franzén, 2006). Institutionsvérd ir
generellt en kostsam behandlingsform som inte alltid lyckas forhindra
fortsatta problem (se t.ex. Vinnerljung & Franzen, 2006; Vinnerljung
et al., 2006; Vinnerljung, Franzén & Danielsson, 2007; Vinnerljung &
Sallnis, 2008). En vixande medvetenhet om institutionsvirdens bris-
tande resultat, okade kostnader och efterfrigan pa en evidensbaserad
praktik kan tillsammans ha bidragit till ett 6kat intresse for att imple-
mentera kvalificerade 6ppenvardsinsatser inom svensk socialtjinst.

Ett sitt att oka den teoretiska forankringen for insatser inom
socialt arbete dr att anvinda sig av den vixande kunskapsbanken om
risk- och skyddsfaktorer for en oonskad utveckling av sociala problem.
Forskning har visat att insatser som ir teoretiskt och empiriskt baserade
pa kunskap om risk- och skyddsfaktorer 6kar mojligheterna att pé ett
effektivt sitt behandla exempelvis ungdomar med beteendeproblem (se
t.ex. Brounstein, Zweig & Gardner, 2001; Ferrer-Wreder et al., 2004;
Rutter, Giller & Hagell, 1998). Exempel pa insatser riktade till barn
och unga som anvinds inom svenskt socialt arbete och baseras pé kun-
skap om risk- och skyddsfaktorer dr De otroliga dren (7he Incredible
Years), KOMET, Funktionell familjeterapi (FFT), Multisystemisk
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terapi (MST), Multidimensional treatment fostercare (MTFC) och
MultiFunC.

Teorier om risk- och skyddsfaktorer beskriver attityder, férmégor,
forestillningar och beteenden hos unga som visat sig paverka uppkomst
av problem pa gruppniva (se t.ex. Farrington & Coid, 2003; Farrington
& Welsh, 2007; Losel & Bender, 2003). En riskfaktor kan definieras
som en hindelse, en egenskap, ett forhillande eller en process som 6kar
sannolikheten for en negativ utveckling for individen. Skyddsfaktorer
kan ses som ett slags kompensations- eller bufferteffekt for
hégriskgrupper som reducerar eller motverkar effekten av riskfakeorer.
Risk- och skyddsfaktorer kan éterfinnas inom individen i form av indi-
viduella egenskaper och dispositioner, i nirmiljon som exempelvis inom
familjen eller kamratkretsen, eller i samhillet. Risk- och skyddsfaktorer
paverkar sannolikheten for ett visst utfall ska upptrida men behéver
diremot inte vara den direkta orsaken till beteendet. Enskilda risk-
faktorer har sillan avgdrande betydelse medan forskning har visat att
det dr den kumulativa anhopningen av riskfaktorer som medfér en
okad risk for negativ utveckling (Biederman et al., 1995a; 1995b;
Bond, Toumbourou, Thomas, Catalano & Patton, 2005; El-Khouri,
Sundell & Strandberg, 2005; Farrington & Welsh, 2007; Lipsey &
Derzon, 1998; Loeber, Green & Lahey, 2003; Losel & Bender, 2003).

Omfattande forskning visar att ungdomars alkohol- och drogmiss-
bruk, kriminalitet och andra normbrytande beteenden tenderar att
samvariera (ex Brounstein et al., 2001; Fergusson, Lynskey &
Horwood, 1996; Lewinsohn, Gotlib & Seeley, 1995; Weinberg,
Rahdert, Colliver & Glantz, 1998) och till stor del ir det ocksi samma
riskfaktorer som identifierats for alkohol- och drogmissbruk, krimi-
nalitet, vald och bristande skolanpassning (Brounstein et al., 2001;
Derzon & Lipsey, 1999a; 1999b). Risk- och skyddsfaktorer brukar
kopplas till olika omraden, som individen, familjen, kamrater, skolan,
niarsamhillet och ytterst till en nationell nivd. Exempel pa riskfaktorer
knutna till de olika omradena ir:
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* Individen - lig intelligens, aggressivitet, impulsivitet,
bristande ~ empatisk  férmaga, tidigt  debuterande
problembeteende

*  Familjen - bristande forildraf6rmaga i form av bristande
intresse och tillsyn, en alltfor string uppfostran, barnaga,
allvarliga konflikter mellan barn och férildrar, forildrar
som ir positiva till normbrytande beteende och att vixa
upp i en stor och tringbodd familj

*  Kamrater — normbrytande vinner

*  Skolan — bristande intresse for skolan, laga betyg, skolk och
negativ uppmirksamhet

*  Nirmiljo — vixa upp i bostadsomride priglat av fattigdom,
frainvaro av vuxnas reaktioner pa forseelser, vandalism,
kriminalitet, missbruk och en hég boendeomsittning

*  Nationell nivi — lagar och normer som gynnar alkohol- och
drogkonsumtion samt lagbrott som inte fir pafoljder

Sammanstdllt fran oversikter av ElI-Khouri
et al., 2005; Farrington & Welsh, 2007; och
Hawkins, Catalano & Arthur, 2002

Som redan tidigare nimnts s ir tidigt debuterande beteendeproblem
en viktig riskfaktor som kan ha betydelse for stabiliteten i problemen.
Moffitt (1993) menar att en tidig debut i stor utstrickning kan forkla-
ras av en kombination av individuella neuropsykologiska svagheter och
exponering for andra riskfaktorer i omgivningen. Neuropsykologiska
brister kan bidra till att barnet fir ett besvirligt temperament och/eller
andra svirigheter som exempelvis uppmirksamhetsstorning. Detta leder
i sin tur till att barnet dr extra sarbart for brister i forildraskapet, kan fa
skolsvérigheter och svarigheter i sociala relationer med kamrater. Det
blir en anhopning av riskfaktorer som gor att risken 6kar kumulativt
(t.ex. Biedermann et al., 1995a; 1995b). Patterson med kollegor har
utvecklat en nirbesliktad teori for hur ett aggressivt och normbrytande
beteende hos ett litet barn successivt kan utvecklas till allvarliga beteen-
deproblem nir barnet blivit dldre (the coercion theory; Pattersson 1982;
2003). Teorin beskriver samspelet i en familj och hur barnets tidiga
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beteende kan utldsa en kedja av tvingande interaktioner dir forildrar
och barn tillsammans utvecklar negativa samspelsmonster i familjen. I
takt med att barnet vixer upp utvidgas barnets konflikter och sitt att
“tvinga” och kontrollera sin omgivning till att dven gilla bland andra
vuxna och kamrater, vilket i sin tur leder till skolsvérigheter och svarig-
heter i kamratrelationer.

En annan risk 4r att en neuropsykiatrisk funktionsnedsittning kan
paverka situationen si att problemen forsviras. Ett exempel dr nir
uppforandestorning forekommer tillsammans med ADHD (Andershed
& Andershed, 2005; Gillberg, et al., 2004; Olsson, 2007a). Studier har
pavisat hur kombinationen uppférandestérning och ADHD f6rvirrar
effekterna for individen, exempelvis med ett vaildsammare beteende, fler
allvarliga psykiatriska problem och mer kriminalitet (af Klinteberg,
Andersson, Magnusson & Stattin, 1993; Kutcher, et al., 2004;
Mannuzza, Klein, Abikoff & Moulton, 2004). Hyperaktivitet/ADHD
kan dock vara ldtt att missa hos unga med uppférandestérning eftersom
all uppmirksamhet riktas mot det antisociala beteendet (Scott, 2004).

Det finns mindre forskning om skyddsfaktorer dn om riskfaktorer.
Skyddsfaktorer kan dels ses som motsatsen till en riskfaktor, det vill
siga om svag anknytning tll skolan 4r en riskfaktor 4r en god
anknytning en skyddsfaktor. Ett annat sitt att se pa skyddsfaktorer ar
att se dem som faktorer som har en kompensations- eller bufferteffekt
for hogriskgrupper medan de saknar betydelse for andra barn (Rutter,
1983). En sammanstillning av forskning himtad frin Hansson och
Cederblad (2004) kring skyddsfaktorer péd individnivd hos barn och

unga lyfter fram sex individuella faktorer:

* att ha god social kapacitet (t.ex. att vara socialt dppen i
kontakter, kunna samarbeta, att ha ett dppet, lugnt och
omtinksamt sitt)

* att ha en god sjilvkinsla och sjilvstindighet

* att ha god problemlosningsformaga i utsatta situationer
och kriser

* intelligens och kreativitet
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* att ha en inre kinsla av kontroll, god impulskontroll och
att vara en aktiv personlighet

* att utveckla sirskilda intressen och hobbys under
uppvaxten

Hawkins et al. (2002) pekar ut fem viktiga skyddsfaktorer nir det giller
att forebygga ungas allvarliga beteendeproblem: tydliga normer och
forvintningar, grundliggande sociala och kognitiva kompetenser, god
anknytning till forildrar och till andra prosociala vuxna och kamrater,
mojlighet dill prosociala tillfillen och uppmirksamhet for prosociala

handlingar.
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Evidensbaserad praktik i socialt
arbete

Under de senaste tvd decennierna har olika professionella filt i Sverige,
liksom i andra delar av vistvirlden, utsatts for allt uttryckligare krav pd
en vetenskaplig sikring av verksamheten. Parallellt med dessa krav har
idén om en evidensbaserad praktik (eng. evidence-based practice - EBP)
vuxit fram och nétt stor internationell spridning inom bland annat
socialt arbete. I Sverige borjade begreppen evidensbaserad praktik, evi-
densbaserat socialt arbete och kunskapsbaserad socialtjinst introduceras
i slutet av 1900-talet (A. Bergmark & Lundstrom, 2006).

Vad innebdr evidensbaserad praktik

Det finns flera definitioner pa vad en evidensbaserad praktik innebir.
Det de har gemensamt ir att en evidensbaserad praktik handlar om att
pd bista sitc kombinera vetenskaplig kunskap om vilken hjilp som
fungerar, den berdrda klientens/patientens egna onskemal, den
professionella bedémningen tillsammans med kontextuella faktorer och
forutsittningar. Ett exempel pa definition av begreppet dr den
professionellas formaga att (¢ ex infor ett beslut om insatser, min kom-
mentar) integrera (a) bista tillgingliga evidens, (b) brukarens erfarenhet
och onskemdl samt (c) sina egna erfarenheter av socialt arbete (APA
Presidential Task Force on Evidence-Based Practice, 2006; Schlonsky
& Gibbs 2004). Definitionen understryker att en evidensbaserad prak-
tik ar ett forhallningssitt som vilar pd tre grundstenar, dir den
professionellas expertis tillsammans med kunskap (evidens) om inter-
ventioners effekter och den enskilda individens forutsittningar ligger till
grund for beslut som ska fattas.

Med den definitionen som utgangspunkt kan EBP ses som en fort-
giende process som ir till for att vigleda praktiker nir de tillsammans
med klienten ska fatta beslut om vilken insats som bist kan tillgodose
individens behov av stdd och/eller skydd. Det ir saledes inte
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“evidensen”, det vill siga forskningsunderlaget for en insats effektivitet,
som ensamt ligger till grund for besluten. EBP handlar om en sam-
manvigning av flera olika aspekter (Haynes, Devereaux & Guyatt,
2002). Andra viktiga utgdngspunkeer dr en strivan efter ett systematiskt
och transparent arbetssitt samt antaganden om att det gir att aggregera
kunskap himtad fran olika empiriska studier och generalisera till andra
populationer.

Diskursen for en evidensbaserad praktik framhéller att den
forskning som produceras ska vara till nytta for praktiken och att EBP
har goda mojligheter att gora sd att forskning, praktik och politik kan
nirma sig varandra (Everitt, 2002). En central fraga inom diskursen ir:
"Fungerar de insatser vi ger som avsett?”. Det far till foljd att effektut-
virderingar ar ett viktigt kunskapsunderlag. Att anvinda sig av sa
kallade evidensbaserade insatser, det vill siga insatser som utvirderats
och visat positiva resultat, ir diremot inte detsamma som att bedriva en
evidensbaserad praktik (Thyer & Myers, 2011). Om en insats benimns
som evidensbaserad siger det nigot om det vetenskapliga stéd som
finns for den enskilda insatsen, men evidensen ir bara en av flera delar i
EBP.

Det finns dock forskare som menar att det saknas konsensus om
vad begreppet evidensbaserad praktik egentligen betyder for det sociala
arbetets praktik eller om det dr genomférbart (jmf. A. Bergmark &
Lundstrom, 2008; Olsson, 2007b; 2009). En invindning mot idén om
insatsers vetenskapliga stdd och en evidensbaserad praktik 4r upp-
fattningen att effekter av psykosociala behandlingsmetoder i sjilva
verket inte kan mitas och jimf6ras med hjilp av kontrollerade effektut-
virderingar. Istillet antas den behandlingseffekt som kan uppnis
huvudsakligen bero pi faktorer som dr gemensamma for de flesta
behandlingsmetoder (eng. common factors), framfor allt den relation
(allians) som uppstir mellan behandlare och klient. Hypotesen ir att
behandlingsalliansen mellan behandlare och klient har si stor
genomslagskraft att alla andra effektskillnader mellan olika metoder
forsvinner i effekten av relationen. Hypotesen brukar kallas
Dodofigelns dom, efter en sagofigur i barnboken Alice i Underlandet
som efter en tivling utnimnde alla till vinnare. Den formulerades redan
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i mitten pd 1930-talet och avsag di effekten av olika psykoterapeutiska
behandlingar. Idag har hypotesen idven anvints i debatten om
forutsittningarna for EBP genom att den sitter fingret pa en kom-
plikation som uppstér i jimférande studier med olika behandlingsalter-
nativ, nimligen svirigheten att veta vilken/vilka komponent/-er i en
behandling det 4r som faktiskt har effekt. A. Bergmark (2009) menar
att det empiriska stédet for hypotesen om Dodofagelns dom skulle
kunna vara skil nog for att 6verge idén om EBP, eftersom den gor det
meningsldst att jimfora insatser i kontrollerade effektutvirderingar.
EBP-foresprakarnas standpunke 4r att hypotesen tvirtom saknar veten-
skapligt stod (Socialstyrelsen, 2011b) och att den fortsatta forskningen
istillet kommer att generera mer specifika kunskaper om vilka insatser
som fungerar under vilka forhéllanden och f6r vilka grupper.

Sammanfattningsvis dr viktiga argument for inforandet av EBP
inom det sociala filtet att det saknas kunskap om vilka effekter insatser
har och att samhillet har ett ansvar for att de insatser som ges for att
hjilpa faktiskt fungerar. EBP handlar om en medveten och systematisk
stravan att med stod av professionellas expertis erbjuda véird och omsorg
som bygger pd bista mdjliga vetenskapliga kunskap om vad som fun-
gerar pd det sitt som det ir tinkt och som passar den enskilda indi-
viden. Med ett vixande vetenskapligt kunskapsunderlag och ett trans-
parent beslutsfattande 4r férhoppningen att en evidensbaserad praktik
ska forebygga godtycke och istillet ge underlag for fortsatt utveckling av
verksamma insatser. Uttrycket “bista tillgingliga evidens” antyder att
evidensen kan ha olika kvalitet, det vill siga olika grad av tillférlitlighet.
Att basera beslut pa den bista tillgingliga evidensen betyder att beslut
ska grunda sig pd ett sa bra och tillférlitligt underlag som méjligt, men
det betyder diremot inte att det bara 4r evidens av hogsta kvalitet som
riknas. Istillet handlar det om att vara 6ppen med vilken grad av
tillforlitlighet kunskapen om en insats effekter har.

Fortfarande dr dock kunskapen om effekterna av de insatser som
ges inom ramen for socialtjanstens arbete begrinsad och de flesta ir inte
utvirderade i kontrollerad forskning. En systematisk éversikt av svenska
utvirderingar av insatser riktade till ungdomar med beteendeproblem
(Ahlgren, Andershed & Andershed, 2010) kan fungera som illustration.
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Forskning har visat att det finns ett omfattande urval av dppen-
vardsinsatser riktade till barn och unga i svenska kommuner (Forkby,
20006). Trots det identifierade Ahlgren med kollegor i sin sokning efter
studier till oversikten bara 15 effektutvirderingar, varav fem var
genomforda med en jimforelsegrupp. De fem studierna genomférda
med en jimforelsegrupp hade utvirderat effekterna av Multisystemisk
terapi (MST; studie II; Andrée Lotholm, Olsson, Sundell & Hansson,
2009b; Sundell et al., 2006; Sundell, et al., 2008), Funktionell
familjeterapi (FFT; Hansson, Cederblad & Hook, 2000; Hansson,
Johansson, Drott-Englén & Benderix, 2004), Aggression Replacement
Training (ART; Holmgqvist, Hill & Lang, 2005) och medling (Sehlin,
2009). Efter forfattarnas genomgang har ytterligare en effektutvirdering
av en vildefinierad behandlingsinsats, Multidimensional Treatment
Fostercare (MTEFC), publicerats (Kyhle Westermark, Hansson &
Olsson, 2010). Alla interventionerna ir internationellt fdrekommande
manualbaserade behandlingsinsatser, utom medling som kanske snarare
kan betraktas som en dtgird 4n som en behandlingsinsats.

Effektutvarderingar

For att kunna siga nigot om effekten av en specifik insats maste utvir-
deringen utformas pa ett sadant sitt att det med rimlig sikerhet gir att
avgdra om en forindring beror pa insatsen eller pa andra faktorer. Den
viktigaste hjilpen for att kunna dra sidana slutsatser ar att ha ett
kontrollalternativ att jimféra med. Nir det giller utvdrderingar av
insatser inom socialt arbete 4r det vanliga att jimforelsen gérs mellan
den utvirderade insatsen och en eller flera andra insatser. Teoretiskt sett
brukar randomiserade studier ge de bista forutsittningarna att uttala sig
om insatsen verkligen har orsakat uppmitta behandlingseffekter. Det
beror pd att den slumpmassiga férdelningen gor de studerade grupperna
sa lika varandra som maijligt, vilket i sin tur gor att man kan anta att det
som skiljer dem &t 4r just interventionen (Shadish et al., 2002). Med en
vixande kunskapsproduktion och 6kad erfarenhet av att genomfora
effekcutvirderingar finns dock numera en okad insikt om att dven
randomiserade kontrollerade studier kan ha lig trovirdighet, exempelvis
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beroende pd stort bortfall. P4 samma sitt har kunskapen om hur vilde-
signade kvasiexperimentella utvirderingar kan bidra med virdefull
kunskap okat (Shadish, Clark & Steiner, 2008), liksom att andra vil-
gjorda studier ocksa kan tillfora evidens, men av olika grad och karakeir
(Shadish & Cook, 2009).

Nir man ska virdera tillforlitligheten i redovisade forskningsre-
sultat dr det viktigt att ta hidnsyn tll under vilka forhillanden som
forskningen genomforts. Flera olika omstindigheter kring sjilva
forskningen har visat sig ha betydelse for de behandlingseffekter som
uppnds i effektutvirderingar. Ett exempel ir om studien ir
randomiserad  eller kvasiexperimentell, dir kvasiexperimentella
utvirderingar ibland visar storre effektstorlekar men andra ganger
motsatsen (Shadish, in press).

Hur stor insyn och kontroll forskarna har éver de behandlingar
som experimentgrupp och jimférelsegrupp far ir en annan faktor som
visat sig ha betydelse. Vilkontrollerade forskningskliniska studier
redovisar till exempel ofta storre effekter for den insats som utvirderas
in utvirdering i ordinarie verksamhet. En effektutvirdering av en
behandlingsmodell genomférd under optimala férhéllanden, ofta av
programutvecklarna sjilva, brukar i internationell litteratur kallas
¢fficacy studies. Utvirderingar av behandlingsmetoder i ordinarie
verksamhet, effectiveness studies, ger generellt ligre effekter i forhillande
till jimforelsegruppen (Curtis et al., 2004; Losel & Beelmann, 2003;
Petrosino & Soydan, 2005). En forklaring till skillnaden kan vara att
forskare som utvecklat och/eller implementerat en behandlingsmodell
ir kunniga i modellen, har en gedigen teoretisk grund for
behandlingens olika delar och dr mer noggranna med att behandlings-
modellen f8ljs. Dessutom genomférs forskningen med stérre mojlighet
till kontroll pa andra faktorer som kan ”stéra” resultatet. I ordinarie
verksamhet okar avstiendet mellan forskning och behandling. Det kan
ocksa bli nodvindigt med en viss anpassning av behandlingsmodellen,
exempelvis beroende pa annorlunda férutsittningar med en mer
heterogen malgrupp och hégre krav pé drendekapacitet. Det betyder att
resultatet frin effectiveness-studier kan ha paverkats av fler faktorer -
identifierade och oidentifierade - som minskat effekten av insatsen.
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Samtidigt ger den en bittre bild av hur behandlingen fungerar under
mer realistiska forhillanden.

Ytterligare faktorer som har betydelse for resultatet ir om
jimforelsebehandlingen utgdrs av ett aktivt eller passivt alternativ. En
studie med en passiv jimforelsegrupp (t.ex. vintelista) ger ofta storre
relativ effekt for experimentgruppen in om jimforelsebehandlingen
bestir av till exempel traditionella insatser (Magill & Ray, 2009;
Shadish, in press). Hur forskarna hanterar eventuellt bortfall har ocksa
betydelse for de relativa behandlingseffekterna. Utvirderingar som
endast inkluderar de deltagare som fullféljer behandlingen i analyserna
(treatment of treated — TOT) kan ofta uppvisa starkare effekter dn
studier som inkluderar samtliga individer (intention to treat — ITT)
(Wright & Sim, 2003). Aven lingden pi uppfdljningsperioden och
vilka utfallsmatt som valts for att redovisa behandlingseffekten ir
aspekter som kan spela roll.

Systematiska Oversikter

Mer eller mindre systematiska forskningssammanstillningar utgor ett
viktigt verktyg nir det giller att fi Sverblick over den samlade
kunskapen och bista tillgingliga evidens. Bide att systematiske
sammanstilla kunskap och sedan tolka den kan dock vara forenat med
svirigheter. Systematiska sammanstillningar har kritiserats fér att ge
onyanserade och missvisande svar pd frigan “fungerar de insatser vi ger
som avsett?”. Det kan handla om motsigelsefulla resultat inom
sammanstillningen, det vill siga de enskilda studierna ir inte entydiga
och slutsatserna pekar dirfor inte i en tydlig riktning. Det kan ocksd
handla om att forutsittningarna for att sammanstilla forskning r sd
komplexa att det dr tveksamt vad Sversikterna egentligen visar. Exempel
pa svarigheter kan kopplas till hur man viljer att gripa sig an materialet
och sammanstilla det, exempelvis i en narrativ 6versike, i en box-score
review eller i en meta-analys (Bergmark & Oscarsson, 2006). Andra
svarigheter 4r hur skillnader mellan studierna nir det giller exempelvis
mélgrupp, uppfoljningstid, forskningssammanhang och utfallsmart ska
hanteras (t.ex. Andersson, 2003; Antilla, 2007a; 2007b; A. Bergmark &
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Lundstrom, 2006; 2007a; 2007b). Andra exempel &r brister i
underlaget dir sammanstillningarna inte fingar in opublicerade studier
eller sa kallad gra licteratur och dirfér inte baseras pd ett allsidigt
material (Borenstein, Hedges, Higgins & Rothstein, 2009) samt att det
kan férekomma brister i hur resultatet fran oversikterna syntetiseras och
lyfes (Littell, 2008). Sirskild kritik har ocksd riktats mot idén att gora
forskningssammanstillningar utan att ta i beaktande de olikheter och
den stora spridningen i jimforelsegruppens innehdll (t.ex. A. Bergmark,
2005; 2008; Curtis et al., 2004; Finney, 2000; Henggeler, 2004; Santa
Ana et al., 2008).
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Multisystemisk terapi (MST)

Bakgrund

Multisystemisk terapi (MST) ir ett exempel pa en evidensbaserad
behandlingsmetod, det vill siga en behandlingsmetod med teoretisk
grund som i kontrollerad forskning befunnits ha goda effekter. Det ir
en strukcurerad familje- och nirmiljobaserad behandlingsmodell for
kriminella ungdomar som utvecklades under 1970-talet i USA, som ett
alternativ till placering utom hemmet. Direfter har MST vidareutveck-
lats for att passa for nya malgrupper, som exempelvis unga med allvarlig
psykiatrisk  problematik (Henggeler, Schoenwald, Rowland &
Cunningham, 2002c).

Den teoretiska grunden for MST bygger pé forskning om risk- och
skyddsfaktorer for antisocialt beteende hos ungdomar, samt
socialekologiska (Bronfenbrenner, 1977; 1979) och systemiska teorier
(Henggeler, Schoenwald, Borduin, Rowland & Cunningham, 2009b).
Forskning om risk- och skyddsfaktorer har visat att allvarliga
beteendeproblem hos unga minniskor ir multideterminerade, det vill
siga problemen ir avhingiga risk- och skyddsfaktorer inom flera olika
omraden i den unges liv. For att behandla problemen och astadkomma
en hallbar forindring av den unges beteende behdver man dirfor rikea
behandlingen mot faktorer inom alla omriden, vilket stimmer vil
overens med det socialekologiska perspektivet och systemteoretiska
familjebehandlingsteorier.

MST anvinds idag i 32 delstater i USA samt i Australien,
Danmark, Island, Kanada, Nederlinderna, Norge, Nya Zeeland,
Storbritannien, Sverige och Schweiz. Drygt 480 team virlden &ver
behandlar &ver 23 000 ungdomar per ar (http://www.mstservices.com;
2011-06-01). I Sverige finns det nio MST-team. Organisationen MST
Sverige dr sedan oktober 2007 godkind som sa kallad MST Network
Partner, vilket bland annat betyder att den svenska organisationen sjilv
ansvarar for handledning, kvalitetsuppfoljning och fér att MST i
Sverige bedrivs med behandlingstrohet.
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MST i praktiken

MST-arbetet organiseras och utférs inom sma team bestiende av tre till
fyra terapeuter och en teamledare. Den rekommenderade behandlings-
tiden dr fyra till sex manader och terapeuterna finns tillgingliga dygnet
runt, sju dagar i veckan (Henggeler et al., 2009b). Behandlingen sker
ofta i familjernas hem eller pa andra platser dir ungdomen befinner sig.
Det amerikanska foretaget MST Services ansvarar for utbildning och
licensiering av MST-team virlden &ver och stédjer dven teamen med
telefonkonsultation, fortbildning och ett kvalitetssikringssystem som
bland annat innebir att uppgifter om behandlingstrohet (Therapist
Adherence Measure, TAM; se vidare avsnitt om behandlingstrohet)
inrapporteras och registreras.

MST-modellen betraktas som manualbaserad och bygger pa kom-
ponenter som har visat sig vara viktiga i behandling av unga och deras
familjer. Behandlingskomponenterna har formulerats i nio principer
som tillsammans med manualen for MST (Henggeler et al., 2009b)
utgor stodet f6r hur MST-behandlingen ska utformas. De nio princi-
perna ar:

*  Princip 1: Forsta steget i behandlingen ir att forstd samban-
det mellan problemet och det storre sammanhanget.

*  Princip 2: Terapeutiska kontakter skall betona det positiva
och utnyttja systemets styrkor for forindring.

*  Princip 3: Interventioner skall syfta dll att uppmuntra
ansvarsfullt beteende och minska oansvarigt beteende hos
familjemedlemmar och andra.

*  Princip 4: Interventionerna skall ha fokus pd “hir och nu”,
vara handlings- och malinriktade och vil definierade.

*  Princip 5: Interventionerna skall rikta sig mot beteenden
mellan olika aktorer, ha fokus pa sekvenser, bade de som
forstirker problemet och de som forstirker positiv
utveckling.

*  Princip 6: Interventionerna skall vara i samklang med den
unges alder och behov.
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*  Princip 7: Interventionerna skall kriva dagliga eller vecko-
visa anstringningar av familjen.

*  Princip 8: Interventionernas effekt skall utvirderas konti-
nuerligt for att se framsteg och uppticka/komma &ver
eventuella barriirer.

*  Princip 9: Interventionerna skall genomforas pa ett sitt
som gor att familjen kan méta framtida svarigheter pa ett
bittre sitt.

(www.mst-sverige.se: 2010-11-12)

Modellen for behandlingsarbetet i MST kan beskrivas som en cirkulir
analytisk behandlingsprocess (Figur 1). Det innebir att terapeuten till-
sammans med familjen formulerar konkreta delmél kopplade till det
overgripande malet med behandlingen och direfter utformar dtgirder
for att uppna delmalen. Planeringen sammanfattas i en behandlingsplan
som utvirderas en ging i veckan, dels av MST-terapeuten sjilv och dels
i samrdd med familjen och andra berérda. Om interventionen fir den
effekt som efterfrigades kan den fortsitta. Om den inte fir avsedd
effekt utformas nya interventioner for att na delmalen och ill slut det
overgripande maélet att problembeteendet upphér. Med hjilp av den
regelbundna aterkopplingen fér terapeuten en vixande kunskap om vad
som styr ett positivt eller negativt beteende i familjen och inter-
ventionerna kan kontinuerligt anpassas till vad som fungerar dnda tills
den unges beteende forindras i positiv riktning.
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Allvarliga beteendeproblem
som lett till beslut om insats i
form av MST-behandling

|

Onskat resultat av
behandlingen och konkreta
overgripande mél

— Forsta sambandet mellan
problem och det storre
sammanhanget

interventionerna fungerat fo driver problembeteende och

Utvérdera hur Skapa hypoteser om vad som
r
att uppna delmélen formulera méatbara delmal

A
\ 4
Identifiera och motverka Utveckla interventioner och
tdnkbara hinder for att prioritera dem som antas ge
interventionerna kommer att storst effekt for att na
fa avsedd effekt uppsatta delmal

\ /

Foréldrar och andra nyckelpersoner genomfor
fordndringar med stdd av planering och
interventioner

Figur 1. MST:s cirkuldra behandlingsprocess
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Behandlingstrobet

Studier har visat att férmédgan att fullfolja et behandlingsprogram si
som det r planerat okar sannolikheten att insatsen ska ha god effekt for
de unga som behandlas (Henggeler, Schoenwald, Liao, Letourneau &
Edwards, 2002b; Huey, Henggeler, Brondino & Pickrel, 2000;
Letourneau, Sheidow & Schoenwald, 2002; Schoenwald et al. 2008b;
Wilson & Lipsey, 2001; Wilson, Lipsey & Derzon, 2003). Som st6d
for att MST-modellen sprids och anvinds med bibehallen kvalitet och
behandlingstrohet har MST-skaparna tagit fram ett kvalitetssikringssy-
stem som omfattar alla som arbetar med MST. Terapeuternas behand-
lingstrohet (Therapist Adherence Measure, TAM) mits med hjilp av
TAM-instrumentet. Instrumentet bestdr av 26 frigor (Henggeler,
Borduin, Schoenwald, Huey & Chapman, 2006a; Letourneau et al.,
2002) och handlar om viktiga komponenter i MST-behandlingen (t.ex.
Terapeuten forsokte forstd hur familjens problem hingde ihop;
Terapeutens rekommendationer utgick frin familjens styrkor).
Informationen samlas in genom att forildrarna intervjuas per telefon av
en person som ir oberoende av MST-teamet. Intervjun ska genomféras
ungefir en ging i manaden under behandlingstiden. Resultaten
anvinds dels for att se hur vil terapeuterna efterkommer MST-
modellen i det individuella drendet, men ocksa for att i aggregerad form
folja utvecklingen och behov av forstirkning och fortbildning for
enskilda terapeuter och team.

Internationell forskning om MST

MST ir en av de mest beforskade insatserna f6r ungdomar med allvar-
liga beteendeproblem. Det dr ocksa en av de insatser som internationellt
framhills som mest effektiv i arbetet med ungdomars sociala-
/emotionella-/ och uppférandeproblem. Idag finns det tolv randomise-
rade effektstudier av MST utéver den svenska dir malgruppen dr ung-
domar med antisocialt beteende (Tabell 1). Av de tolv studierna visade
elva pad en eller flera statistiskt sikerstillda skillnader dill forman for
MST och en (Cunningham, 2002) saknade statistiskt sikerstillda skill-

49



nader. Det kan noteras att majoriteten av de utvirderingarna har utforts
av forskare som medverkat till att utveckla MST.

I flera systematiska oversikter (Carr, 2000; Curtis et al., 2004;
Farrington & Welsh, 1999; Sherman, Farrington, Welsh &
MacKenzie, 2002; Waldron & Turner, 2008; Woolfenden, Williams &
Peat, 2002; 2009) om interventioner for ungdomar med
beteendeproblem férordas MST som en av de mest lovande
behandlingsmetoderna.  En  forskningsoversikc  frin  Campbell
Collaboration omfattande sex studier har diremot dragit slutsatsen att
MST varken ir bittre eller simre dn andra insatser (Littell, Popa &
Forsythe, 2005, se dven Henggeler, Schoenwald, Borduin & Swenson,
2006¢; Littell, 20006).

Tabell 1. Sammanstillning av randomiserade utvirderingar av MST dir
mélgruppen dr ungdomar med antisocialt beteende.

Forfattare Typ av | Mal- Jamforelse- | An- Upp- |[Resultat
studie |grupp |grupp tal folj-
ning
Borduin, Efficacy |Unga Insats 16 2-4 ar | MST-gruppen: 13 %
Henggeler, sexual- |representativ aterfoll i sexualbrott,
Blaske & brotts- | fér 25 % iannan
Stein (1990) lingar traditionell kriminalitet.
behandling — Jamférelsegruppen:
Indivi- 75 % aterfoll i
dualterapi/- sexualbrott, 50 % i
radgivning till annan kriminalitet
den unge.
Henggeler, Efficacy/ | Unga Traditionell |84 24 MST-guppen: 20 %
Melton & Effec- krimi- behandling - man |lagforts for nya brott
Smith (1992); |tiveness | nella Overvakning Jamférelsegruppen:
Henggeler, tillsammans 39 % lagférts fér nya
Melton, med beslut brott
Smith, om pafoljd
Schoenwald som t.ex.
& Hanley utegangsfor-
(1993) bud, skolplikt
el dyl. Om
pafdljden inte
hérsammas
ev. placering
utom
hemmet.
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Borduin et al. | Efficacy |Unga Insats 176 ca 13 | MST-gruppen hade
(1995); krimi- representativ ar 54 % farre
Schoenwald, nella for traditio- arresteringar och 57
Borduin & nell behand- % farre dagar i
Henggeler ling — Indivi- fangelse jamfoért med
(1998); dualterapi/- jamférelsegruppen
Schaeffer & radgivning till
Borduin den unge.
(2005)
Henggeler, Efficacy/ | Unga Traditionell | 155 18 MST-gruppen 25 %
Melton, Effec- krimi- behandling - man | farre arresteringar
Brondino, tiveness | nella Overvakning och 47% farre dagar i
Scherer & tillsammans omhandertagande an
Hanley med beslut jamférelsegruppen
(1997); Huey, om paféljd
Henggeler, som t.ex.
Brondino & utegangsfor-
Pickrel (2000) bud, skolplikt

el dyl. Om

pafoljden inte

hérsammas

ev. placering

utom

hemmet.
Henggeler, Efficacy/ | Unga Traditionell |118 4 ar MST-gruppen: 55 %
Pickrel & Effec- med behandling — hade slutat miss-
Brondino tiveness | miss- Overvakning bruka droger.
(1999); bruk tillsammans Jamférelsegruppen:
Henggeler, med remit- 28 % hade slutat
Clingempeel, tering till missbruka droger.
Brondino & Oppenvards-
Pickrel behandling
(2002a) for drogmiss-

bruk, ofta

gruppverk-

samhet enligt

12-stegs-

modell, men

kunde aven

innebara slu-

tenvards-

behandling

eller place-

ring utom

hemmet.
Borduin & Efficacy |Unga Insats 48 9ar MST-gruppen: 13 %
Schaeffer sexual- |representativ lagférts fér nya
(2001); brotts- | fér traditio- sexualbrott och 29 %
Borduin, lingar nell behand- for annan kriminalitet
Schaeffer & ling — icke Jamforelsegruppen:
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Heiblum manualba- 42 % hade lagférts
(2009) serad for nya lagbrott och
kognitiv be- 63% for annan
teendeterapi, kriminalitet
i grupp eller
individuellt,
genom ung-
domsdom-
stolen.
Cunningham | Effec- Unga. |Traditionell [409 3ar Inga statistiskt
(2002); tiveness | krimi- behandling - sakerstallda skillna-
Leschied & nella Overvakning der mellan grupperna
Cunningham tillsammans vad galler fortsatt
(2002) med de in- kriminalitet.
satser som
redan var
planerade
sedan tidi-
gare. Om
dvervakaren
ansag att det
behévdes
kompl atgar-
der ev pla-
cering utom
hemmet
Ogden & Effec- Unga Traditionell (100 24 MST-gruppen
Halliday- tiveness | med behandling — man | uppvisade farre
Boykins allvar- | 6ppenvards- sjalvskattade norm-
(2004); liga behandling, brott och det férekom
Ogden & bete- institutions- mindre psykisk
Amlund ende- placering ohalsa hos ungdo-
Hagen problem | eller ingen men an hos ungdo-
(2006). behandling mar i jamforelse-
alls. gruppen. MST-
gruppen var ocksa
mer sallan placerade
i dygnsvard an
jamforelsegruppen.
Rowland et Efficacy/ | Unga Traditionell |31 6 man | MST-gruppen: stérre
al. (2005) Effec- med behandling - forbattring avseende
tiveness | allvar- | Intensiv lindrig kriminalitet
liga barn- och samt for externali-
kanslo- |ungdoms- serade och internali-
massiga | psykiatrisk serade symptom
stor- vard i form jamfort med kontroll-
ningar |avtexindi- gruppen enligt
vidual- eller ungdomarnas
familjeterapi sjalvrapportering. De
inom Op- hade ocksa farre
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penvard, dagar placerade
vard pa utom hemmet.
sluten
psykiatrisk
avdelning,
medicinering,
placering
utom hem-
met.
Henggeler et | Efficacy/ | Unga Traditionell | 161 12 MST-gruppen:
al., (2006b) Effec- med behandling — man | minskat alkohol- och
tiveness | miss- Overvakning narkotikamissbruk i
bruk tillsammans férhallande till
med remit- jamforelsegruppen,
tering till men inte kriminalitet
Oppenvards- eller placeringar
behandling utom hemmet
for drog-
missbruk,
ofta grupp-
verksamhet
enligt 12-
stegsmodell.
Om ung-
domen inte
folide be-
handlingen
ev. placering
utom hem-
met.
Timmons- Effec- Unga Traditionell {93 18 MST-gruppen hade i
Mitchell, tiveness | krimi- behandling - man | mindre utstrackning
Bender, nella Overvakning arresterats (67% mot
Kishna & tillsammans 87%) och signifikant
Mitchell med beslut férbattrat sina sociala
(2006). om pafoljd formagor i hemmet,
som t.ex. skolan och samhallet
radgivning, samt kanslomassigt
terapi och utvecklats mer an
ilskekontroll. jamférelsegruppen
Om paféljden
inte hér-
sammas ev.
placering
utom hem-
met.
Letourneau et | Efficacy/ | Unga Traditionell (127 12 Andelen ungdomar i
al., (2009); Effec- |sexual- |behandling — man | MST-gruppen som
Henggeler et |tiveness | brotts- | Gruppbe- hade ett problema-
al., (2009a) lingar handling tiskt sexuellt bete-
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specifik for ende, hade ett
sexualbrotts- normbrytande
lingar. Vid beteende och
behov remit- drogmissbruk hade
terad till minskat signifikant
ytterligare mer an i traditionella
insatser som gruppen. For ung-
ex miss- domarnas mentala
bruksbe- halsa var skillna-
handling. derna mellan grup-
perna inte signifi-
kanta.

Den svenska MST- utvarderingen

MST introducerades for forsta gingen i Sverige 2001 da ett MST-team
bildades i en kommun i norra Stor-Stockholm (Hogdin, 2002).
Teamets verksamhet i kommunen upphéorde efter ett par ir. Omkring
2003 startade sju team i Stockholm, Géteborg, Malmé och Halmstad.
Den svenska effektutvirderingen av MST initierades av Institutet for
utveckling av metoder i socialt arbete (IMS) vid Socialstyrelsen och
Socialdepartementets Mobilisering mot narkotika i anslutning il
implementeringen av de forsta MST-teamen i Sverige. Undersékningen
genomfordes som en randomiserad effektutvirdering och undersok-
ningspopulationen himtades frin sex av de sju MST-teamen i samar-
bete med de 27 kommuner och stadsdelar som teamen var knutna till.
Datainsamlingen pagick mellan 2004 och 2007. Senare startade ytterli-
gare tre team 2005 - 2006 (Vinersborg, Ostersund och Virmdé utan-
for Stockholm). Under héosten 2010 har ett av teamen lagts ner.

Syftet med effekestudien var atc folja upp hur effekeive MST
fungerar i férhallande till traditionella insatser inom socialtjansten nir
det giller att forbdctra situationen fér ungdomar med allvarliga
beteendeproblem. Dirutéver hade MST-utvirderingen dven syftet att
besvara frigor angiende implementering och kostnadseffektivitet.
Projektorganisationen bestod av en huvudansvarig forskare och lokal
projektledare f6r Stockholm, ytterligare en vetenskaplig ledare och
lokalt projektansvarig for Malmé och Halmstad samt tre projektas-
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sistenter/doktorander. Dirutdver arbetade en lokalt projektansvarig i
Goteborg under férarbetet och studiens inklusionsperiod.

Utover tvd svenska rapporter (Andrée Lotholm et al,, 2009b;
Sundell et al., 2006) har flera artiklar publicerats i samband med de tva
tidigare avhandlingar som haft sin utgingspunke i utvirderingen
(Gustle, 2007; Olsson, 2009). I Gustles avhandling undersoktes
implementeringen av MST och tre artiklar publicerades (Gustle et al.,
2007a; Gustle, Hansson, Sundell & Andrée Lotholm 2007b; 2008).
Studierna visade att socialarbetarna i de 27 stadsdelar/kommuner som
deltog bade var positivt instillda till familjebaserade insatser generellt
och till MST-behandling samt att de hade en positiv instillning till
utvirderingen. De socialarbetare som hade den mest positiva
instillningen till familjebaserade insatser remitterade ocksa flest familjer
till utvirderingen. Resultaten visade &ven ett samband mellan
socialsekreterares upplevda arbetsférhillanden och remitteringsgrad —
de som hade en mer positiv uppfattning om sin arbetssituation remit-
terade fler familjer. Den tredje studien (Gustle et al., 2007a) jimforde
symtombelastningen hos de ungdomar som inkluderats i MST-
utvirderingen med ungdomar ur ungefir samma malgrupp som remit-
terats till andra insatser inom socialtjinsten (Funktionell Familjeterapi
— FFT och Multidimensional Treatment Foster Care — MTFC). Enligt
resultaten forefoll den malgrupp som inkluderats i MST-utvirderingen
vara den som behandlingen ir avsedd for.

I Olssons avhandling undersoktes korttidseffekten av MST i tva
artiklar (Olsson, Leifman, Sundell & Hansson, 2008; Sundell et al.,
2008) samt kostnadseffektiviteten efter sex manader i en artikel
(Olsson, 2010a). Dirutéver ingick dven en artikel om EBP i
avhandlingen (Olsson, 2007b). Senare har ytterligare tvd artiklar med
koppling till kostnadseffektiviteten i MST publicerats (Olsson, 2010b;
2010c¢). Studierna av kostnadseffektivitet visade att MST-behandlingen
inte var kostnadseffektiv fér de ungdomar som ingick i utvirderingen.
Bade uppféljningen efter sex minader och den efter tva ar (Olsson,
2010b) visade att MST-ungdomarnas stéd frin socialtjansten kostat
mer 4n de insatser som jimforelsegruppens ungdomar fitt.
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I den 6vergripande projektplanen for utvirderingen av MST ingar
dven en langtidsuppféljning i form av en registerstudie fem ar efter
inklusion. Registerdata ska inhimtas om socialtjinstens fortsatta
insatser, forsorjningsstod, sjuk- och hilsovard, inkomstférhallanden och
eventuell kriminalitet. Avrapportering av registeruppfoljningen ir
planerad till hosten 2012.

I sokandet efter annan forskning om MST publicerad i Sverige
hittades fyra C-uppsatser (Jeansson, 2005; Johansson, 2003; Olsson &
Persson, 2008; Ording, 2004). Tre av studierna har kvalitativ ansats
och har undersokt: omgivningens paverkan pa den unge utifran MST-
terapeuters perspektiv (Ording, 2004); MST och kontextuella dilem-
man ur fyra teamledares perspektiv (Jeansson, 2005) och hur ungdomar
som genomgitt MST har upplevt behandlingen (Olsson & Persson,
2008). Den fjirde studien dr huvudsakligen deskriptiv med intervjuer
av en teamledare och tvi terapeuter (Johansson, 2003). Utdver C-
uppsatserna hittades en opublicerad FoU-rapport (Hégdin, 2002).
Rapporten beskriver uppstarten av det allra férsta MST-teamet i
Sverige.
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Presentation av de empiriska
studierna i avhandlingen

Hirnist foljer en kortfattad redogérelse av avhandlingens fyra studier.
Varje studie presenteras med syfte och metod, undersdkningsgrupp,
tillvigagingssitt, statistiska analyser och resultat. Direfter dskadliggors
min medverkan i respektive studie.

Studie |
Syfte och metod

Syftet med studien ir att beskriva férekomsten av social barn- och ung-
domsvird, - arligen och vid négot tillfille under barndomen. Studien ir
en retrospektiv aktstudie ddr barn fodda mellan 1968 och 1975 har
foljts under hela uppvixten.

Undersokningsgrupp

Undersokningsgruppen utgdrs av en representativ grupp barn (barn
fodda den 5, 15 resp. 25 varje manad) himtade frin atta fodelsekohorter
(1968 — 1975) som bott inom Stockholm stad under hela sin barndom
fram till 18 &rs dlder. I undersékningsgruppen ingar dven barn i urvalet
som placerats f6r vird utom hemmet och av den anledningen flyttat
utanfor Stockholms stad, men dir virdnadshavaren bott kvar i
Stockholm under placeringstiden (N = 2297).

Undersokningsgruppens representativitet fér barn boende i
Stockholm granskades i efterhand med hjilp av Socialstyrelsens register
over individinriktade insatser i form av placeringar utom hemmet och
kontaktperson/-familj for barn och unga enligt SoL respektive LVU.
Granskningen visade att undersdkningsgruppen var underrepresenterad i
social barn- och ungdomsvard. Det betyder att undersokningsgruppen —
de oavbrutet bosatta i Stockholm — inte dr representativa for barn som
nagon gang bott i Stockholm. Undersokningsgruppen har mindre
erfarenhet av placering och kontaktperson/-familj 4n en representativ
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grupp barn fodda under de tre kohort-dren som ndgon ging under sin
uppvixt varit mantalsskrivna i Stockholms stad.

Tillvigagingssitt

Aktdata har himtats fran barnens eller deras forildrars barnavirdsakter
och personakter. Framtagningen av personakter och registrering av rele-
vanta data har i huvudsak skett pa Stockholms stadsarkiv. Barnavards-
nimndens och socialnimndens kontakter med barnen och deras familjer
har undersokts och samtliga formella beslut som funnits i personakterna
har kodats. Personakterna kodades med hjilp av en for dndamaélet kon-
struerad manual. Den information som registrerades var:

* Familjeforhillanden — forildrars dlder och arbetssituation
samt om familjen hade invandrarbakgrund eller inte
(nagon forilder f6dd utanfér Sverige)

*  Aktualisering — vem som aktualiserade familjen och nir det
skedde

*  Problematik — sociala och miljomissiga problem, forildrars
och barns mentala hilsa, forekomst av alkohol- och drog-
problem, kriminalitet, fysiska problem samt férekomst av
skolproblem

*  Utredning — tidpunkt for nir en aktualisering medférde att
en formell utredning paborjades samt nir ett formellt
beslut att avsluta utredningen dokumenterats (oberoende
av om beslutet innebir en insats eller inte)

* Insats — typ av insats, tidpunkt for beslutet, om beslutet
innebir att en pagiende insats ersatts av en ny, insatsens
start och avslutning samt motiv att avsluta insatsen

Resultar

Resultaten visade att social barn- och ungdomsvird omfattade forhal-
landevis minga barn och unga. Vart tionde barn hade nigon ging
under sin uppvixt haft en bistindsbedémd insats och vart femte barn
hade ndgon gang utretts av socialtjinsten. Den arliga proportionen barn
som varit foremal for insatser lig pa omkring tre procent fram till 13 ars
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dlder for att sedan 6ka till fyra procent foér unga mellan 14 och 17 ars
dlder. Av alla inledda utredningar resulterade ungefir tva tredjedelar (62
%) i en insats. Av de utredningar som inleddes pa grund av den unges
antisociala beteende var det bara ungefir en tredjedel (35 %) som ledde
till insatser. Drygt fyra av tio barn (44 %) som haft insatser men sedan
avslutat kontakten med den sociala barn- och ungdomsvirden
dteraktualiserades for nya insatser inom 3 ar. Nir det gillde ungdomar
som utreddes och fick en insats for férsta gingen nir de var 13 ar eller
dldre var det omkring en fjirdedel som &teraktualiserades f6r en ny
insats inom ett ar.

Studie |l
Syfte och metod

Syftet med studien var att utvirdera effekterna av Multisystemisk terapi
(MST) jimfért med socialtjanstens traditionella insatser (TAU) efter
tvd dr. Utvidrderingen genomférdes som en randomiserad kontrollerad
studie dir deltagarna lottats (50/50) till antingen MST eller traditio-
nella insatser. Studien pabérjades i mars 2004 och inklusionsperioden
pagick till maj 2005. Data for varje ungdom samlades in innan de fick
en insats samt sju och 24 manader efter formitningen.

Undersokningsgrupp

MST-team. Undersdkningen omfattar totalt sex MST-team; tva frin
Géteborg, ett frain Halmstad, ett frin Malmo och tvé frin Stockholm.
De sex teamen arbetade under inklusionsperioden med 27 kommuner
eller stadsdelar, vilka var och en har eget juridiskt ansvar och en egen
administration.

Ungdomar. Utvirderingen omfattar ungdomar som vid inklu-
sionstillfdllet var i dldern 12-17 ar och hade allvarliga beteendeproblem
som motsvarade kriterier i den psykiatriska diagnosen uppférande-
stérning (eng. conduct disorder; American Psychiatric Association,
2000). Inklusionskriterierna krivde att ungdomarna uppfyllde tre eller
flera av 15 definierade normbrytande beteenden under det senaste aret
och minst ett under de senaste sex manaderna. Exempel pa kriterier ar
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att ha trakasserat andra, varit inblandad i slagsmal, visat grymhet mot
djur, anvint vapen, stulit eller begétt inbrott.

Tillvigagingssdtt

Under inklusionsperioden uppmanades socialarbetarna i de berérda
stadsdelarna och kommunerna att remittera samtliga ungdomar som
tillhérde malgruppen till ett bedomningsteam som avgjorde om ung-
domen kunde ingd i utvirderingen. Sammantaget 168 familjer informe-
rades och tillfrigades om de ville delta i studien och av dem samtyckte
156 (93 %) familjer. Formitningen genomfdrdes innan randomisering
till MST eller TAU. Av de 156 ungdomarna lottades 79 till MST och
77 dill traditionell behandling. De var i genomsnitt 15.0 ar (SD = 1,35)
vid det forsta mittillfillet och andelen flickor var 39 procent. I 36 fall
genomfordes information och datainsamling med hjilp av tolk for
vardnadshavaren (18 MST, 18 Trad).

Insatser

MST. Av 79 ungdomar som lottats till MST kom 75 att pibérja
behandlingen. Behandlingen avslutades i 73 procent (7 = 55) av fallen
enligt planerna och i samforstind mellan forildrar och behandlare. For
dem som avslutade behandlingen i fortid var orsakerna familjens bris-
tande motivation (7 = 9), att ungdomen placerades pd institution pé
grund av allvarliga beteendeproblem (# = 10) eller pa grund av forild-
rarnas psykiska ohilsa (7 = 1).

MST-terapeuternas behandlingstrohet, det vill siga formaga att
folja de nio principer som programmet bygger pd kontrollerades med
hjialp av mitinstrumentet Therapist Adherence Measure (TAM;
Henggeler & Borduin, 1992; Letourneau et al., 2002) i en strukturerad
telefonintervju med férdldrar vid ett eller flera tillfillen under
behandlingen.

Traditionella insatser. Efter randomiseringen fattade socialtjinsten i
samrdd med familjerna beslut om andra insatser in MST-behandling
for de ungdomar som lottats till den traditionella gruppen. Tradi-
tionella insatser kunde exempelvis vara samtalsstod, kontaktperson,
familjebehandling, strukturerat Sppenvérdsprogram eller placering i
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dygnsvard. Den vanligaste insatsen direkt efter randomiseringen var
samtalsstod (7 = 20), familjebehandling (7 = 16) samt kontaktperson (n
= 12). For ungdomar som fitt traditionella insatser fanns inte uppgifter

om fullféljd behandling eller behandlingstrohet.

Bortfall

Av de 156 familjer som valde att medverka i studien var det nio (6 %)
som inte medverkade vid 24-ménadersuppfdljningen. Dirutdver fanns
ett delvis bortfall av information nir endera férildern (n = 6) eller den
unge (n= 11) inte svarat pa frigorna vid nagot uppféljningstillfille,
vilket innebar ett visst bortfall pd ytterligare sju procent. Som helhet
betraktas bortfallet som begrinsat.

Datainsamlingsmetoder

Totalt har elva olika instrument anvints vid formitning och 24-
ménadersuppfoljning. Frigor har stilles till sdvil ungdomarna sjilva
som till fordldrarna. Frigorna miter ungdomarnas psykiska problem,
normbrytande beteende (inkl. kriminalitet), drogbruk, sociala for-
mégor, relationer till kamrater, familjerelationer, kinsla av samman-
hang samt forildrars psykiska hilsa. Exempel pa instrument som
anvints dr Self-Report Delinquency Scale (SRD), Alcohol Use Disorder
Identification Test (Audit), Child Behaviour Checklist (CBCL), Kinsla av
sammanhang (KASAM) och Symproms Checklist (SCL-90). Dirutéver
har frigor om social bakgrund samt frigor som rér den unge, som
exempelvis om han/hon gripits av polis och nir beteendeproblemen
debuterade, stillts till forildrarna samt aktdata himtats frin
socialtjansten.

Statistiska analyser

Fér att hantera bortfall av enstaka frigor (i de flesta fall 1 — 3 % av
fragorna i respektive matt) anvindes single variable imputation
(Widaman; 2006). De saknade virdena imputerades med hjilp
Statistical Analysis Software (version 9.1.3) och en metod kallad
Markov Chain Monte Carlo (MCMC) och féljde rekommendationer
frin Rubin (1987;1996), Schafer (1997) och van Buuren, Boshuizen &
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Knook (1999). Imputationen ledde inte till signifikanta skillnader for
resultatet.

Skillnader mellan grupperna nir det giller sociodemografiska
och/eller psykosociala variabler vid formitningen undersoktes med
hjilp av Chi*-test for dikotoma variabler och variansanalys (ANOVA)
for kontinuerliga variabler. Samtliga analyser genomférdes med
“intention-to-treat”, det vill siga alla de 156 ungdomar som randomis-
erats i studien inkluderades i analyserna. Bortfallet imputerades per
instrument enligt samma teknik som for enskilda fragor. Tids- och
behandlingseffekter efter 24 manader undersoktes med en tvafakroriell
variansanalys (2 grupper x 2 mittillfillen) och Chi*test. Effektstorlekar
(Cohen’s d) beriknades genom att ta skillnaden mellan for- och
eftermitningarnas medelvirden for vardera gruppen och dividera dem
med den poolade standardavvikelsen (jmf. McCart, Priester, Davies &
Azen, 20006). For atc yteerligare belysa forindringar som skett
undersoktes klinisk problemnivd, definierat som virden som overstiger
tva standardavvikelser éver medelvirdet for en svensk normalgrupp
ungdomar i motsvarande ilder. Frigan undersoktes f6r macten CBCL
och YSR. Fér att undersoka effekten av mojliga moderatorer som kan
paverka MST-behandlingens effektivitet anvindes multipel regres-
sionsanalys dir vart och ett av utfallsmétten analyserades.

Resultar

Huvudresultatet var att det for hela gruppen ungdomar skett en for-
bittring inom de flesta omréden mellan fdrmitning och uppféljning 24
ménader senare. Diremot visade uppf6ljningen inte pa nigra skillnader
mellan de ungdomar som fatt MST och de som fatt traditionella insatser.
MST hade fungerat lika bra som traditionella insatser for att minska
problemen for den undersokta malgruppen. Aven om ungdomarna i bada
grupperna blev mindre problembelastade och visade firre psykiatriska
symtom, si hade uppskattningsvis knappt hilften fortfarande allvarliga
problem efter tva ar, enligt fordldrarnas skattning. Dirutdver visade resul-
tatet att MST under inklusionsperioden hade genomforts med ligre
behandlingstrohet (TAM) 4n i andra studier. Effekten av MST-
behandlingen kunde dock inte forklaras med hjilp av behandlingstrohet
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(TAM) och inte heller av ungdomarnas psykosociala bakgrund.
Kompletterande analyser antydde att svensk MST inte f6ref6ll ha funge-
rat simre 4n MST i andra studier utan tvdrtom hade likvirdig eller
bittre effekt an MST i andra studier. Det som skilde var istillet jimfs-
relsegruppens resultat.

Studie IlI

Syfte och metod

Syftet med studien var att underséka hur behandlingstrohet till MST
utvecklades i Sverige sedan MST introducerades och under de foljande
sex aren. Undersokningsperioden omfattar tiden frin det att MST-
teamen startade i mars 2003 fram till augusti 2009.

Undersokningsgrupp

MST-team. Samtliga tio svenska MST-team som varit verksamma
under undersokningsperioden deltar i studien. Teamen har behandlat i
genomsnitt 100 familjer vardera, med en variation mellan 64 och 134
familjer per team. Under perioden har sammantaget 68 terapeuter och
21 teamledare arbetat i teamen. Av terapeuterna var tvd tredjedelar (66
%) kvinnor. Terapeuterna har behandlat i genomsnitt 12 familjer
vardera, med en variation mellan en och 45 familjer.

Ungdomar. 1 studien ingdr 1158 ungdomar och deras familjer som
under undersdkningsperioden fatt insatser i form av MST. Av de 1158
ungdomarna var 695 (60 %) pojkar. TAM-intervjuerna hade i de allra
flesta fall (78 %) genomférts pd svenska. Nir MST-behandlingen
avslutades sa gjordes det oftast i samférstind med forildrarna for att
man uppnitt de uppsatta méilen med behandlingen (80 9%). Infor-
mation om ungdomarnas dlder, familjesituation, remitteringsorsaker
samt familjens etnicitet och socioekonomiska situation saknades.
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Tillvigagingssitt

Data om behandlingstrohet och andra uppgifter kring behandlingen
har inhimrtats frin MST Institute som kontinuerligt samlar in
information om ungdomar som behandlas med MST och deras famil-
jer. Behandlingstroheten dr mitt med hjilp av mitinstrumentet
Therapist Adherence Measure (TAM). Eftersom TAM instrumentet
reviderades och ersattes med en ny version under underséknings-
perioden baserar sig analyserna i studien pd de 19 frigor som var
identiska i bdda versionerna av TAM (TAM respektive TAM-R). De 19
utvalda frigorna ir signifikant korrelerade med sivil TAM och TAM-
R, r (n=973) =.75 p < .01, och den interna konsistensen for frigorna
ir god vare sig de ir himtade frin TAM (a = .86), TAM-R (a = .90)
eller hela materialet sammantagen (o = .88).

Fér att undersdka vad som kan forklara variationer i uppnadd
behandlingstrohet skapades fem mojliga predikeorer; i vilket imple-
menteringsskede teamet startade sin verksamhet, teamens kollektiva
erfarenhet av att arbeta med MST, terapeutens individuella erfarenhet
av att arbeta med MST, om TAMe-intervjun med forildern har
genomforts pa svenska eller annat sprik samt vilket kén den unge hade.
Dirutdver undersdktes relationen mellan TAM/TAM-R och utfall i
samband med att insatsen avslutades.

Bortfall

Av de 1158 ungdomarna saknades svar pd frigor om terapeutens
programtrohet helt for 155 (13 %). For 30 av de 1003 aterstiende
familjerna var det interna bortfallet si stort (saknades svar pa fyra fragor
eller fler av 19 frigor) att svaren bedomdes som otillforlitliga. Dessa
familjer utesléts frin analyserna. Dirutdver fanns det ett begrinsat
bortfall (hégst tre frigor av de 19) som hanterades med hjilp av
imputation dir de saknade virdena beriknades. Bortfallet var i
genomsnitt 1,8 % med en variation pa mellan 0,3 och 3,7 per friga. De
185 ungdomar som exkluderades skilde sig inte signifikant fran de 973
som aterstod vad giller kén, men diremot kom de oftare fran hem dir
en intervju hade behdvt genomféras pa annat sprik in svenska och
MST-behandlingen var oftare avslutad i fortid.
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Statistiska analyser

Fér att hantera bortfall av enstaka frigor anvindes single variable
imputation (Widaman, 2006) dir bortfallet imputerades med hjilp av
proceduren MI i statistikprogrammet SAS (2004), version 9.1.3, samt
med hjilp av en metod kallad Markov Chain Monte Carlo (MCMC)
(van Buuren et al., 1999; Rubin, 1987;1996; Schafer, 1997). For att
undersoka tidseffekterna pa genomsnittlig TAM for alla team samman-
slagna och var for sig anvindes one-way analyses of variance (ANOVA).
Fér att genomfora multilevel analys anvindes Mplus 6.0 (Muthén &
Muthén, 1998-2010) for multilevel structural equation modeling
(MSEM). Med ANOVA och Pearson’s korrelation undersoktes
sambandet mellan TAM/TAM-R och de fem prediktorerna. Med
multipel regressionsanalys underséktes vilken av prediktorerna som bist

predicerade TAM/TAM-R.

Resultat

Studiens resultat visade att svenska MST-teams foérmdga dll att
genomfora behandlingen pa det sdtt som programutvecklarna tinke sig
forbattrats med tiden. Av de analyserade faktorerna var det framfor allt
tvd som forklarade hégre genomsnittlig behandlingstrohet; teamets
ackumulerade erfarenhet och om teamet hade startat nigra ar efter att
MST forst implementerades i Sverige. Resultaten indikerade att ju
lingre tid ett team varit iging desto hogre var den genomsnittliga
behandlingstroheten i de behandlingar som teamets terapeuter ger,
oberoende av den enskilda terapeutens MST-erfarenhet. Det antydde
dven att den vixande erfarenheten inom den svenska MST-
organisationen var betydelsefull nir en behandlingsmodell implemente-
rats i en ny kontext. Dessutom visade analyserna att det fanns ett
samband mellan hog behandlingstrohet och utfall f6r ungdomarna vid
behandlingens avslutning.
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Studie IV
Syfte och metod

Syftet med studien var att granska hur traditionella insatser (eng.
treatment as usual — TAU) beskrivs i effektutvirderingar och om
studiernas utfall paverkas av variationer inom TAU-alternativet. Ett
empiriskt material omfattande 13 randomiserade effektutvirderingar av
MST granskades och anvindes som exempel. Med hjilp av meta-analys
demonstrerades variationer i beriknade behandlingseffekter.

Tillvigagingssdtt

Avgrinsning. Det empiriska underlaget avgrinsades till att omfatta
randomiserade studier som utvirderade effekten av MST riktad till
metodens ursprungliga mélgrupp (ungdomar med allvarliga beteende-
problem). Sokningen efter studier genomfordes med hjilp av nyligen
publicerade systematiska 6versikter (Curtis et al., 2004; Littell et al.,
2005; Macdonald & Turner, 2008; Waldron & Turner, 2008;
Woolfenden et al., 2009), och litteraturlistor i relevanta primirstudier.
Dirtill gjordes kompletterande sékningar i PsycINFO och SocINDEX
under véren 2010. Efter att ha uteslutit studier som inte var randomise-
rade eller omfattade fel malgrupp dterstod 13 publicerade studier som
inkluderades i det empiriska underlaget.

Granskning. Studierna granskades med hinsyn till jimférbarhet,
exempelvis studiens organisatoriska sammanhang (om de genomférts
som efficacy- eller effectiveness-studier), vilken den specifika malgrup-
pen var, uppfoljningstider, utfallsmict och mitinstrument och i vilket
land den genomférts. Sirskilt granskades beskrivningen av
jamforelsegruppens insatser.

Statistiska analyser

Med hjilp av utfallsméttet "aterfall i brott” undersoktes om variationer
inom TAU-alternativet kunde dterspeglas i studiernas utfall. Med hjilp
av meta-analys beriknades, redovisades och undersoktes skillnader
mellan studier i uppniddda behandlingseffekter (Borenstein, Hedges,
Higgins & Rothstein, 2009; Egger, Smith & Altman, 2002), och risk
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ratios (RR) redovisades i en Forest plot. For att undersoka skillnader
mellan studier med avseende pa experimentgrupp (MST) respektive
jamforelsegrupp (TAU) applicerades resultatet i L’Abbée plot.

Resultat

Granskningen visade att det fanns stora variationer mellan olika studier,
bade nir det giller under vilka forutsittningar studien genomférts och
vad den utvirderade metoden jimforts med. Gemensamt for de flesta
av studierna var att TAU-alternativet var sparsamt beskrivet, och att
bristen pa beskrivningar gjorde det svart att veta vad experimentbe-
handlingen (MST) egentligen jimforts med. Meta-analysen visade ett
overgripande monster med stor variation mellan studier i uppnadda
effekter. Resultatet stirkte hypotesen att variationen i behandlingsinne-
hall kan ha betydelse f6r uppnddd behandlingseffekt och f6r tolkningen
av enskilda och aggregerade resultat. De efficacy-studier som ingick i
granskningen uppvisade alla hogre relativ effeke for MST in
effectiveness-studierna gjorde, ett resultat som ir i enlighet med tidigare
forskning. Jimforelser av effekterna mellan studier genomforda i olika
linder var osikra eftersom det bara var tvéd studier av dem som ingick i
analysen som var genomférda utanfér USA och de bida visade delvis
olika resultat. Det som férenade dem var att de redovisade en marginell
skillnad mellan experimentgrupp och jimforelsegrupp och att den rela-
tiva effekten av MST som visat sig i andra studier inte bekriftades.
Resultaten skiljde sig dock at visentligt mellan de tva studierna. Resul-
taten frin den kanadensiska studien visade en effekt av MST som var
simre dn i andra MST-studier medan effekten av TAU var ungefir
likvirdig TAU i andra (amerikanska) studier. Den svenska utvirde-
ringen visade tvirtom pd en effekt av. MST-behandlingen som var
likvirdig eller béttre 4n i andra studier. Samtidigt hade den svenska
TAU-gruppens behandling haft avsevirt mycket bittre effekt dn nigon
av de andra TAU-grupperna. Studiens sammantagna resultat tyder pé
att TAU-alternativet kan vara en faktor som inte dgnats tillrickligt
mycket uppmirksamhet i effektutvirderingar. Innehaller i TAU-
alternativet varierar mellan olika studier, bland annat beroende pa
kontextuella faktorer. Det leder till variationer i effektutvirderingarnas
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resultat, men eftersom det ofta saknas tillricklig information om TAU-
alternativet kan resultaten vara svartolkade.

Min medverkan i studierna

Avhandlingens delstudier dr samférfattade artiklar. I Tabell 2 redovisas
dirfor min medverkan i de fyra studierna.

Tabell 2. Min medverkan i avhandlingsstudierna.

Datainsamling Databearbetning Skrivande
Studie | Delansvarig (1/2) Medverkade (1/2) Medverkade (1/3)
Studie Il Delansvarig (1/3) Huvudansvar Huvudansvar
Studie Il Huvudansvar Delansvarig (1/2) Huvudansvar
Studie IV Huvudansvar Delansvarig (1/2) Huvudansvar

Av tabellen framgir att jag har varit delaktig i alla moment i samtliga
studier. I studie II var jag en av tre personer som delade pa ansvaret for
datainsamlingen i olika delar av landet. For studie IIT och IV har jag
haft huvudansvaret f6r studierna i sin helhet men tagit hjilp av med-
forfattare nir det giller vissa statistiska analyser.
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Diskussion

Avhandlingen 4r en transportability-studie med syfte att undersoka
overforbarheten for en evidensbaserad behandlingsmetod fran ett land
till ett annat, med Multisystemisk Terapi (MST) som exempel. Det
sammantagna resultatet i avhandlingen visar att MST i Sverige inte
replikerade den relativa effektivitet som metoden uppnitt i andra
studier. Diremot visade det sig mojligt att 6verfora en behandlingsme-
tod fran ett land dll ett annat med fortsatt gott behandlingsresultat,
men att det dr viktigt att inte underskatta vare sig den sociala kontex-
tens eller implementeringsprocessens betydelse for att lyckas. I det hir
avslutande kapitlet kommer férst avhandlingens empiriska resultat att
sammanfattas och direfter diskuteras tre dvergripande teman som bely-
ser olika aspekter av overforbarheten; resultaten i det nya samman-
hanget, behandlingstrohet och effekten av traditionell behandling
(TAU). Sedan féljer avhandlingens metodologiska overviganden och
avslutningsvis implikationer och forslag till framtida forskning.

MST implementerades i Sverige i en ordinarie verksamhet inom
socialtjansten dir ungdomar med allvarliga beteendeproblem utgér en
stor grupp. Avhandlingens forsta studie visade att det 4r ménga svenska
ungdomar som anmils, utreds och ges insatser. Diremot ir kunskapen
om insatsernas resultat begrinsad (Cederblad, 2005). MST hade i
internationella utvirderingar visat sig vara en effektiv och evidens-
baserad insats for malgruppen (Mihalic, Irwin, Fagan, Ballard & Elliot,
2004). Forhoppningen var att metoden ocksd i Sverige skulle vara ett
effektivt alternativ till andra insatser for malgruppen. Nir den svenska
effektutvirderingen visade att effekten av MST i Sverige var likvirdig
traditionella insatser, men inte bittre (Studie II) undersoktes flera tink-
bara férklaringsalternativ.

En forklaring skulle kunna vara den genomsnitdigt laga
behandlingstrohet som de svenska MST-teamen uppvisade i behand-
lingar genomforda under utvirderingsperioden. I transportability-
studier ar behandlingstrohet ett viktigt begrepp. Utgangspunkten ir att
de kidrnkomponenter som gjort en behandlingsmetod framgangsrik
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miste behillas intakta nir den sprids, dels for att man ska kunna siga
att det 4r just den metoden som utférts och dels for att studier visat att
mojligheterna till framging okar nir metoden utférts som avsett (t.ex.
Schoenwald et al. 2008b; Wilson & Lipsey, 2001; Wilson, Lipsey &
Derzon, 2003). En tinkbar forklaring till den liga behandlingstroheten
i MST-utvirderingen var att den introduktionsperiod som de svenska
MST-teamen hade innan effektutvirderingen startade inte var
tillricklig, utan att det behovdes mer tid for att utveckla den kompetens
som krivs for att genomfora metoden med hog behandlingstrohet.
Analyser som gjordes av mittet pd behandlingstrohet, TAM, under
inklusionsdret gav visserligen inte ndgot beligg for att MST-
terapeuterna lyckades simre med MST-behandlingarna under det forsta
halvaret 4n under det andra. Diremot antyder resultaten fran
avhandlingens tredje studie att effekterna av okad kompetens blev
synliga forst efter mer dn ett dr. Mellan det férsta och andra
verksamhetsdret 6kade det genomsnittliga TAM-resultatet signifikant
och direfter kontinuerligt for varje verksamhetsir. Det verkade inte
vara den enskilda terapeutens 6kade kompetens som bist férklarade en
bittre behandlingstrohet utan hur linge teamet har arbetat med
metoden.

Att implementering kan ses som en kontinuerligt pigiende process
som inte kan férvintas ge omedelbar utdelning far dven stod i annan
forskning (jmf. Henggeler et al., 2009b; Ogden, Amlund Hagen &
Andersen, 2007; Sundell & Soydan, 2008). Samtidigt kompliceras
resultaten av att analyser visade motstridiga resultat for samband mellan
behandlingstroheten och det faktiska utfallet fér ungdomarna i
avhandlingens studie II respektive III. I effektutvirderingen saknades
tydligt samband mellan behandlingstrohet med utfallet for ungdomarna
efter tvd ar. Studie III, som baseras pd resultat for behandlingstrohet
under sex ars MST-verksamhet i Sverige, pavisade diremot ett signifi-
kant samband, om 4n med svag effekt, mellan hog behandlingstrohet
och ett gott utfall omedelbart efter avslutad behandling.

En annan faktor som  komplicerade tolkningen av
effektutvirderingen och 6verférbarheten var analyserna som visade att

svensk MST-behandling forefaller ha varit ungefir lika effektiv nir det
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giller att reducera problembeteende som MST varit i andra studier
(studie IV; Sundell et al., 2008). Den svenska jimfdrelsegruppens
behandling hade diremot varit mer framgangsrik dn jimforelsegrupper i
andra studier. Det lyfter fram behovet av ett fortydligande av EBP och
hur transportability-begreppet anvinds. En viktig utgingspunkt for
EBP och transportability ir att interventioner med vetenskapligt stod
gar att generalisera till andra sammanhang, det vill sdga, nir interven-
tionen importeras till ett nytt sammanhang ska effekten kunna
replikeras i nya effektutvirderingar. Transportability-studier handlar
om att undersdka om det gir att Sverfora interventionen med
bibehallna effekter och hur dverféringen bist genomfors. Den underlig-
gande utgingspunkten verkar ofta vara att den effektivitet som
efterstrivas dr den relativa effekt som insatsen visat i forhdllande «ill
kontrollalternativet. Genom att bibehélla den goda (relativa) effekten
antas metoden vara bittre dn jimforelsealternativet dven i de nya
sammanhangen. Det kan exempelvis gilla frin en forskningsklinisk
miljo dll reguljir verksamhet eller fran det land dir metoden forst
utvecklats till andra linder. Anvint pd det sittet innebir det att
kontrollalternativet antas ha samma (ligre) effekt oavsett sammanhang.
Det betyder att om kontrollalternativet fungerar bittre dn vintat kan
den relativa effekten for den utvirderade metoden utebli och de goda
resultaten replikeras inte, utan att metoden for den skull behéver ha
fungerat simre in tidigare.

Att som i den svenska effektutvirderingen anvinda traditionell
behandling som kontrollalternativ komplicerar fragan ytterligare genom
att det alternativet inte innehaller bara en utan flera olika insatstyper.
Avhandlingens fjirde studie, en granskning av hur TAU beskrivs och
eventuellt paverkar utfallet i MST-utvirderingar, visade att TAU var
det vanligaste jimforelsealternativet i de granskade effektut-
virderingarna. Granskningen ir en liten studie som har begrinsade
mojligheter att prova hypotesen att den variation i innehéll som finns
mellan olika TAU-grupper paverkar den relativa effekten av MST. Men
resultaten antyder dndé att frigan ir vird att uppmirksamma. Studien
visade att jimforelsealternativet i effektutvirderingarna dgnats mycket
litet utrymme och att beskrivningarna av vad traditionell behandling
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kunde innebdra var svepande och sillan innehsll uppgifter om vad
deltagarna faktiske fite for behandling. Resultatet frin en meta-analys
tydde ocksd pd att det fanns en péfallande heterogenitet i uppnidda
resultat mellan studierna och antagandet att kontext kan spela roll for
resultatet motsades inte.

Resultat i ett nytt sammanhang

MST implementerades i Sverige i socialgjinstens ordinarie verksamhet
dir en betydande del av arbetet dgnas 4t ungdomar med allvarliga
beteendeproblem. Avhandlingens férsta studie visade att det 4r manga
svenska ungdomar som anmils, utreds och ges kostsamma insatser, men
att kunskapen om insatsernas resultat ir begrinsad. I slutet av 1990-
talet borjade begreppet en evidensbaserad praktik introduceras inom
socialt arbete i Sverige med argument som handlade om just det att det
saknades kunskap om insatsers effekter och samhillets ansvar for att de
insatser som ges faktiskt fungerar.

Med den kunskap som dnda fanns vixte ocksd frigan om en av de
vanligaste insatserna till ungdomar med allvarliga beteendeproblem,
placering pa institution, gav bista mojliga resultat. Nagra svenska
studier publicerade under andra halvan av 1990-talet tydde pd att
placering pd institution inte fungerade som man onskade (Levin 1998;
Sarnecki 1996; Vinnerljung, 1996a). Det fanns dirfér anledning att
forsoka hitta insatser som gav bittre resultat. Med ett vixande
samhillsintresse f6r en evidensbaserad och resultatorienterad praktik
implementerades MST i nigra svenska kommuner. Efterfragan pa en
resultatorienterad socialtjianst gjorde att det var en fordel att MST var
en evidensbaserad metod och bidde den initiala implementeringen av
metoden och effektutvirderingen som planerades i samband med
inforandet finansierades till stor del med statligt stod. Samtidigt passade
metodens teoretiska grund i hég grad in i en redan utbredd och vilet-
ablerad svensk syn péd socialt arbete. Socialt forindringsarbete pé
systemteoretisk grund, nitverksarbete och fokus pa losningar och
mojligheter, var redan bekanta och uppskattade férhallningssitt (jmf.
A. Bergmark & Lundstrém, 1998).
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Nir resultatet frin den svenska effektutvirderingen avvek frin
andra utvirderingars resultat vicktes som nimnts flera fragor. Utéver
fragorna om behandlingstrohet och traditionella insatser, som kommer
att beréras lingre fram, var en sidan friga om resultatet hade paverkats
av det nya nationella sammanhanget. Exempel pa tinkbara kontextuella
skillnader mellan Nordamerika och Sverige som kan ha haft betydelse
for studiens resultat dr sociodemografiska skillnader och skillnader i hur
samhillet hanterar antisociala unga.

Kontextuella faktorer handlar om de omstindigheter och samman-
hang dir en given foreteelse forekommer. I det hir fallet dr det MST
som dr foreteelsen och de kontextuella faktorerna utgors av de
forutsittningar som rader i de olika linderna. Fattigdom och social
utsatthet dr sociodemografiska férhallanden som har betydelse for att
forebygga och motverka antisocialt beteende hos ungdomar. Forskning
har visat att barn och unga som vixer upp i fattigdom och social
utsatthet 4dr Sverrepresenterade inom den sociala barn- och
ungdomsvarden (t.ex. Jonson-Reid, Drake & Kohl, 2009; Shook,
1999; Sidebotham & Heron, 2006). Forskning har ocksd visat att
fattigdom och social utsatthet i belastade bostadsomriden kan minska
motivationen till forindring (t.ex. Ingoldsby & Shaw, 2002; Peeples &
Loeber, 1994; Rutter, 1979). Utbredda problem med vald, kriminalitet
och drogmissbruk i omgivningen bidrar till tillitande normer gentemot
antisociala roller och attityder. Ungdomar som vixer upp i utsatta
omraden har oftare en svag anknytning béde till sin familj och till
samhillet. Nirsamhillet i missgynnade omriden priglas ocksd av en
lagre grad av social kontroll, bland annat beroende pé en stor in- och
utflyttning i omrédet som gor att engagemanget i omréadet ir ligre och
anonymiteten storre. Indirekt kan dven forildraférmégan péverkas. Att
leva under bristfilliga férhillanden i ett socialt missgynnat omride kan
paverka forutsittningarna for forildraskapet si att det indirekt drabbar
barn och unga. En stor social utsatthet, isolering och lig social kontroll
i omgivningen, ett negativt samspel mellan minniskor, organisationer
och sambhille kan géra att familjen far problem att fi vardagen att
fungera och férildrarna sviktar i sin omsorg om barnen (Grant et al.,
2003; Wahler & Sansbury, 1990). Tillsammans kan dessa férhallanden
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motverka forindring eftersom den ackumulerade exponeringen for
social utsatthet i den unges omgivning péverkar méjligheter och
motivation negativt (Jaffe, Caspi, Moftitt, Polo-Tomds & Taylor,
2007). Aven i Sverige forekommer fattigdom och social utsatthet (se
t.ex. Barnombudsmannen, 2007; Salonen, 2008; Socialdepartementet,
2004), men inte pd samma sitt som i USA. I USA ir exempelvis
fattigdomen mer utbredd (Smeeding, 2006; Myles, 1996), kriminalitet
ett storre problem dn i Sverige (Farrington, Langan & Tonry, 2004),
cannabismissbruk bland ungdomar vanligare (ter Bogt, Schmid, Nic
Gabhainn, Fotiou & Vollebergh, 2006) och andelen tonirsmammor
hogre (Lawlor & Shaw, 2004). Sammantaget kan sociodemografiskt
bittre forhillanden i Sverige innebira att férutsittningarna for
forindring och behandling ir olika.

Socialpolitiska skillnader mellan hur det svenska samhillssystemet
och det nordamerikanska ser pa social barn- och ungdomsvird ir ett
annat exempel pd kontextuella skillnader. Studier som jimfért olika
linders socialpolitik och dess betydelse for den sociala barn- och
ungdomsvarden visar att det finns viktiga socialpolitiska skillnader
mellan linder. I USA har social barn- och ungdomsvérd ett reaktivt
skyddsfokus (eng. child protection system; Gilbert, 1997) och dir
foraldrar kan démas for sin bristande omsorg om barnen. Systemet
fungerar som samhillets regulator av sociala och moraliska ramar med
hjilp av en individualiserad syn pa sociala problem och skuld. Samtidigt
bygger systemet pé ett sambhillsideal som poingterar den enskilda
minniskans och familjens suverdnitet, ngot som i sin tur innebir att
samhillet inte bér blanda sig i enskildas angeldgenheter mer 4n i yttersta
nédfall (Cameron & Freymond, 20006). Sverige brukar istillet beskrivas
som ett land med uttalat familjeperspektiv (eng. family service system),
dir orsakerna till att barn och unga behover skydd och stdd i forsta
hand betraktas som ett problem i familjen som i sin tur ingér i ett storre
sammanhang dir nitverk och samhille har betydelse (Gilbert, 1997). 1
linder med familjefokus avspeglas ett mer solidariskt samhaillsideal for
barn och familjer, dir samhillets stod till barn och familjesystem ir ett
uttryck for att barns vilmaende och fostran till vilfungerande vuxna
betraktas som ett gemensamt ansvar (Olsson Hort, 1997). Mélgruppen
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omfattar dirfér inte heller bara barn som ir utsatta fér uppenbara
brister utan dven barn dir forebyggande arbete kan forhindra att
utsatthet uppstar. Systemet bygger pd att man i forsta hand finner
samforstandslosningar.

I ett land med fokus pd barnskydd kan det tyckas naturligt att
barnets eget beteende (som exempelvis psykiska problem, allvarliga
normbrytande beteende och kriminalitet) inte i sig utgdr en anledning
till act familjen kommer i kontakt med socialtjinsten om inte barnet
samtidigt dr utsatt for forildrarnas allvarliga omsorgsbrister eller over-
grepp. Problem férknippade barnets beteende 4r i dessa linder snarare
en friga f6r barn- och ungdomspsykiatri och/eller det juridiska
systemet. I sivil USA som Canada och Storbritannien ir hanteringen
av antisociala ungdomar och ungdomskriminalitet organiserad i
ungdomsdomstolar med ett repressivt atgirdssystem och interven-
tionerna som utdéms i domstolen ir uttalat tvingande. I ménga
delstater i USA anses ett barn vara gammal nog att straffas fr brott vid
10 ars alder (Tonry & Doob, 2004). Placering utom hemmet dr den
vanligaste insatsen for ungdomar med svira beteendeproblem (Lipsey
& Wilson, 1998). I Sverige diremot omfattas malgruppen for social
barnavérd av savil barn som unga upp till 18 ér (och i vissa fall 20 ar)
och ungdomar med ett normbrytande beteende och kriminalitet
(Janson, 2004; Levin, 1998). Svenska ungdomar blir straffmyndiga vid
15 ars dlder. Det vanligaste nir en svensk ungdom doms for brott 4r att
ungdomen 6verlimnas tll vard inom socialtjinsten eller far
ungdomstjidnst. Av dem som doms till vard blir en minoritet placerade
utom hemmet (14%) (Brottsforebyggande ridet, 2005) medan 6vriga
fir oppenvérdsinsatser. Endast for de allra allvarligaste brotten déms
ungdomar (6ver 15 ar) till inldsning pd institution och dven da avser
paféljden vard pa speciella ungdomshem och inte straff som avtjinas i
vanligt fingelse. Utdver unga lagovertridare omfattar den sociala
barnavirden i Sverige ocksi andra normbrytande ungdomar, med
beteendeproblem som exempelvis aggressivitet, missbruk och skolprob-
lem. Det svenska forhallningssittet till antisociala ungdomar betonar
frivillighet och behandling inom socialtjinsten i forsta hand. Det bety-
der att vi i Sverige har en utvidgad mélgrupp for insatser riktade till
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unga med allvarliga beteendeproblem, i férhallande till exempelvis USA
dir det inte finns ett samlat samhillsansvar for malgruppen pé
motsvarande sitt. Det svenska systemet, med samhillsinsatser som i
forsta hand fokuserar frivillighet, 6ppenhet och vérd, kan ha bidragit «ill
att det i Sverige finns ett brett utbud av Sppenvirdsinsatser inom
socialgjansten (Sundell et al., 2007b). Det bidrar ocksa dll att
placeringar utom hemmet ses som en sista utvig di alla andra
mojligheter ar uttémda.

Kontextuella skillnader som delférklaring till resultatet for
effektutvirderingen av MST i Sverige kompliceras dock av att den
norska MST-utvirderingen visade positiva resultat for MST, det vill
siga en bittre relativ effeke i jimforelse med traditionella insatser
(Ogden & Amlund Hagen, 2006; Ogden et al., 2007; Ogden &
Halliday-Boykins, 2004). Eftersom det norska samhillet i allt visentligt
liknar det svenska kan sociodemografiska skillnader inte vara av
avgorande betydelse for att forklara olikheterna i de resultat som den
svenska och den norska effektutvirderingen redovisade.

I den norska effektutvirderingen anvindes sex olika mitinstrument
for att mita utfall samt fragor om placering utom hemmet, samman-
taget representerades svar frin ungdom, forildrar och lirare med 14
mojliga utfallsmatt. Resultatet vid tvaarsuppfoljningen visade statistiskt
sikerstillda behandlingseffekter till MST’s f6rmén for fyra av de fem
utfallsmatt som redovisades (placering utom hemmet, ungas sjilvrap-
porterade kriminalitet, samt forildrars och ldrares uppgifter om
beteendeproblematik). En jimforelse av resultat frin MST-studier
genomférda i Norge, Sverige och USA antydde att effekten av norsk
MST var nagot bittre 4dn effekten av svensk MST, medan effekten av
den traditionella behandlingen var jimforbar med svenska traditionella
insatser (Andrée Lofholm et al., 2009b).

Mojliga forklaringar till skillnaden mellan resultaten i Norge och
Sverige kan vara smd skillnader i hur den sociala barn- och
ungdomsvarden ir organiserad och hur ungdomarna rekryterats till
respektive studie. I den norska studien skedde rekryteringen via en
linsdvergripande enhet som ansvarar for placeringar utom hemmet.
Det betyder att ungdomarna som remitterats till den linsovergripande
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enheten redan hade bedomts vara i behov av en placering i dygnsvard.
De inklusionskriterier som anvindes var i princip desamma som
anvindes i den svenska effektutvirderingen, men eftersom en placering
i dygnsviard redan hade bedomts som nodvindig i Norge anvindes
kriterierna pa en redan selekterad grupp. I den svenska studien skedde
rekryteringen via den lokala socialtjansten i respektive stadsdel eller
kommun och med utgdngspunke frin forekomsten av beteendeproblem
som visserligen antyder allvarliga problem, men dir behov av placering
inte var ett explicit krav.

En annan skillnad som kan ha bidragit till resultatet i Norge 4r att
MST redan fran bérjan implementerades med malet att sprida metoden
over hela landet (Norges forskningsrad, 1998). Parallellt med det stod
som gavs frin MST Services f6ljdes MST-arbetet i Norge dven av ett
nationellt center som hade till uppgift att stétta implementering och
genomfora utvirderingar. I Sverige implementerades MST istillet som
en foljd av lokala initiativ av enskilda kommuner. Det breda stodet for
inforandet av MST &ver hela Norge kan ha 6kat MST-teamens gene-
rella programtrohet vilket i sin tur gett bittre behandlingsresultat. I den
norska effektutvirderingen fanns det ocksa ett positivt samband mellan
behandlingstrohet och utfall som saknades i den svenska effektut-
virderingen (Ogden & Amlund Hagen, 2006).

Behandlingstrohet

Det har gjorts en rad studier om behandlingstrohet nir det giller MST,
bide om kopplingen mellan behandlingstrohet (TAM) och utfall och
om vad som bidrar dll férmiga till behandlingstrohet (Halliday-
Boykins, Schoenwald & Letourneau, 2005; Henggeler et al., 2002b;
Schoenwald & Hoagwood, 2001; Schoenwald, Sheidow & Letourneau,
2004; Schoenwald, Letourneau &  Halliday-Boykins, 2005;
Schoenwald, Carter, Chapman & Sheidow 2008a; Schoenwald,
Chapman, Sheidow & Carter 2009a; Schoenwald, Sheidow &
Chapman, 2009b). Att MST-behandlingen under den period dé
effektutvirderingen pédgick genomférdes med ett genomsnittligt ligre
TAM-virde dn 6nskvirt vickte fragor om vilken tid en nyintroducerad

77



behandlingsmodell behover innan den kan fdrvintas fungera som
avsett.

Det genomsnittliga TAM-virdet for familjer som deltog i den
svenska effektutvirderingen var ungefir en standardavvikelse ligre dn
TAM i en amerikansk studie (Letourneau et al., 2002). Den liga
behandlingstroheten antyder att det fanns “inkdrningssvarigheter” och
att MST-teamen inte lyckades ge en tillrickligt bra MST-behandling.
Att ett nystartat team kanske inte fungerar fullt ut 4r ndgot som delvis
bekriftas av programutvecklarna (Henggeler, 2004) som bland annat
har framhillit ”program-mognad” som en viktig faktor att ta hinsyn till
i utvirderingar av. MST. Enligt Henggeler kan ett nystartat team
behéva en etableringsfas pa omkring ett &r innan det har uppnitt relativ
stabilitet med forbattrade resultat for de unga som foljd. Nir effekcut-
virderingen paborjades hade terapeuterna i de svenska MST-teamen
fem dagars grundutbildning i MST och varje team hade behandlat
mellan fem och tio familjer som inte ingick i utvirderingen. Under
inklusionsperioden hade teamen fortsatt drendehandledning varje vecka
med den amerikanska MST-konsulten via telefon samt kvartalsvisa sa
kallade "booster sessions”, dir personal frin MST Services ansvarade for
fortbildning.

Resultaten fran avhandlingens tredje studie visade att de svenska
MST-teamen forbittrade sin behandlingstrohet med tiden och att det
framfor allt var teamets samlade erfarenhet som kunde férklara
forbattrad TAM. Ett sdtt att forstd resultatet ar med hjilp av social
kognitiv teori och kollektiv prestationsformaga (eng. collective efficiency;
Bandura, 1997; 2002). Enligt Bandura ir den kollektiva presta-
tionsférmagan ett resultat av en gemensam tro pa gruppens férméga att
genomféra en given uppgift med hog grad av kompetens. I
behandlingssammanhang innebdr det den samlade kinslan hos
behandlare och deras arbetsledare att gruppen (MST-teamet i det hir
fallet) 4r kapabla att dstadkomma goda resultat for sina klienter. Det
skulle kunna innebidra att terapeuter som ingar i ett team som varit
verksamt linge nog for att ha uppnitt en kollektiv kinsla av tilltro till
teamets formaga, i sin tur bade delar med sig av kunskap och erfaren-
heter och samtidigt férmedlar denna tilltro till nya, mindre erfarna,
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terapeuter. Det dr ocksd tinkbart att liknande processer, fast pa en
hégre organisatorisk nivé, kan bidra dill att forklara varfor de team som
startade nagra ér efter pionjirteamen hade bittre genomsnittlig TAM
redan innan de hunnit skaffa sig egen erfarenhet inom teamet. Till
exempel foljde tidigare erfarenhet med till tva av de nystartade teamen
genom att personer som arbetat i nigot av de forst startade teamen var
med och implementerade och/eller arbetade i de nya teamen.

Nir MST implementerades i Sverige var behandlingstrohet inte
nagot vilkint begrepp inom svensk socialtjinst. Inte heller MST
Services hade vid den tiden (kring 2003-2004) hunnit gora lika manga
erfarenheter av de utmaningar som det innebir att implementera MST
i ordinarie verksamhet i en annan nationell kontext in den
nordamerikanska. Det ir tinkbart att svensk praktiks ovana att mita
behandlingstrohet/-kvalitet, tillsammans med att MST Services inte
fran borjan foljde upp insamlingen tillrickligt med teamen, bidrog till
ett mer osystematiskt insamlande av TAM under det forsta aret. TAM-
underlaget samlas in genom telefonintervjuer. Datainsamlaren ska vara
oberoende av MST och intervjuerna ska genomféras ungefir var fjirde
vecka. Nar MST-teamens arbete pibérjades fanns det inte tillricklig
beredskap for hur TAM skulle samlas in. Eftersom intervjuerna
genomférs av en person som inte finns i teamet krivdes ytterligare
implementeringsarbete for att férankra och sikra att datainsamlingen
blev gjord. Det bidrog bland annat till att ett av teamen i effektut-
virderingen inte kom iging med ett systematiskt insamlande av TAM
under utvirderingsperioden (Sundell et al., 2006), och att andra team
hade for fi antal insamlade TAM per terapeut for att vara ett underlag
for beddmningar om man var modelltrogen. Materialet rickte inte
heller som grund for det vidareutvecklings- och fortbildningsarbete for
team och terapeuter som TAM-resultaten ocksd anvinds till. Brist pa
konkret terkoppling i arbetet kan i sin tur ha bidragit till att MST-
terapeuterna inte utvecklade sina kompetenser i den takt som de annars
skulle ha gjort. TAM-formuliren var heller inte enhetligt och profes-
sionellt Gversatta frin engelska till svenska fran bérjan vilket gav
utrymme f6r egna tolkningar i insamlingssituationen. Senare gjordes
dven oversittningar av TAM-formuliret till andra vanliga sprak bland
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de familjer som behandlas med MST i Sverige (t.ex. arabiska och
somaliska) for att fa mer tillforlicliga svar (personlig kommunikation,
Emma Ulfsdotter, MST Konsult, 2011-04-04). Sammantaget kan det
betyda att den TAM-data som samlades in under effektutvirderingen
gav osikrare resultat, vilket ocksd skulle kunna vara en forklaring till att
det saknades samband mellan TAM och utfall i effektutvirderingen.
Samtidigt visar avhandlingens tredje studie pa ett statistiskt sikerstillt
samband mellan TAM och utfall av behandlingen sett 6ver en
femarsperiod. Det skulle kunna betyda att TAM mer korrekt hanterat
ar ett stabilt mace pa viktiga behandlingskomponenter i MST.

Ytterligare en friga med anknytning till behandlingstrohet handlar
om validiteten hos TAM-instrumentet, det vill siga att instrumentet
faktiskt miter vad det siger sig mita, nimligen hur vil behandlingen
foljer MST’s principer och behandlingsmanual. TAM-maittet har
kritiserats for att ha oklar validitet (Littell, 2006) i den bemirkelsen att
det i sjilva verket miter faktorer som ingir i manga andra interven-
tioner, som exempelvis engagemang, terapeutisk allians och hur néjd
klienten ar med hjilpen. Jimférande studier dir TAM anvinds av bade
MST-grupp och kontrollgrupp som skulle kunna klargéra om TAM
miter specifika MST-faktorer saknas dock.

Traditionell behandling (TAU)

Nir metoder inom psykosocialt behandlingsarbete i ordinarie verksam-
het ska utvirderas i kontrollerade studier stills de ofta mot traditionella
insatser (TAU), det vill siga mot den méngfald av alternativ som den
ordinarie verksamheten bestar av. I den svenska MST-utvirderingen
visade sig behandling med MST och behandling med TAU vara lika
effektivt. Resultatet indikerade ocksa att den stora skillnaden mot andra
studier var att svensk TAU fungerat bittre 4n TAU i andra studier. Det
riktade uppmirksamheten pd en viktg forutsittning for alla effeke-
studier — jamforelsen. Det giller dels jimforelsen inom studien, mellan
experiment- och kontrollalternativ, dels jimforelser mellan studier.
Férst diskuteras forutsittningarna for jimforelser mellan MST och
TAU inom den svenska effektutvirderingen, direfter mer generella
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fragor om transportability och jimférelser mellan effektutvirderingar
med TAU som kontrollalternativ.

Som redan klarlagts bygger kontrollerade effektutvirderingar pa
jimforelsen mellan den utvirderade insatsen och kontrollalternativet
och kontrollalternativet fir dirfér stor betydelse. Jimfors den
utvirderade behandlingen (A) med ett overksamt jimforelsealternativ
(B) innebir dven en mattlig effekt av behandling A en betydelsefull
forbattring jimfort med alternativet. Har kontrollalternativet diremot
en lika god effekt uteblir den relativa effektiviteten f6r behandling A.

Foér de familjer som randomiserats till TAU i effektutvirderingen
var de vanligaste forsta insatserna som socialtjansten erbjod direkt efter
formitningen samtalsstod, familjebehandling och kontakeperson (studie
II). For de ungdomar som lottats till MST paboérjades MST-
behandling. Minga ungdomar i bide MST- och TAU-gruppen hade
dock fortsatta behov och fick dirfor ytterligare insatser inom social-
gansten efter att den forsta insatsen avslutats. Under de tvéd
uppfoljningsaren fattade socialjinsten beslut om 6ver 400 insatser for
de 156 ungdomarna som ingick i studien (Olsson, 2010c). Det betyder
att det som efter tvd ar skilde grupperna at var act MST-ungdomarnas
familjer inledningsvis fict MST, medan de i traditionella gruppen aldrig
face MST. I 6vrigt hade de unga och deras familjer i bada grupperna fatt
fortsatta insatser i samma utstrickning. Grupperna skiljde sig inte at i
totalt antal dagar med insatser fran socialtjinsten eller andel ungdomar
som placerats i dygnsvard. Eftersom systemteori, nitverksarbete och
16sningsfokuserat arbete redan fére MST-implementeringen var
viletablerade forhillningssitt i den sociala praktiken (A. Bergmark &
Lundstrom, 1998) kan det vara rimligt att anta att 6ppenvardsinsatser i
form av familjebehandling och samtalsstéd i TAU- gruppen kan ha haft
inslag av samma teorier som MST bygger pi. Dessutom placerades
unga i MST-gruppen utom hemmet i samma utstrickning som TAU-
ungdomar under tvdarsperioden. Det betyder att den sammantagna
skillnaden mellan de insatser som MST-gruppen fitt och de insatser
som TAU-gruppen fatt kan vara mindre i Sverige 4n i andra studier.
Det kan i sin tur ocksd ha bidragit till att effekten av MST i forhallande
till TAU uteblev i den svenska effektutvirderingen.
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Avhandlingens fjirde studie handlar framfor allc om jimforelser
mellan studier med TAU som kontrollalternativ i effektutvirderingar.
Studiens utgingspunkt var att TAU kan antas vara ett paverkbart och
forinderligt alternativ, som anammar nya arbetssitt nir teoretiska
influenser sprids, och vars sammansittning av insatser speglar den
praktik och kontext som den representerar. Ett exempel ir
utvirderingar av Assertive Community Treatment (ACT) — en metod
utvecklad for att behandla patienter med allvarlig psykisk sjukdom. De
forsta utvirderingarna av metoden visade positiva resultat med ett
minskat antal dagar i psykiatrisk slutenvard jimfort med kontrollalter-
nativet (t.ex. Bond, McGrew & Fekete, 1995; Mueser, Bond, Drake &
Resnick 1998). Senare utforda utvirderingar kunde diremot inte
replikera utfallet (Burns et al., 2002; Burns et al., 2007; Clarke et al.,
2000; Drake et al., 1998; Killaspy et al., 2006). Analyser tydde pa att
resultatet i de senare effektutvirderingarna péaverkades av act TAU-
alternativet i stor utstrickning hade inférlivat komponenter som ir
centrala i ACT i den traditionella verksamheten vilket férsvagat den
relativa effekten. Ett nollresultat, det vill siga ingen relativ effeke, var
kanske inte det resultat som forvintades nir de senare utvirderingarna
inleddes. Samtidigt kan det ses som en positiv utveckling att den
reguljira verksamheten anammat verksamma komponenter och pé det
sittet skapat en mer verksam behandling for en storre del av patienterna
i malgruppen.

Nir en metod med empiriskt stod ska spridas utanfor sitt
ursprungliga kontextuella sammanhang, exempelvis till andra verksam-
hetsomraden, en annan kommun med andra sociodemografiska
forutsiteningar eller till ett annat land, 4r det rimligt att forst granska
den forskning som finns for att kunna géra en bedémning om vad
metoden kan tillféra i den nya kontexten. Genomgingen av de 13
effektutvirderingarna i studie IV visade dock att det 4r mycket svért att
veta i forhallande till vad som resultaten som redovisades i
utvirderingarna forholl sig.

Granskningen utmynnade i en diskussion om att TAU ir en faktor
som dgnats allt for liten uppmirksamhet, bade i enskilda studier och
mer generellt. Fér att kunna tolka enskilda studier och dra slutsatser
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frain sammanstillningar med resultat fran flera effektutvirderingar ir
det nodvindigt att kdnna tll vad den utvdrderade behandlingen
egentligen har jimforts med. For att underlitta overforingen, trans-
porterbarheten, av utvirderade metoder skulle framtida effekeut-
virderingar dirfor behova bli bittre pa att beskriva det kontextuella
sammanhanget, samt samla individdata f6r exempelvis typ av insats, om
behandlingen fullféljdes och hur linge den pégick. Information om
TAU kan vara mer svartillginglig och tidsodande att samla in eftersom
det handlar om kontakter med ménga virdgivare och inte alltid
vildefinierade insatser. Samtidigt ger effektutvirderingar som innehaller
jimforelser med en definierad TAU virdefull information. Det stiller
den utvirderade behandlingen mot den méngfald som den ordinarie
verksamheten faktiskt representerar. Socialtjansten behover insatser som
fungerar i ordinarie verksamhet (effectiveness) och inte bara i en
forskningsklinisk miljé (efficacy). Information om TAU o6kar ocksd
mojligheterna att forklara resultat i enskilda studier och bygga vidare pa
en kunskapsbas som ger bittre méjligheter till generaliseringar.
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Metodologiska 6vervaganden

En sammanliggningsavhandling baseras pa ett antal delarbeten och en
sammanbindande del, den s.k. kappan. I det hir fallet bestar delarbe-
tena av fyra empiriska artiklar publicerade/inskickade f6r publicering i
vetenskapliga tidskrifter som tillimpar sakkunnigférfarande. Avhand-
lingens trovirdighet grundas pa tillférlitligheten i de studier som den
baseras pa, men ocksé pa giltighet och generaliserbarhet i det samman-
tagna avhandlingsarbetet. Till avhandlingsarbetets fordel talar att det ur
olika aspekter belyser ett angeliget och aktuellt forskningsomride,
transportability. En annan fordel dr act sivil studie II och III ir
genomférda med goda mojligheter till generaliserbarhet. Resultaten
fran studie I har begrinsningar i generaliserbarheten till dagens sociala
barn- och ungdomsvérd pd grund av dess historiska karaktir. Samtidigt
var det nddvindigt att ga lingt tillbaka i tiden for att kunna folja upp
hela uppvixten for ett antal kohorter barn och undersoka prevalens i ett
barndomsperspektiv. Studie IV har en delvis annan karaktir och resul-
tatet ska snarast ses som hypotesgenererande med betydelse for hur
effektutvirderingar som anvinder traditionell behandling som jimfo-
relse kan genomforas och tolkas.

Etiska Gvervaganden

Inom ramen f6r de metodologiska Gverviganden som gjorts finns det
ocksa etiska overviganden som ligger till grund for avhandlingens
studier. Forskning pa minniskor maste bedrivas med respekt for indivi-
den och med sirskild hinsyn till minniskor i utsatta situationer. De
formella etiska dvervidganden som maste goras innan en experimentell
studie inleds har tillgodosetts genom att effektutvirderingen har
genomforts enligt Vetenskapsradets (tidigare HSFR’s) etiska principer
och har godkints av Forskningsetikkommittén vid Socialstyrelsen
(beslut fattat vid sammantride 2003-12-08). Det innebir bland annat
att berdérda forildrar och ungdomar fick muntlig och skriftlig
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information om undersékningen och gav sitt skriftliga medgivande att
delta. Deltagandet var frivilligt och kunde nir som helst avbrytas utan
att skil behévde anges. For att garantera deltagarnas personliga integri-
tet och ge skydd for den enskilde deltagaren var all data som forskarna
samlat in konfidentiell och forvarades sikert. Resultaten har endast
avrapporterats i form av genomsnittliga skillnader och pa ett sidant sitt
att ingen enskild har kunnat identifieras.

Eftersom vi i stor utstrickning saknar vetenskaplig kunskap om
insatsers effekter finns ett stort behov av att genomfora vildesignade
studier som kan bidra till ett sidant underlag. Samtidigt kan det finnas
en oro for att randomiserade interventionsstudier ir olimpliga att
genomféra inom socialt arbete, att den enskilde kan uppfatta
randomiseringsforfarandet som krinkande i en redan utsatt situation.
Det kan ocksa finnas en dvertygelse om att det nya - experimentinter-
ventionen - kan forvintas vara det bittre och att det dirfor dr oetiske att
inte lita alla som vill och har méjlighet att fa tillgang till den interven-
tionen (jmf. Smedler, in prep). Den svenska effektutvirderingen av
MST kan fungera som ett exempel pa virdet av att gora en kontrollerad
utvirdering. Nir implementeringen av MST péibérjades var en spridd
uppfattning bland verksamma socialarbetare att insatsen skulle komma
att fungera bittre eller mycket bittre 4n andra insatser till mélgruppen
(Gustle et al., 2008). Det fanns ocksa forvintningar pa att MST skulle
vara fordelaktigt ur ett ekonomiskt perspektiv och hejda 6kande
placeringskostnader. Effektutvirderingen visade p& en metod som
under det forsta verksamhetséiret fungerade lika bra som socialtjinstens
traditionella insatser, men till en hogre kostnad rent ekonomiske. I
utvirderingen jimfordes resultaten med resultat frin andra MST-
studier och mojliga forklaringar till resultaten lyftes upp till diskussion,
som kontextuella skillnader, programtrohet och kontrollgruppens
insatser. Det betyder att fortsatt etablering av MST i Sverige har kunnat
baseras pd en mer nyanserad kunskap dn 6vertygelsen att det nya ocksd
var det bittre.

Minniskors utsatthet 4r ett starkt argument for att vi ska
genomféra utvirderingar av MST och andra insatser. Socialtjinstens
uppgift dr bland annat att stodja och skydda utsatta barn och unga.
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Samtidigt har innehar socialtjansten en maktposition gentemot enskilda
minniskor, med mojligheter att fatta beslut om ingripande insatser.
Aven om uppsatet i insatserna ir gott vet vi forhillandevis lite om hur
vil insatserna motsvarar sitt syfte. Dirfor dr det oetiskt att avstd frin
mojligheten att fa bittre kunskap om hur insatserna faktiske fungerar.
Utvirderingen av MST har gett virdefull kunskap om insatsers effekter
och infér en eventuell spridning har man forsikrat sig om att
behandlingen inte dr ett simre alternativ @n det som annars finns att
tillga.

Nedan redovisas metodologiska 6verviganden som gjorts i de
enskilda studierna.

Studie |

Studien baserades pa ett representativt urval av alla barn som féddes
mellan 1968 och 1975 i Stockholm och som var oavbrutet bosatta i
Stockholm fram till 17 &rs &lder. Ett representativt urval himrat fran
hela mélgruppen for socialtjnstens sociala barn- och ungdomsvérd ir
ovanligt och utesluter risken att malgruppen ir selekterad. Studien
baseras pa registerdata frin socialtjinstens personakter. Studien basera-
des pa ett historiskt material, vilket gav fordelen att de barn och unga
som varit féremdl for social barn- och ungdomsvard kunde f6ljas till 25
drs éalder for att undersoka vardens langsiktiga konsekvenser
(Vinnerljung et al., 2006). Samtidigt betyder det att det finns begrins-
ningar i mojligheten att generalisera resultaten till dagens sociala barn-
och ungdomsvard. Andra reservationer till resultatens generaliserbarhet
som diskuterats i studien har att géra med att undersokningen begrin-
sades till att omfatta barn oavbrutet bosatta i Stockholm samt tillf6rlit-
ligheten i aktdata.
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Studie |l

Resultaten i studien bygger pa 156 ungdomar frin fyra svenska stider,
med totalt 27 kommunala fdrvaltningar och sex MST-team. Det
relativt stora antalet enheter okar resultatens allmingiltighet.

Flera faktorer talar for resultatens trovirdighet. Fér det forsta ger
den anvinda designen — en kontrollerad randomiserad studie — goda
mojligheter att tolka resultaten i kausala termer. En lang upp-
foljningstid (24 mdnader) ger ocksi rimligt goda mojlighet att
identifiera effekter av insatserna. Det relativt laga bortfallet talar ocksd
for resultatens trovirdighet samt att det bortfall som finns har hanterats
med hjilp av imputering. Denna ansats, “intention-to-treat”, dr att
foredra framfor “treatment-of-treated” (Wright & Sim, 2003), som
riskerar att minska tolkbarheten av data eftersom de som avbryter
medverkan i behandling och forskning kan férvintas utgéra en selektiv
grupp (t.ex. de minst motiverade eller de med stérst problem). Tydliga
och konkreta inklusionskriterier for studiens maélgrupp 6kar
forutsittningarna for att mélgruppen ir densamma oavsett vilken av de
27 olika forvaltningarna som har remitterat ungdomen tdill studien.
Med en klart definierad malgrupp okar dessutom mojligheterna att gora
jamforelser med annan forskning och att replikera studien. En annan
fordel dr det breda fokus som utvirderingen haft pia ungdomarnas
situation och som innefattat allvarliga beteendeproblem, kriminalitet,
alkohol- och drogbruk, psykisk ohilsa, relationer till férildrar och
kamrater samt kontakt med myndigheter som socialtjinst och polis. Att
samtliga elva anvinda instrument pekar i samma riktning styrker ocksd
slutsatsen att det efter sju respektive 24 manader inte fanns négra
patagliga skillnader mellan de tvé undersokta grupperna i ungdomarnas
normbrott. Slutligen 4r det dven en fordel att det forskarlag som
genomfort utvirderingen dr helt oberoende, bade i forhallande till de
forskare som utvecklat MST och till dem som kommersiellt férmedlar
MST 6ver virlden. Majoriteten av de utvirderingar av MST som pub-
licerats har utférts av forskare som medverkat till att utveckla MST.

Aven om utvirderingen har minga fordelar finns dven svagheter.
En svaghet ir att den traditionella gruppen fitt en mingd sinsemellan
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mycket olika insatser som skiljer sig med avseende pé bade intensitet
och kvalitet. Det innebidr att det som sammanfattas i begreppet
traditionella insatser utgor en heterogen blandning dir det inte gir att
veta om en eller flera av dessa insatser ir effektivare in MST. En annan
svaghet 4r avsaknaden av behandlingstrohet for de traditionella
insatserna. Dessutom forsviras analyserna av att dven mdinga MST-
ungdomar har fict traditionella insatser efter avslutad MST-behandling.
De svenska MST-teamens ligre genomsnittliga behandlingstrohet och
dven en ligre arbetsbelastning (2-3 familjer parallellt) in normalt (3-6),
kan enligt MST Services vara till nackdel for effektiviteten i metoden
(Henggeler et al., 2009b ).

Studie IlI

Resultaten om behandlingstrohet i studien bygger pé all inrapporterad
data frin samtliga team som var verksamma under unders6knings-
perioden. Det betyder att det dr en totalstudie f6r den undersokta
perioden. Samtliga team har gett sitc skriftliga medgivande att
informationen som studien baseras pa fir limnas ut for forskning frin
MST Institute som samlar och lagrar data om bland annat
behandlingstrohet.

En begrinsning i den hir studien ir att det inte fanns tillgingliga
data for fakcorer som tidigare forskning har visat har ett samband till
behandlingstrohet, som exempelvis organisationens struktur och klimat,
(se t.ex. Halliday-Boykins et al., 2005; Schoenwald et al., 2009a). Det
okar osikerheten i tolkningarna av variabler som predicerar
behandlingstrohet.

Andra begrinsningar handlar om utfallet av. MST-behandlingen
for ungdomarna. Uppgifterna bygger pd MST’s egna uppgifter och
beskriver situationen fér ungdomen i anslutning till behandlingens
avslutande med tre dikotoma métt; om ungdomen bor hemma, har
tillfredsstillande sysselsittning respektive om det inte inkommit nya
polisanmilningar. Det dr en begrinsning att det inte bygger pa data
som samlats in frin en oberoende killa och att uppgifterna inte ger
nagon information om lingsiktiga resultat av behandlingen. En tredje
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begrinsning ir att utfallsmatten dr dikotomiserade vilket minskar den
mojliga variansen.

Studie IV

Studien ska i forsta hand ses som hypotesgenererande eftersom det finns
flera pétagliga begrinsningar i studien. En forsta begrinsning har att
gora med att granskningen baserar sig pd studier med stora skillnader
sinsemellan nir det giller uppfoljningstider, sampelstorlek och antal
utfallsmatt. Aven om MST betraktas som en vilutvirderad metod finns
det ett relativt litet antal tillgingliga studier och det begrinsar méjlig-
heterna att dela upp dem ytterligare i subgrupper eftersom det blir f3 i
varje grupp. En annan begrinsning ir att metaanalysen dr genomford
pa ett enda utfallsmétt. Utfallsméittet (aterfall i brott) valdes dels for att
det var ett centralt utfallsmice for malgruppen som forekom i flest
studier mitt pa ett likvirdigt sice (8 av 13). Samtidigt innebir ett enda
mitt en risk att en komplicerad verklighet férenklas, vilket paverkar
mojligheterna att dra generella slutsatser.
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Praktiska implikationer och
framtida forskning

Avhandlingen ir en transportability-studie och handlar om &verfs-
ringen av en evidensbaserad behandlingsmetod frin ett land dill ett
annat. Liksom resultat i flera andra studier visar avhandlingens resultat
att dverforingen av en empiriske stddd intervention frn ett land till ett
annat 4r en komplex forskningsfraga. De ger ocksd upphov till forslag
om framtida forskning. Nedan utvecklas praktiska implikationer och
forslag till framtida forskning.

Praktiska implikationer

Den svenska effektutvirderingen av MST visar att det gick att verfora
MST fran USA till Sverige med ett fortsatt gott behandlingsresultat, det
vill siga MST verkar ha minskat problemen f6r de svenska ungdomarna
lika effektivt som metoden gjort i ursprungslandet. Samtidigt visar de
svenska resultaten pdA MST’s begrinsningar. Tva ar efter forsta mittill-
fillet hade knappt hilften av ungdomarna i bida grupperna fortfarande
allvarliga beteendeproblem. Det ir viktig information som ger antyd-
ningar om de svédrigheter som ir forenade med att &stadkomma f6rind-
ringar for unga med allvarliga beteendeproblem. Tillsammans med
resultaten fran studie I om prevalens och iteraktualiseringar understry-
ker det ocksa behovet av att praktik och forskning fortsitter arbeta for
att hoja kvaliteten pd de insatser som ges genom att utveckla och
implementera kvalificerade insatser f6r malgruppen. Ett forsta steg ar
att skaffa en bittre overblick éver den insatsrepertoar som redan ir i
bruk och en uppfattning om de befintliga insatsernas effekter. Den
kunskapen kan sedan bidra till att klargora vilka forvintningar som
finns infér implementeringen av en ny metod och ger storre méjligheter
att vilja en insats som har frutsittningar att forbictra det som redan
finns eller tillféra det som saknas (jmf. Fixsen et al., 2005). Det ger
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ocksd bittre kontroll 6ver vilka insatser som man onskar ska ersittas
med den nya metoden.

Diremot replikerades inte resultaten fran tidigare studier dir MST
varit mer effektivt dn kontrollalternativet. En forklaring ir att det
kontrollalternativ som MST jimfordes med i Sverige verkar ha varit
visentligt mer effektive 4n det som anvints i de ursprungliga
utvirderingarna. Det pétalar hur viktigt det 4r for bade forskning och
praktik att komma ihag atc effektivitet dr ett relative begrepp och
kritiskt granska det forskningsstdd som tidigare studier ger. Resultaten
fran studie IV lyfter visserligen fram den brist pa viktig information om
jimforelsealternativet som finns i manga studier, men det ir dnda
angeldget att uppmirksamma under vilka forutsittningar metoden har
visat sig effektiv; Hur har malgruppen definierats? Under vilka omstin-
digheter och i vilken kontext gavs insatserna? Vad har den utvirderade
insatsen jimforts med? Med en storre medvetenhet om de komplika-
tioner som kan uppsta i tolkningen av en relativ effeke skulle forvint-
ningarna pi nya interventioner bli mer rimliga i forhallande till
forutsittningarna. Dessutom finns studier med metodologiska svagheter
att ta hinsyn tll nir studiernas resultat ska virderas. Kunskapen om
hur experimentella studier bor designas har 6kat under de senaste dren
och ildre studier ir inte alltid lika vilgjorda som de av nyare datum.
Exempel pd brister i tidiga studier ir att endast deltagare som fullfsljde
behandlingen medtogs (treatment-of-treated; TOT), bristande bort-
fallsanalyser, oklar redovisning av resultat (t.ex. att bara utfallsmitt som
uppvisat positivt resultat redovisas) och olika uppféljningstider for
individerna inom studien.

For forskningen visar avhandlingens resultat pa vikten av att
utveckla strategier och metoder for att kartligga och dokumentera de
traditionella insatserna i studier dir de utgor jimférelsebehandlingen,
samt att planera utvirderingar pa ett sidant sitt att informationen tas
till vara i studien. For att ha méjlighet att analysera resultatet dr det
viktigt att samla data om jimforelsebehandlingen pa individniva, inte
bara ge generella beskrivningar av vad det traditionella kan innehilla.
Det ger ocksi viktig information om studien ska anvindas i
sammanstillningar av olika studier och syntetisera kunskap kring en
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viss behandlingsmetod. Strivan bor vara att information om
jimforelsebehandlingen s& langt det ir mojligt ska innehdlla samma
uppgifter som de som samlas in om den utvirderade metoden,
exempelvis uppgifter om innehéll, dos och varaktighet samt insatser
som avbrutits i fortid.

En annan reflektion utifrin resultaten ir atc forskningen kanske
skulle ha nytta av att anvinda sig av ndgot standardiserac métc pd
effekter uppnadda oberoende av jimférelsegruppen, parallellt med de
jimforande matten i effektutvirderingar. Ett exempel pé ett sidant méce
ir nagon form av klinisk signifikans (jmf. Jacobson, Roberts, Berns &
McGlinchey, 1999; Jacobson & Truax, 1991). Det skulle kunna tillfora
viktig kunskap om uppnidda effekter och 6ka méojligheterna att
jamfora och tolka resultaten.

Resultatet i studie IV belyser ocksa vikten av att bli mer noggrann
nir forskningsunderlaget i sammanstillda 6versikter analyseras. Istillet
for att fortsitta hantera TAU som om det var en homogen och oforin-
derlig kategori bor den heterogenitet som TAU-alternativet innebir,
men som sillan beskrivs pa ett uttdémmande sitt, uppmirksammas. En
annan uppgift dr att i storre sammanstillningar genomfora statistiska
analyser som hanterar variationer i TAU och olika kontextuella faktorer
for att forsoka ta reda pd vilka insatser som fungerar under vilka
forhéllanden, for vilka grupper och i vilka sammanhang.

En annan mojlig férklaring till att MST inte var mer effektiv dn
traditionella insatser i att &stadkomma forbattringar for ungdomarna ar
att MST vid tiden for utvdrderingen dnnu inte genomfordes med till-
rickligt hog behandlingstrohet. Studie III visade att den genomsnittliga
behandlingstroheten i de svenska teamen fortsatte 6ka upp till och med
sex dr efter start. Vi vet ddremot inte om en okad behandlingstrohet
faktiskt skulle ha péaverkat utfallet av behandlingen. I effektut-
virderingen saknades samband mellan grad av behandlingstrohet och
utfall, medan resultat frin studie III antydde att det kan finns ett sidant
samband nir MST har varit iging under lingre tid. Resultaten
indikerar att 6verforingen av MST frin en kontext till en annan krivde
mer tid fér implementering och anpassning till det nya sammanhanget
in vad som inledningsvis forvintades. Att implementering av en ny

93



behandlingsmetod ir en tidskrivande och langsiktig process som kriver
en genomtinke strategi bekriftas i annan forskning (jmf. Fixsen et al.,
2005; Ogden et al., 2009; Winter & Szulanski, 2001). Det kan ta
mellan tvd och fyra ar innan en metod anvinds fullt ut i den organisa-
tion dir den implementerats (Fixsen, Blase, Naoom & Wallace, 2007).
Nir interventioner utvecklade i en kontext dverfors exempelvis till ett
annat land, behdvs det dessutom en viss anpassning till det nya
sammanhanget. For att férsikra sig om att den nya metoden fungerar
som avsett och att de anpassningar som gors inte motverkar insatsens
syften kan implementeringen inbegripa en successiv utvirdering dir de
forindringar som gors testas. Direfter ir strategier for att vidmakthalla
exempelvis behandlingstrohet och effektivitet minst lika viktiga som en
noggrann implementering initialt.

Avhandlingens resultat visar att forskning péd relativt nystartade
behandlingsprogram kan vara sirbara for en misslyckad eller
tidskrivande implementering. Det finns erfarenheter som tyder pé att
det internationellt sett 4r manga effektutvirderingar som genomférs nir
metoderna ir relativt nyetablerade i ett nytt sammanhang, exempelvis i
ett nytt land eller inom ett nytt verksamhetsfilt (Fraser et al., in press).
Det behéver diremot inte betyda att all utvirdering ska genomforas
forst flera ar efter att en metod inforts. Tvirtom dr det viktigt att ta reda
pa hur metoden fungerar i den nya kontexten innan den sprids brett.
Men empirisk forskning av det hir slaget 4r bide resurs- och
tidskrivande. Med en storre medvetenhet om tidens betydelse kan den
empiriska forskningen planeras si att en forsta studie 4r en mindre
pilotstudie i syfte att ge en forsta indikation om effekter och eventuella
behov av anpassning, parallellt med att en storre studie planeras in
ndgot senare.

Ett annat exempel kan vara att vinta med en effektutvirdering tills
man forsikrat sig om att insatsen utfors med acceptabel
behandlingstrohet. Samtidigt kan det finnas risker med att vinta for
linge med en effektutvirdering. Om man skulle ha invintat att de
svenska MST-teamen skulle ha uppnatt acceptabel behandlingstrohet
skulle det ha drjt linge innan utvirderingen kunde pabérjas. Studie 11
visade att sex ar efter att insatsen borjade anvindas i Sverige forbattrades
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fortfarande den generella TAM-nivin. Om utvirderingen dréjer for
linge finns det en risk att metoden dels redan har gjort vissa
anpassningar utan att det funnits mdjlighet atc folja upp konsekven-
serna, dels att den redan ir en etablerad och spridd del av insatsutbudet
oavsett vilka resultat en utvirdering ger. En annan komplikation ir att
alla team inte haller samma niva sinsemellan (studie III). Om enskilda
team som visar otillricklig behandlingstrohet inte medtas fir man ett
sikrare svar pd effekterna av MST-behandling s som den ir tinke.
Samtidigt ger kanske de resultaten inte en fullstindig bild av interven-
tionens effekter nir den dr implementerad i reguljir verksamhet, dir en
stérre  variation dn under vilkontrollerade forskningskliniska
forhillanden ir att vinta.

Sammantaget har avhandlingens resultat visat pd flera svirigheter
som kan uppstd nir en evidensbaserad metod 6verfors fran ett land till
ett annat. Resultaten visar att forskning om sociala interventioners
effekter utgdr komplexa sammanhang och att svaren pa forsknings-
fr;‘igorna ofta maste bli en sammanvigning. De utmaningar som ligger i
att dverfora en behandlingsmetod utvecklad i en annan kontext till
svensk praktik bor diremot inte tolkas som att det dr ogorligt eller
onddigt. Sverige dr ett litet land dir fi av socialtjinstens insatser ir
utvirderade i kontrollerad forskning. Forskning som ger hallbara svar
pa frigan "Fungerar de insatser vi ger som avsett?” skulle ta oférsvarligt
lang tid att bygga upp om kunskapsbasen endast skulle grundas pi
svenskutvecklade insatser som kartlagts, dokumenterats och sedan
utvirderats. Det rimliga dr dirfor att ta hjilp av erfarenheter och
metoder utvecklade ocks3 i andra linder.

Framtida forskning

Avhandlingens resultat ger kunskap om overforbarhet och implemente-
ring, men den vicker ocksa frigor och ger uppslag till fortsatt forskning.
Ett exempel ir att det behévs bittre kunskap om vilka faktorer som ir
viktiga nir interventioner 6verférs till ett annat land 4n det som de
utvecklats i. Det produceras allt fler utvirderingar av interventioner
som Overforts frin en kontext till en annan, och allc fler
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transportability-studier som ger underlag for 6kad forstielse om vilka
forhdllanden som styr implementering och fdrutsittningarna for
behandlingstrohet. Diremot saknas kunskap om hur man kan kategori-
sera och analysera forutsittningar for psykosociala interventioner i
sammanhang med olika kontextuella villkor. Vi vet exempelvis att det
finns viktiga socialpolitiska och sociodemografiska skillnader mellan
linder men inte hur de skillnaderna paverkar forutsittningarna och
overforbarheten. En storre kunskap pd omréadet skulle kunna utveckla
implementeringsforskningen och ge ytterligare stod i forberedelsearbe-
tet infor en implementering av en ny intervention.

I avhandlingens studier gavs smd mojligheter att analysera enskilda
insatsers effekter eftersom ungdomarna i studierna ofta hade fatt en rad
insatser som avldst varandra och som ibland ocksd 16pt parallellt.
Forskning som kartligger vad traditionell behandling inom social-
tjansten i Sverige egentligen bestar av och som ger en uppfattning om
de viktigaste insatsformernas effekter skulle vara virdefullt for framtida
studier. Det ansluter ocksa till forskning om kontextuella férhillandens
betydelse f6r dverforbarhet eftersom det ger en bredare kunskap av hur
den svenska kontexten tar sig i uttryck.

Ett annat angeliget forskningsomride idr att fordjupa kunskapen
om implementering och behandlingstrohet. Resultat i avhandlingen
pekar pd att det inte var de enskilda terapeuternas 6kade erfarenhet som
i forsta hand kunde forklara den okande behandlingstroheten f6r MST
i Sverige, utan teamets kumulativa erfarenhet. Eftersom teamet bestar
av enskilda terapeuter och en teamledare sa dr det rimligt att anta att
individernas ackumulerade erfarenhet spelar roll, men det forefaller vara
si att sammanhanget de verkar i, teamet, tillfor nagot utdver det.
Resultat fran annan forskning (Bandura, 1997; 2002; Patras & Klest, in
press) pekar i samma riktning - det verkar finnas mekanismer och
sociala processer inom arbetsteamet som har betydelse for kvaliteten pé
det arbete som utférs. Forskning som utvecklar stérre kunskap om hur
processerna fungerar skulle i sin tur kunna leda till hypoteser om hur
dessa systematiskt kan utnyttjas for att héja behandlingstroheten och
paskynda kompetensutveckling.
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Ytterligare forskning med anknytning till behandlingstrohet skulle
kunna vara en jimférande studie dir TAM-mattet anvinds av béade
MST-grupp och kontrollgrupp i ett forsok atc klargora i vilken
utstrickning TAM miter specifika MST-faktorer.

Ovanstéende forslag till framtida forskning har kommit till som en
foljd av de resultat och slutsatser som avhandlingen belyst, men de
handlar inte specifikt om effekten av MST som behandlingsmetod. En
mer nirliggande studie dr att komplettera den genomférda effekeut-
virderingen av MST med den planerade registerstudien med
uppfoljning fem ér efter inklusion.
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Summary

During the past two decades, the idea of an evidence-based practice
(EBP) has spread to a number of professional fields. EBP relies on
research that focuses on how interventions are implemented, how
effective they are and which groups are targeted. A basic idea in the
EBP is that methods already proved to work with a careful implemen-
tation, including fair treatment fidelity, can be generalised to other
contexts and populations than those they were originally developed for
(Fraser et al., in press).

Scientific knowledge about empirical supported interventions
(ESI) is continuously growing. In addition, transportability research,
which examines how interventions should be transferred to other
contexts while maintaining good performance, is a research area gaining
increased attention. Originally, transportability research focused on
how existing interventions can be transferred from a clinical setting
(efficacy) into regular services (effectiveness). With the spread of EBP, a
growing number of ESI are transferred from the country where they
were found to be effective into other countries, mainly from the United
States (US) to other countries (Ferrer-Wreder et al., 2004). This means,
transportability research has to transfer from one cultural context to
another.

With a successive increase in the number of imported outcome
studies on ESI, there is a growing literature reporting the failure to
replicate some original benefits of ESI. Even with careful implementa-
tion and adaptation the interventions may not demonstrate maintained
performance as well as in the country of origin. An increased amount of
attention is paid to transferability and the adjustments required when a
method is implemented in a new cultural context (e.g. Fraser et al., in
press; Freeman, 2009; Henggeler & Schaeffer, 2010; Schoenwald et al.,
2008b). There are several explanations regarding why a treatment
method does not replicate the relative effectiveness when transferred to
another country. For example, it could depend on how it was adapted
to the new context (Winter & Szulanski, 2001), how well the method
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was implemented (Berkel et al., 2011) or the type and quality of the
outcome trial (e.g. Shadish et al., 2002).

Multisystemic Therapy (MST) is a treatment method targeting

adolescents with serious clinical problems, which include criminal
behaviour, violence, substance abuse and serious emotional disturbance.
It is also an example of an intervention that has been developed,
evaluated and found to be effective in the US. However, after imple-
mentation in other countries, effectiveness studies have showed mixed
results (Curtis et al., 2004; Curtis, Ronan et al., 2009; Leschied &
Cunningham, 2002; Ogden & Amlund Hagen, 2006; Ogden &
Halliday-Boykins, 2004; Woolfenden et al., 2009). In Sweden, the
implementation of MST started in the early 2000s. An effectiveness
study was conducted close to when the implementation process started,
to evaluate MST treatment compared with traditional interventions
(treatment-as-usual; TAU) for the target group within the Swedish
context.
This dissertation deals with the transferability of an evidence-based
treatment method from one cultural context to another, with the MST
in Sweden as an example. The primary research question is: Can
evidence-based treatment intervention, such as MST, be transferred
from the US to Sweden while still retaining treatment effects?

Four studies are included in the thesis, with the following research
questions:

*  What is the annual incidence and childhood prevalence of
children and young people receiving child welfare inter-
ventions in Sweden? (Study I.)

*  What are the treatment outcomes after 24 months among
young people who receive MST relative to young people
who receive TAU in Sweden, and how can the treatment
effects be accounted for? (Study II.)

* Has MST treatment adherence changed during the first six
years among Swedish MST teams, what accounts for these
changes and how is treatment adherence related to post-
treatment outcomes? (Study II1.)
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* In previous outcome trials of MST, what control condi-
tions have been used, and does the content in the control

condition have an impact on estimated treatment effects?
(Study IV.)

Below is a brief description of each of the studies.

Study |

This study reports on the Child Protection Authorities’ (CPA)
involvement in a random sample of children born from1968 to 1975.
Information is based on reviews of CPA case files, registering infor-
mation on all referrals, investigations and social services received by
those children until the age of 20. Results showed that approximately
19% of all children underwent at least one child protection investiga-
tion during their childhood and 10% received social services at least
once. Annual statistics showed that approximately 3% of all children
between 0 and 13 years old received interventions each year, and for
young people between 14 and 17 years old, this increased from 3% to
4%. Approximately one quarter of the service receivers who received
their first intervention at 13 years old or later were re-referred to the
CPA within 12 months after terminated services.

Study I

This randomised trial assessed treatment outcomes two-year post
referral to MST or TAU for 156 young people meeting the diagnostic
criteria for conduct disorder. A mixed factorial design was used. With
an intent-to-treat approach, results showed a general decrease in
psychiatric problems and antisocial behaviour among participants
across treatments. There were no significant differences between the
two groups and the findings did not support the long-term effectiveness
of MST relative to the services usually available. In most cases, young
people in both treatment and control conditions decreased their
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problem behaviour, showed improved relations within the family and
improved their social skills. None of these improvements were statisti-
cally different between the groups, a result that minimises the risk that
there was a lack of reliability and validity of single measures that could
deflate the results. This outcome was contrary to long-term results
achieved in the US (Borduin et al., 1995; Curtis et al., 2004; Henggeler
et al., 1997; Henggeler et al., 1992; Henggeler et al., 1999; Schaeffer &
Borduin, 2005; Timmons-Mitchell et al., 2006) and in Norway
(Ogden & Amlund Hagen, 2006), but similar to those obtained in
Canada (Cunningham, 2002). The lack of significant differences
between the groups is not easily accounted for by site effects,
programme fidelity or programme maturity or moderators identified in
previous research (Henggeler, 2004). Additional analyses suggest that
MST treatment in Sweden appears to have been as effective as MST has
been in other studies, while the Swedish TAU condition has been more
successful than comparison groups in several other studies.

Study I

This observational study evaluated how treatment fidelity varies in
MST over time, and in relation to the previous MST experience of
individual therapists and therapist teams, and relations between treat-
ment fidelity and therapist-reported post-treatment outcomes. Fidelity
data were obtained from 973 families receiving MST from 68 therapists
in 10 teams in Sweden from 2003 through 2009. Results indicated a
significant time effect on aggregated team-level therapist adherence.
Results also suggested that years of team experience predicted an
increased family-level therapist adherence when holding constant indi-
vidual therapist experience. The therapist’s membership in a team
established during a second wave of MST implementation in Sweden
also predicted increased therapist adherence. Results further indicated
that higher adherence ratings predicted greater odds that young people
were living at home and engaged in school or work at the end of treat-
ment and lower odds that young people were rearrested.
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Study IV

This study is a review that addresses the issue of interpreting results
from effectiveness studies which utilise TAU as a comparator. Using
randomised controlled studies and evaluating the effectiveness of MST
as an illustrative example, the results of the meta-analysis showed that
TAU conditions included a wide variety of briefly described treatment
alternatives. Estimated treatment effects on recidivism suggest that
TAU conditions seemed to contain a greater variation in underlying
risk than experimental conditions, supporting the hypothesis that the
content of TAU conditions could affect the outcomes. Analysis also
showed results that were consistent with previous research that states
that efficacy studies generally generate higher effects than effectiveness
studies. Additionally, it was also suggested that cultural context may
have an impact.

Conclusions

According to Study I, the annual incidence and childhood prevalence
of child welfare among adolescents was comparably high, indicating the
need for alternative interventions as MST. The results of the outcome
trial proved no differential effects of MST compared to TAU. Results
also indicate that it was possible to implement MST in Sweden with
the same treatment effects as in the US (Study II).

Several possible explanations of the results were investigated. Low
treatment adherence of MST in Sweden was one. The referrals to the
research evaluation started after each MST team had completed 5 to 10
cases, implying the effectiveness study was initiated less than six months
after the MST teams had started up. Results from Study IIT suggested
that more than a year of activity was needed to significantly increase
therapist treatment adherence. The variable that seems to be of primary
importance to account for the treatment adherence is the collective
experience for the MST team, rather than the individual therapists’
adherence. In Study II, the validity of the treatment adherence measure
was questioned, since no relationship was found between the outcome
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measures. In Study III, however, results presented a modest correlation
between high treatment adherence and preferable post-treatment
outcomes.

Results from Study III indicate the importance of choosing the
right moment for an outcome trial: not too early and not too late. To
start a trial too early, before the therapist adherence is adequate, may
result in inaccurate conclusions about the effects. At the same time, it is
important to find out how the method works in the new context before
it is widely spread. With awareness of these circumstances the empirical
research could be planned so that a small study is conducted as a pilot,
in order to give a first indication of the effects and the possible need for
adjustment, while a larger study is planned at a later stage.

Another explanation regarding the lack of differential effects of
MST in Sweden is that the Swedish TAU is more effective than the
TAU in the US. A starting point for EBP and transportability is that
ESI can be generalised to other contexts with a maintained relative
effect. Because relative effect is related to the difference between
experiment and control condition, this means that control conditions
are assumed to have the same (lower) efficiency regardless of context.
However, if the control condition performs better than expected, the
relative effectiveness of the evaluated treatment will not be replicated
even if the method performed just as well as in previous studies.
Possible explanations of the results discussed are socio-demographic
differences between the US and Sweden, as well as systemic differences,
for example differences in the traditional approach regarding the treat-
ment of young offenders.

The use of a TAU condition as a control condition also compli-
cates the interpretation of the results, because the TAU option does not
contain just one, but several different interventions. Study IV is a small
study with limited opportunities to test the hypothesis that the varia-
tion in different TAU conditions actually affects the relative
effectiveness of MST. Still, the meta-analysis confirmed a striking
heterogeneity between the studies in achieved results and the
assumption that the context may affect the outcome did not contradict
this. Together with results showing the relative efficiency of the
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Swedish TAU (Study II), this highlights the importance of paying
attention to the conditions under which the method has proven to be
effective. Implications for research are the importance of developing
strategies and methods for identifying and documenting the TAU at an
individual level. The goal should be that information about the
comparison condition, as far as possible, contains the same information
as that collected on the evaluated method, such as information about
content, dose and duration as well as prematurely interrupted treatment
episodes.

The results identified several problems when an evidence-based
treatment is transferred from one cultural context to another. However,
the challenges of transferring a treatment developed in a different
cultural context should not be interpreted as impossible or unnecessary.
Sweden is a small country with a limited number of empirically
supported interventions. It would take an unjustifiably long time to
build a knowledge base of research, providing sustainable answers to the
question of whether an intervention worked as intended, based solely
on Swedish-developed interventions identified, documented and
evaluated. Therefore, it is reasonable to get help from experience and
treatment methods developed in other countries.
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1. Introduction

Although data on annual child protection agencies’ (CPA) caseloads are usually available from
national and local authorities, no national statistics or study has delivered childhood prevalence
data; the number of children who on some occasion during their formative years become objects
of child protection investigations or services. As a result, the major source of information on the
scope of CPA activities for legislators, policy makers and service planners has been annual cross
sectional statistics, at worse supplemented by media reports of tragic incidents (Parton, 1991).

Annual prevalence figures are of limited value in estimating the magnitude of CPA involvement
in a population, since yearly statistics consist of a mixture between children in on-going services,
new cases that have entered the system the same year and of children who have been re-referred after
terminated services (cf., Usher, Randolph, & Gogan, 1999).

This article reports on the prevalence of children being investigated by or receiving services
from CPA at some time during their entire childhood. The study is based on a random sample of
all children who were born in Stockholm between 1968 and 1975 and who resided permanently in
Stockholm from birth to age 18.

1.1. Prevalence of child protection investigations and services

The concepts of child abuse, child neglect and child maltreatment are vague, contextual, often
culture-specific, and subjects to change over time (e.g., Gough, 1996; Rose & Meezan, 1997). For
decades, they have eluded attempts of creating conceptual clarity. Looking back in time, there has
been a dramatic increase in awareness and concerns about child abuse and neglect during the second
half of the 20th century. In the same period, there has been a historical broadening of the concepts,
although they have remained imprecise (ibid.). Research has mainly come to rely on how concepts
have been operationalized in practice; but also these definitions have proven to vary significantly in
organizational and professional contexts (Gough, 1996; Leiter, Myers, & Zingraff, 1994).

Results from North America and Europe prove that significant parts of cases that are opened for
investigation are not substantiated. The U.S. Department of Health and Human Services (2004)
reports that less than half of the investigations (41%) lead to substantiation of the alleged mal-
treatment. Trocmé, Tourigny, McLaurin, and Fallon (2003) found that 45% from a random sample of
child maltreatment investigations from all over Canada were substantiated. In a prospective study,
using a random sample of child protection investigations in 10 local authorities throughout Sweden,
55% of the investigated children received some services (Sundell & Vinnerljung, 2004).

A series of reports has demonstrated that a high proportion of child protection clients are re-
referred; between 16% and 26% within 1 year (Fluke, Yuan, & Edwards, 1999; Fryer & Miyoshi,
1994; Schuerman, Rzepnicki, & Littell, 1994; Sundell & Vinnerljung, 2004), 40% within 3 years
(Schuerman et al., 1994; Sundell & Vinnerljung, 2004), and between 35% and 61% within 5 years
(DePanfilis & Zuravin, 1999; Inkelas & Halfon, 1997; Murphy, Bishop, Jellinek, Quinn, &
Poitrast, 1992; Wolock, Sherman, Feldman, & Metzger, 2001). Typical predictors of recurrence
are a younger child, neglect and previous service provisions (e.g., Fluke et al., 1999; Fryer &
Miyoshi, 1994; Schuerman et al., 1994; Sundell & Vinnerljung, 2004).

International cross-sectional child protection statistics report vast differences in annual service
prevalence figures (e.g., Gilbert, 1997); from about 5 children per thousand in United Kingdom
(Great Britain H.M. Treasury, 2004) and Australia (Ainsworth, 2002) to almost 30 children per
thousand in the USA (U.S. Department of Health and Human Services, 2004) and Norway
(Kristofersen, Clausen, & Jonassen, 1996). In Sweden, national child protection statistics are only



182 K. Sundell et al. / Children and Youth Services Review 29 (2007) 180-192

kept for placements in out-of-home care and (until 1997) respite care, not on referrals, investigations,
or on distribution of in-home services. The annual prevalence of those two services noted in a
national database was 15 children per thousand in 1997 (Socialstyrelsen, 1998). Several local
Swedish studies have shown that the annual prevalence of service delivery is approximately twice
that size when in-home services are included (Sundell & Egelund, 2000).

Figures for childhood prevalence of out-of-home care, based on entire national cohort samples,
have been reported for Swedish children born in the 1970s and 1980s and with no strong trend over
time. At age 6, about 1% had experienced placement in foster family or residential care, at age 12
1.7% and atage 18, 3.0—3.8% (Lundstrom & Vinnerljung, 2001; Socialstyrelsen, 2006; Vinnerljung,
1996). Due to confirmed under-reporting from some local agencies, actual national prevalence
figures are most likely higher (Vinnerljung, Sundell, Andrée Lotholm, & Humlesjo, 2006).

The only study assessing prevalence of all types of services, known to us, is a Norwegian
national population study of child protection service delivery between 1990 and 1997 (Clausen,
2000). During this 8-year period, 5% of all children aged 0 to 17 years received services at least
once. The author estimated that by age 18 — legal age of majority — the rate of childhood
prevalence would reach approximately 8%. Services tended to be long lasting. Between 1990 and
1995, 43% of CPA client children aged 0 to 5 received services all 5 years, 36% of children aged 6
to 12, and 12% of children aged 13 to 17. Very high prevalence rates of CPA referrals were found
in a study of maltreatment reports up to age 10 among children in Cleveland, Ohio (Sabol,
Coulton, & Polousky, 2004). Life-table analysis indicated that approximately half of the Afro-
American children in the county were likely to be objects of at least one child protection
investigation before their tenth birthday and close to a third of all children, irrespective of race.
Rates of service delivery were not reported.

1.2. The Swedish child protection system

The 1980 Child Care Act of Sweden requires that the CPA’s investigate and provide services
to children who have experienced or are at risk of experiencing abuse or neglect, or where the
physical or psychological development of the child is endangered due to other reasons. Legal
definitions of neglect and abuse are vague and subject to local interpretation by social workers
(e.g., Brunnberg, 1993).

The child protection system includes children under age 18 (legal age of majority). However,
children with ongoing services before age 18 can continue to receive services until age 20. Typical
Swedish child protection cases involve neglect — often in combination with parental substance
abuse — and youth’s behavioral problems (e.g., criminal offences, truancy). In spite of wide
definitions, abuse victims form a rather small proportion of child protection cases, 3—15% (e.g.,
Hessle & Vinnerljung, 1999; Sundell & Egelund, 2000; Sundell & Karlsson, 1999; Sundell &
Vinnerljung, 2004; Wiklund, 2006), which is considerably fewer than what is usually found in
U.S. and U.K. samples.

Gilbert (1997) has classified Swedish child protection as having a family service orientation
which emphasize therapeutic interventions, but with mandatory reporting of abuse and neglect for
professionals who work with children (e.g., teachers and physicians). Gilbert contrasted this model
with Anglo-American countries’ stronger legalistic focus on substantiating referrals of suspected
child maltreatment, including reviewing evidence of allegations. Swedish child protection
investigations have low emphasis on substantiation or on presenting evidence of maltreatment.
The primary purpose is to examine the child’s need for support and/or other form of services. The
conclusions of the investigation are usually framed in a risk model stipulated by legislation; a model
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that also empowers agencies to act proactively (Hessle & Vinnerljung, 1999; Weightman &
Weightman, 1995). A court order for child removal can be issued when a child’s health or
development is considered to be at apparent risk, and the parents have rejected the agency’s offer of
support. Families can also apply for access to various forms of preventive support (e.g., respite care),
and suspected maltreatment is not a condition of eligibility. Such applications could result in an offer
of another service than the one applied. Juvenile delinquency is almost entirely addressed within a
child welfare treatment model (Levin, 1998). Teenage crime on the individual level is usually
redefined into individual psychosocial problems and subsequently a child protection matter. The
standard procedure for prosecutors or criminal courts is to hand over the youth to the CPA, without
any other legal sanctions imposed on the individual.

Examples of services provided by the CPA include counseling, parenting education, family-
based services, respite care, and out-of-home care.

2. Method
2.1. Study population

The selection and delineation of the study population was directed by three limitations in
availability of information that necessitated a local study. The first limitation is that national data
on all child protection clients do not exist. However, data on children in out-of-home care and
respite care are stored in a national database, which has been used to address issues of sample
representativity. The second is that legislation since 1981 mandates that all case files (except
documents related to adoptions and placements in out-of-home care) should be destroyed 5 years
after the last service provision. However, case files for children born on day 5, 15 or 25
irrespective of month and year are saved for research purposes. Thus, the only cases available for
a study on child protection prevalence using historical data, are individuals born on these dates.
Thirdly, families who become child protection clients tend to change residence frequently
(Hoglund Davila & Landgren-Méller, 1991; Sundell & Vinnerljung, 2004). In order to avoid
time-consuming searches for case files in all of Sweden’s 290 municipalities, data collection was
restricted to Stockholm (the country’s capital and largest city).

The study population includes children born on day 5, 15 or 25 between 1968 and 1975, who
lived in Stockholm from the child’s birth until the 18th birthday, without moving in and out of the
city (“permanent residents”; n=2260). In order not to make children in long-term foster care
underrepresented, children placed in long-term foster family care outside Stockholm (2=37) by
Stockholm CPA, was added if the primary guardian (in all cases the birth mother) was a
permanent resident in Stockholm during the placement. Thus, the final study population was 2297
children.

The national database on children who has received out-of-home care or respite care before age
18 was used to compare the 2260 children in the permanent resident group to (Table 1) children
who were born in Stockholm but moved away from the city before the age of 18 (n=2808),
children who were born outside of Stockholm, but moved to Stockholm at some time before age
18 (n=1627) and children who moved in and out of the city before age 18 (n=1907). In this
analysis the 37 long-term foster care children were excluded, since they are nested within the
three groups of migrant children. Children who were permanent residents were underrepresented
compared to the three migrant groups among Stockholm children who had been in out-of-home
care, %*(3)=104.06, p<.0001, in respite care, 3*(3)=15.80, p<.001, and among those that had
received at least one of the two types of services, x*(3)=93.75, p<.0001.
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Table 1
The representativity of study population

Permanent residents ~ Migrants 1~ Migrants 2 Migrants 3 All children

Sample size 2260 2808 1627 1907 8602
Male (%) 51 51 51 51 51
Out-of-home care (%) 3.0 52 5.5 10.3 5.8
Respite care (%) 1.2 1.6 23 2.6 1.8
Out-of-home and/or Respite care (%) 3.7 6.1 7.0 11.2 6.8

Permanent residents=Children born in Stockholm and permanent residents of Stockholm until the age of 18.
Migrants 1 =Children who moved from Stockholm before the age of 18.

Migrants 2=Children who moved to Stockholm before the age of 18.

Migrants 3=Children who both moved in and out of Stockholm before age 18.

The prevalence figure for out-of-home care and/or respite care in Table 1 for all Stockholm
children was 1.84 times higher compared to the corresponding figure for the permanent residents
(i.e., 6.8:3.7). Based on the hypothesis that this difference can be extrapolated to investigations
and other services, we multiplied the prevalence figures for the permanent resident group
(excluding the 37 long-term foster care children) with a factor of 1.84 to estimate prevalence rates
of investigations and total service delivery for all Stockholm children.

2.2. Data collection and measures

Included in the study are all referrals to the CPA that resulted in an investigation, and
henceforth the opening of a case file. Since the CPA is not required to register referrals that do not
result in investigations, the rate of started investigations in relation to referrals is impossible to
quantify.

The study is based on case file information that has been proven to be reasonably reliable (e.g.,
Shireman, Grossnickle, Hinsey, & White, 1990): date of investigation, referring party, type of and
opening/closing dates of all services provided to the child or family members (e.g., intensive
family services, counseling, parents’ drug abuse treatment, respite care). In addition, information
on type of problem (e.g., neglect, abuse, delinquency) initiating the investigation was included,
although the reliability and the completeness of this information is difficult to ascertain
retrospectively (Vinnerljung, 1996). Abuse was defined as alleged physical or sexual abuse.
Neglect includes all cases where the quality of parental care (physical or emotional) was seriously
questioned by child protection authorities, often in conjunction with reported parental substance
abuse or severe psychiatric problems (cf., Hessle & Vinnerljung, 1999). Each investigation and
service was coded separately, and were only included if they directly concerned a child in the study
population. Normally, referrals for suspected neglect or abuse for one child in a sibling group
resulted in case openings for all siblings, while investigations because of behavior problems
normally only concerned a specific child.

A limited number of case files (6%) lacked information on the exact time a specific service
started or ended. In the majority of these cases, it was possible to deduce the date by other
information (e.g., an ongoing service was considered to have ended when a new one started). In
the remaining cases, the starting date was set as the referral date.

According to representatives of the Stockholm city archives, some case files have most likely
not been delivered from local CPA offices to the archives. In addition, a small number of case files
have probably been erroneously destroyed or filed under the wrong name or birth date, thus
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making them lost for the study. It is not possible to quantity this attrition, but it is safe to assume
that child protection cases are somewhat underrepresented in the study population.

2.3. Ethical considerations

The study was approved by the Stockholm CPA and the Swedish Data Inspection Board (case
no. 1564-2000).

3. Results
3.1. Investigations and service delivery rates

The case file review found 667 investigations concerning 272 children; 162 (60%) who
received some form of services (Service group) and 110 (40%) that were only investigated (No-
service group). The service group were investigated an average of 3.2 times (S.D.=2.8)
throughout the childhood years, varying between 1 and 20 times, and the no-service group an
average of 1.4 times (S.D.=0.8), varying between 1 and 5 times (Fig. 1).

The average number of services received per child in the service group was 2.8 (S.D.=2.5),
varying between 1 and 16 service spells (time period with one or more ongoing services). Of the
162 children, 90 (56%) had two or more service spells. Of those with two service spells, 73% also
had a third service spell, of those with a third service spell, 65% had a fourth service spell and of
those with a fourth service spell, 79% had five or more service spells. Normally, new services
started shortly after the ending of a previous service spell. Of all 162 children who received and
terminated services, 30% received a new service within 1 year, 44% within 3 years, and 50%

Investigations
(N =667)

that resulted in
455 services

162 children 110 children
investigated investigated
with at least without any
one service service
provision provision
101 414 152
unsubstantiated substantiated unsubstantiated
investigations investigations investigations

Fig. 1. Children, investigations and services.
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Fig. 2. Substantiated re-referrals for different age groups.

within 5 years (Fig. 2). After that, few children received new services. New investigations
resulting in service provision were more frequent for children who were investigated the first time
before the age of 7; 33% received new services within 1 year, 53% within 3 years and 61% within
5 years. Of children who were investigated the first time between 7 and 12, 24% received new
services within 1 year, 52% within 3 years and 62% within 5 years. Of the teenagers, 25%
received new services within a year and 27% within 3 years.

3.2. Reported problems resulting in investigations and service delivery

Of the 272 subjects investigated by the CPA, 78% were subject of investigations for more than
one problem; 16% were investigated at least once because of child abuse, 39% because of neglect,
45% because of adolescent antisocial behavior (e.g., criminal offences), 31% because of school
problems (e.g., truancy) and 47% because of other problems (e.g., severe conflicts in the family).
Since children often were investigated for more than one problem, and frequently re-referred
throughout their childhood, the listing above exceeds 100%.

Only 35% of the investigations for antisocial behavior problems resulted in service provision,
whereas other types of problems more often lead to interventions, as for instance abuse (62%),
neglect (78%), school related problems and other problems (both 77%).

Of all 667 investigations, 19% were applications for services from someone in the family.
However, someone outside of the family (e.g., the police or a teacher) at one time or another also
reported the majority of these families. Of the 162 children receiving services, only 22 (14%)
were exclusively self-referred (service applications), and were never reported by another party.
However, of those 22 children, 12 were at least once in out-of-home care, and another 3 applied
for services because of neglect or abuse where the perpetrator was the spouse, thus indicating that
the majority of self-referrals brought serious problems to the attention of CPA.

Although 44% of the children (65% of the No-service group; 31% of the Service group) at
some time or another were investigated because of criminal offences or substance abuse, only a
minority, 15 of the 162 (9%), received services solely because of their offending behavior. The
other clients receiving services because of criminal offences or substance abuse had received
services earlier for other reasons or had been investigated for other problems as well.
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3.3. Annual prevalence

The proportion of the target sample that received services each year was approximately 2%
until the age of 13, then increased to 3% at age 17, and decreased to below 1% at age 20 (Fig. 3).
In order to estimate the annual prevalence for all children of Stockholm, including migrants,
prevalence in the study population was adjusted according to the statistics on out-of-home and
respite care (after having removed the 37 long-term foster care children, see the method section).
By multiplying the annual prevalence with the factor of 1.84 adjusted figures indicate an annual
prevalence of about 3% until the age of 13, then approximately 4% until the age of 17 and then
decreasing to 1% at age 20.

3.4. Childhood prevalence

The proportion of children in the study population that had been investigated at least once was
11.8% (8.6% for girls; 15% for boys) and 7% (5.8% for gitls; 8.3 for boys) had received some form of
services, either in-home or out-of-home-care (Fig. 4).

When adjusting these prevalence figures, our estimate indicate that approximately 19% of
children who lived in Stockholm sometime during their childhood years, were investigated by
child welfare authorities before age 18 (12% girls; 22% boys), and approximately 10% received
services (8% girls; 12% boys).

3.5. Service delivery

One quarter (26%) of the children received their first service before age 1, 29% at age 1-6,
13% at age 7—12 and 32% after age 12. Of those receiving services before the age of 7, 59% also
received services at age 7—12, and 49% at age 13—20. Of those that received services at age 7—12,
70% also received services later.

The average time from the first investigation to the last service provision was close to 8 years,
2832 (S.D.=2497) days, varying between 1 and 7353 days. Adding all services per child together,
average service time was 1784 days (S.D.=2178), equaling almost 5 years. The median service
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Fig. 4. Children investigated and receiving services (cumulative %).

time was 680 days (1.9 years). For approximately one-third of the children (35%) the total service
time was less than 1 year, for 31% it varied between 1 and 4 years, for 15% it varied between 5
and 9 years, and for 19% it was 10 years or more. The total service time did not differ significantly
between girls and boys, F(1,161)=2.69, p>.05.

Of the 455 services, 62% included various types of out-of-home care. Of the in-home-care
services, respite care (12%) and counseling (8%) were most frequent. Looking at the 162 children
who at least once received services after an investigation, 121 (75%) was in out-of-home care at
least once. Of those 121 children, 61 (50%) experienced two or more spells of out-of-home-care,
varying between 1 and 13 spells. In parallel, 102 out of 162 (63%) received in-home-care at least
once.

4. Discussion

This study reports on the prevalence of child protection investigations and services throughout
childhood in a representative sample of Stockholm children born between 1968 and 1975, who
resided in Stockholm between birth and the 18th birthday. Of those children, 12% were objects of
at least one child protection investigation during their childhood and 7% received services. These
figures are probably underestimating the true prevalence since all relevant case files have most
likely not been retrieved from the archives. Rates were extrapolated to all children living in
Stockholm at some time during their childhood, with the help of data on out-of-home and respite
care from a national population database. These statistical adjustments indicated that appro-
ximately 19% of all Stockholm children (12% of girls, 22% of boys) were objects of at least one
child protection investigation during their childhood. Approximately 10% received services (8%
of girls, 12% of boys).

As far as we know, this study is the first to investigate childhood prevalence of child protection
investigations and services. Thus, there is no way to know if the prevalence rates are unique for
Stockholm or whether they are applicable to other contexts as well. However, the rates of service
delivery point in the same direction as a Norwegian national population study (Clausen, 2000).
During an 8-year period, 5% of the Norwegian children received services, a rate that was
estimated to become 8% if the study had been extended to follow the study population until age
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18. A study on Cleveland children also reported high prevalence of CPA involvement in the
community: close to a third of all children in the county were likely to be objects of at least one
investigation before their 10th birthday (Sabol et al., 2004).

Where comparisons are possible, the Stockholm data are similar to what has been reported
from other countries. The annual extrapolated service rate was 3% for Stockholm children 0 to
13 years of age, and around 4% for 14 to 17 year olds. These figures are higher than cross-
sectional statistics from the United Kingdom (Great Britain H.M. Treasury, 2004) and Australia
(Ainsworth, 2002), but resemble data reported from the U.S. (U.S. Department of Health and
Human Services, 2004) and Norway (Kristofersen et al., 1996). Furthermore, 38% of the
Stockholm investigations did not lead to service provision, a substantiation rate close to what has
been reported from the U.S. (41%; U.S. Department of Health and Human Services, 2004) and
from Canada (45%; Trocmé et al., 2003). The rate of re-referrals leading to new services in the
Stockholm study was 30% within 1 year, 44% within 3 years, and 50% within 5 years. Those
figures correspond to previously reported rates from Sweden as well as from other countries. For
instance, in Sweden, Sundell and Vinnerljung (2004) reported 40% within 3 years, and in the U.S.,
Schuerman et al. (1994) found 40% re-referrals within 3 years, and Wolock et al. (2001) 61%
within 5 years. Of those Stockholm children receiving services, three out of four were at some time
in out-of-home care, and for more than a third, the total service time was 5 years or more. The
Norwegian study also reports that CPA services tend to be long lasting (Clausen, 2000). Between
1990 and 1995, 43% of children aged 0 to 5 received services all 5 years, 36% of children aged 6 to
12, and 12% of children aged 13 to 17.

All in all, the Stockholm childhood prevalence rates do not seem extreme when compared to
the Norwegian and Cleveland results. Given the similarities between Stockholm and other
western countries regarding substantiation rates, rates of referrals and annual prevalence, the high
childhood prevalence found in this study may not be an exclusive characteristic of Stockholm’s
child protection.

Several arguments suggest that high prevalence rates in Stockholm might still prevail. There
have been several changes in Swedish legislation and practice that may have pushed prevalence
rates upwards instead of reducing them. The sample describes child protection during the 1970s
and the 1980s, when sexual abuse was mostly unknown (Martens, 1989), which is confirmed by
only 3 of our 272 children being referred because of suspected sexual abuse. Furthermore,
legislation from 1979 outlawing corporal child punishment has possibly extended the target group
of child protection. In 1998 the mandatory reporting of child abuse and neglect was accentuated,
thus probably increasing the number of referrals. The delimitation of the study population to
children born in Stockholm 1968—1975 has largely excluded children of refugees and immigrants
(mostly arriving in the 1980s and the 1990s), a group that during the 1990s were twofold over-
represented among children placed in out-of-home care age 0—12, and even more among
adolescent placements (Lundstrom & Vinnerljung, 2001).

The high prevalence of investigations and services does not seem to be a result of the family
support orientation of Swedish child protection, or mainly a consequence of the inclusion of
juvenile delinquency in agency jurisdiction. While true that a substantial minority in the service
group received services after parents applied for services on some occasion, the majority of these
children also were objects of interventions after referrals from other agencies, or after inves-
tigations initiated by the CPA themselves. Most children in the service group also had experienced
out-of-home care. Only 7 of 162 (4%) of children in the service group received in-home services
after applications from the parents. True also, that a substantial proportion of the referrals dealt
with juvenile delinquency and suspected substance abuse, but the proportion that received services
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for no other reasons than adolescent antisocial behavior is again small, only 9%. When excluding
those two types of cases, the adjusted service prevalence rate is still close to 9%.

Irrespective of the lack of exactness in extrapolated point estimates, the results indicate high
prevalence rates, especially given the generally high living standard of Sweden during the
examined era, combined with a generous general welfare system making poverty, a well-known
risk factor for abuse and neglect (e. g., Hawkins et al., 1998; Sidebotham, Heron, & Golding,
2002), a rare phenomena. The rates also seem high, considering that abuse cases are substantially
less common than in U.S. and U.K. studies (Sundell & Egelund, 2000).

There are several possible explanations for the high prevalence rates. First, for decades
Swedish family and social legislation has had a strong emphasis on the welfare of children. This
in combination with Sweden being a wealthy society with a large public sector, may explain that
CPA have expanded continually over time, even during times of economic recessions (Hessle &
Vinnerljung, 1999). Second, several observers from abroad has noted that Swedes tend to have a
stronger belief in the legitimacy of state interventions in families, compared to other countries
(Gould, 1988; Weightman & Weightman, 1995). Third, the vague definitions of neglect and
abuse, in combination with the earlier two explanations and a strong local professional influence
in defining target groups of child protection, may have contributed to an expansion of perceived
child protection jurisdiction through a process of “diagnostic inflation” (cf., Dingwall, 1989). This
explanation is verified by wide variations of target groups in Swedish CPA practice, both over
time (Lundstrom, 1993) and between local CPA authorities (e.g., Brunnberg, 1993; Sundell &
Karlsson, 1999; Wiklund, 2006).

The results indicate a need for further research into childhood prevalence of CPA activities
(i.e., referrals, investigations and service delivery) through cohort studies. This approach offers a
wider perspective than annual cross section data on the scope and nature of child protection
agencies’ involvement in local and national communities, information that today is largely non-
transparent for most legislators and policymakers as well as for the general public. These types of
cohort data are also useful for monitoring variations over time, as a valuable complement to cross-
sectional or annual statistics. The Stockholm results, as well as the Norwegian (Clausen, 2000)
and Cleveland findings (Sabol et al., 2004), might serve as a basis for a political discussion about
the extent of CPA’s mission and societal mandate, and also of CPA evolvement over time. How
far-reaching can and should CPA legislation and practice be, if popular legitimacy and support are
to be maintained? What should CPA priorities be? Sabol and colleagues (2004) discuss this
problem in the framework of how an extensive CPA surveillance may affect how prevention
programs are perceived by families in minority communities. Also, a child protection system of
the magnitude found in Stockholm and Norway, requires extensive funding for staff and services.
Several scholars have asked whether this money could be better spent, if the goal in to increase the
welfare of vulnerable children in a country or local community (e.g., Ainsworth, 2002).

4.1. Methodological issues

Some caution is required in interpreting the study findings. According to representatives of the
Stockholm city archives, some case files have most likely been lost due to administrative errors.
Identified child protection cases are thus likely to be underrepresented in the study population,
probably lowering prevalence rates. Another limitation is that although the sample includes more
than 2000 children, the referred group consists of only 272 children, thus producing rather
unstable prevalence estimates when broken down by gender. A third limitation is that the only
available data were case files for children born day 5, 15 or 25 irrespective of month and year, in
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effect excluding siblings born on other dates. Henceforth, the data precludes the possibility of
studying CPA’s involvement on a family level. Neglect and abuse allegations tend to result in
Swedish CPA’s initiating investigations on all siblings in a family, while reports of behavioral
problems of an individual child usually does not. This problem adds to the earlier mentioned
underestimation of CPA involvement in the population. A fourth limitation is that the study for
practical reasons was based on continuous residents of Stockholm, thus producing under-
estimated prevalence rates compared to children who either moved to Stockholm or moved away.
Attempting to correct for this, prevalence rates were adjusted for with the help of national data on
out-of-home and respite care. The validity of these extrapolations is dependent on the accuracy of
this adjustment procedure, which is uncertain like in all cases of extrapolation. The extrapolated
rates are not to be mistaken for exact figures and should be regarded with some caution. Finally,
no reliable data is available on the parents of the cohort children. Therefore no comparisons can
be made between families with and without CPA contacts. Nor is it possible to calculate the
influence of socio-economic factors for families becoming CPA clients. This type of information
was not included in the case files, and was impossible to reconstruct retrospectively.
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Multisystemic therapy with conduct-
disordered young people: stability of

treatment outcomes two years after intake
Cecilia Andrée Léfholm,’ Tina Olsson, Knut Sundell and Kjell Hansson

The transfer of successful interventions between different contexts is of increasing interest to
policy makers, practitioners and researchers.This study considers the findings of a Swedish trial
of multisystemic therapy (MST) in relation to the findings of other such trials in the US and
Norway. The trial assessed treatment outcomes two years after referral to MST or treatment
as usual (TAU) for 156 young people meeting the diagnostic criteria for conduct disorder A
mixed factorial design was used.With an intent-to-treat approach, the results showed a general
decrease in psychiatric problems and antisocial behaviours among participants across treatments.
There were no significant differences between the two groups, and the lack of treatment effect
did not appear to be caused by site differences or variations in programme maturity.

Introduction

The outcome of public interventions for vulnerable populations has become an
important issue in Sweden’s social policy agenda. Services for young people with
serious behaviour problems constitute an important area due to the costs and failures
associated with both in-home services (Sundell et al, 2000) and out-of-home care
(Sallnis et al,2004) for this special group of young people.As a result, during 2002-03,
several local child welfare authorities turned to multisystemic therapy (MST) as an
alternative intervention for adolescents with behaviour problems.This was due, in part,
to MST’s extensive research base (for review, see Sheidow and Henggeler, in press).

The effectiveness of MST in Sweden as implemented within the normally operating
social services was assessed after seven months (Sundell et al, 2008) with surprising
results: MST performed no better or worse than those interventions usually available
for young people with severe behaviour problems. However, several studies have
suggested that treatment effects for this therapy may emerge only between 12 and
18 months after referral (Borduin et al, 1995; Barnoski, 2004; Schaeffer and Borduin,
2005). Accordingly, this article reports on 24-month post-referral outcomes of MST
in reducing young people’s behaviour problems as compared with treatment as usual
(TAU) provided within the normally operating social services.

MST is an intensive family- and community-based treatment for adolescents
with serious clinical problems that include criminal behaviour, violence, substance
abuse and serious emotional disturbance (Henggeler et al, 2007). In the home and
community, MST provides service delivery based on the family’s needs, and therapists
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are available 24 hours a day, seven days a week. Length of treatment usually ranges
from four to six months. By working with parents, teachers and others, MST aims to
restructure a young person’s ecology to support pro-social development and decrease
delinquent behaviour.

In the US, research on the effectiveness of MST has shown positive results in both
the short term (Borduin et al, 1995; Henggeler et al, 1997, 1999, 2006; Rowland et
al, 2005; Timmons-Mitchell et al, 2006) and the long term (Henggeler et al, 1992,
1997,1999; Borduin et al, 1995; Schaeffer and Borduin, 2005; Timmons-Mitchell et al,
2006) when compared with alternative treatments, in reducing criminal behaviour and
violence, substance abuse and serious emotional disturbance, as well as in improving
family relations and functioning. Similar positive short-term (Ogden and Halliday-
Boykins, 2004) and long-term (Ogden and Hagen,2006; Ogden et al, 2007) treatment
results have been reported from Norway. An unpublished study from Canada, however,
was unable to successfully replicate treatment results (Cunningham, 2002).

Meta-analytic reviews of MST have produced contradictory results. For example, a
meta-analytic review of eight randomised controlled trials failed to produce findings
that MST is more effective than other services in preventing restrictive out-of-home
living arrangements, reducing arrests or convictions or improving youth and family
functioning (Littell et al, 2005). This result has been openly debated (Littell, 2005,
2006; Henggeler et al, 2006; Ogden and Hagen, 2006). Another meta-analysis of 11
MST outcome studies (Curtis et al, 2004) showed an average effect for MST (d = .55),
with larger effect sizes in efficacy studies (d = .81) than in effectiveness studies (d =
.26).This result, as well as the overarching quality of published reviews of evidence-
based practices, has recently been challenged (Littell, 2008).

The transfer of treatments that have been found to be successful in efficacy
studies to a community social services context faces several challenges. For example,
developers do not have the same opportunities to influence implementation, or
the same degree of decision-making authority that they had while conducting the
clinical trials (Schoenwald and Hoagwood, 2001). Threats to treatment fidelity are
also of concern. For example, research has found variation in adherence to the MST
treatment model related to demographic as well as functioning variables at both
the client and organisational level (Schoenwald et al, 2003). The ability to replicate
effects when transferring behavioural interventions is also complicated by variations
in international contexts such as the relative breadth of social problems, government
involvement in service provision, and social awareness (Epping-Jordan, 2004).

Results from the previously reported short-term outcome study (Sundell et al,
2008) conducted in Sweden showed a general decrease in psychiatric problems and
antisocial behaviours among participants across treatments after seven months. In
addition, the results showed increased youth social competence, sense of coherence
and improved parenting skills. There were no significant differences in treatment
effects between the two groups. The lack of treatment effects did not appear to be
caused by site differences or variations in programme maturity, and although MST
treatment fidelity was lower than that of other studies (Letourneau et al,2002), fidelity
measures were not clearly related to the treatment outcomes reported. The goal of
the present study is to investigate the stability of the previously reported treatment
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outcomes 24 months after randomisation. Specifically, it investigates the treatment
outcomes of young people receiving MST as compared to youths receiving TAU
and whether the effect of MST can be explained by programme treatment fidelity,
programme maturity and various demographic and/or clinical variables.

Method
Design

A 2 (treatment type: MST vs TAU) x 2 (time: pre-treatment vs follow-up after 24
months) x 6 site (MST-team) mixed factorial design was used with a 50/50 random
allocation between MST and TAU groups. Data were collected before randomisation
and approximately 24 months after randomisation. The average time between pre-
and post-measurement was 741 days (SD = 18).There was no significant difference
between MST and TAU groups, F(1,138) = 0.77, p >.05.

Participants

The target group was defined as young people aged 12—17 who fulfilled the criteria for
a clinical diagnosis of conduct disorder according to the Diagnostic and statistical manual
of mental disorders (4th edition, text revision) (DSM-IV-TR) (American Psychiatric
Association, 2000) and whose parent(s) or parent surrogate(s) were motivated to
engage in an intervention. Exclusion criteria were:

*  ongoing treatment by another provider;

e substance abuse without other antisocial behaviour;

e sexual offending;

* autism, acute psychosis or imminent risk of suicide;

* the presence of the young person in the home constituted a serious risk to the
young person or the family.

The sample consisted of 95 boys (61%) and 61 girls (39%) with a mean age of 15.0
years (SD = 1.35). At study intake, 67% of the young people had been arrested at
least once and 32% had been placed outside of the home at some point during the
six months before study intake. All the young people spoke Swedish.

Of the families involved in the study, almost half (47%) were not of Swedish
heritage and spoke a language other than Swedish in the home, 13% had at least one
parent who was born in a country other than Sweden, and 40% had two parents of
Swedish descent. Although these proportions are twice as high as the percentage of
immigrant young people in the 27 local authorities (25%) covered by the study, they
reflect both the increased risk for juvenile delinquency among immigrant young
people (Pettersson, 2001) and the cultural make-up found in cross-sectional samples
of child welfare service recipients in Sweden (Sundell et al, 2007). The majority
of families with non-Swedish heritage were from Asia (n = 30), Europe outside
of Scandinavia (n = 25) and Africa (n = 14). A large majority of the young people
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(67%) lived in a single-parent home. Of the mothers, 18% had a college education
and 51% were unemployed. Of the families involved, 61% lived entirely or in part
on social welfare grants.

Referral and randomisation

The child welfare services in 27 local authorities from Sweden’s three largest cities
— Stockholm, Géteborg and Malmé — and one town — Halmstad — served as the
recruiting area for the study. They were served by six MST teams, and referrals to
the research evaluation started after each team had completed between five and ten
cases.

All young people referred to the study during a 12-month period starting in
March 2004 had been screened by a social services caseworker for conduct disorder.
The screening procedure was such that the individual’s social worker reported to
the research and MST staft if the young person engaged in at least three of the
15 problem behaviours detailed in the DSM-IV-TR. The timing of the problem
behaviours was also recorded. According to the DSM, at least one of the identified
problem behaviours should have been present during the previous six months with
the remaining two present within the prior 12 months. In addition, ongoing contact
with the social services implies that the problem behaviour was serious enough to
have a negative social effect and/or cause difficulties in school or at work.The young
person fulfilling the diagnostic criteria as assessed by their social worker were then
referred to the study. No information is available on how many young people were
originally screened.

The decision as to whether the young people fulfilled the study criteria was made
jointly by MST and research staff. The families who met the criteria, and in which
both young people and their parents/guardians agreed to participate, were asked to sign
an informed consent form and fill in baseline data collection instruments. A total of
168 families were asked to participate in the study, and 156 (93%) accepted the offer.
Research assistants administered the assessment battery to families in their homes,
and young people and parents with reading or writing difficulties were helped by
the research staff. In 36 cases (MST = 18;TAU = 18), data collection was aided by an
authorised interpreter. Families were paid US$25 for each completed assessment. All
forms and consent procedures were approved by the Review Board at the National
Board of Health and Welfare, Stockholm.

Randomisation of young people to MST or TAU took place immediately following
initial data collection. After research staff received completed instruments from both
the young person and parent, research staff opened a sealed and numbered envelope
that contained the results of the computer-generated randomisation for that specific
young person. In a central location separate from the data collection locations, the
contents of the sealed envelopes were determined before the referral process began,
and the principal investigator was the only member of the research team to have
access to the randomisation sequence. To ensure that all sites were operating with
approximately the same number of MST and TAU cases, the sites (N = 6) were used
as a blocking variable. The research team was independent from MST.
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Interventions

Those young people randomised to the MST group were immediately put into
contact with the local MST team. Families and young people who participated in
MST were served by a programme licensed by MST Services Inc., Charleston, South
Carolina.Weekly expert consultation via telephone, quarterly onsite booster sessions,
and biannual implementation reviews were provided by the MST consultant in
charge. The onsite MST supervisor delivered supervision and programme direction
according to the MST Supervisory Manual (Henggeler and Schoenwald, 1998) and
the organisation adhered to the MST Organizational Manual (Strother et al, 1998).As
an additional measure of quality assurance, therapist adherence to the nine principles
of MST was assessed with caregiver reports on the 26-item MST Therapist Adherence
Measure (Letourneau et al, 2002).

Each MST team consisted of a clinical supervisor and three to four therapists,
totalling six clinical supervisors and 20 therapists. All 20 therapists had a professional
education equivalent to a MA or BA degree in social work (n = 17), psychology (n
= 2) or educational sociology (1 = 1).Twelve of the therapists had additional training
in either family therapy or cognitive behavioural therapy.

Of'the 79 young people who were assigned to the MST group, 75 started the MST
treatment. The MST team was unable to engage two of the families in treatment: one
young person was placed in residential care on account of an event that occurred
before the beginning of the MST treatment, and one was sent back to their home
country by the family. Of the 75 families who started treatment, 17 (23%) used an
authorised interpreter.

Young people and families were enrolled in MST for an average of 145.8 days
(SD = 51.6). According to data that were reported to MST Services, 55 of the 75
cases (73%) were discharged on the basis of the mutual agreement of the primary
caregiver(s) and the MST team. This is similar to the average treatment completion
rate (74%) for MST programmes worldwide (personal communication from Scott
W. Henggeler, 19 May 2006). The reasons for premature termination of a MST
intervention included:

* the inability of the MST team to engage the families in the treatment (n = 9);

*  youth placement in a detention centre because of ongoing delinquent behaviour
(n=18);

* youth placement in a detention centre as a result of an event or offence that
occurred before the beginning of MST treatment (n = 2);

e administrative issues or decisions by the funding source unrelated to the progress
of the case (n = 1).

These young people were not excluded from receiving additional services if: the
service was provided within the context of a MST intervention (for example
toxicology screening); it was determined that the youth was in need of additional
services after a completed MST intervention; or the youth did not complete the full
MST intervention and it was determined that a new intervention was needed.
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Fidelity to MST model

Fidelity to the MST treatment model was measured with the Therapist Adherence
Measure (TAM), with information on the TAM collected from the MST services
web page (www.mstinstitute.org). In this study, TAM scores were available for 160
interviews with 60 families. The mean TAM score was 4.00 (SD = 0.61; range 1.73
to 5), approximately one standard deviation lower than that reported in a US study
(Letourneau et al, 2002).The average Swedish TAM scores did not differ significantly
between the six MST teams, the first 30 and last 30 included cases, families of
Swedish and non-Swedish heritage, or families where the MST treatment relied on
an authorised interpreter and where such an interpreter was not used (Sundell et

al, 2008).
Treatment as usual

Young people assigned to the group receiving TAU were referred back to social
services for determination of interventions other than MST. The range of usual
services was available to these families, and decisions regarding the appropriateness
of services were made jointly by case workers and the families involved in the study.
The most common intervention received by this group directly after randomisation
was individual counselling (one to two hours every other week) provided by the case
manager or a private counsellor and financed by the Social Welfare Administration
(n = 20). The second most common was family therapy (n = 16). Other TAU
services included mentorship in which non-professional volunteers spent time with
the young person (normally 10 hours a month on two or more occasions; n = 12),
and out-of-home care, primarily residential (n = 8). Less frequent services were
Aggression Replacement Training (ART) (n = 4), addiction treatment (n = 2) and
special education services (n = 2). It was not possible to approximate any treatment
fidelity within the TAU group.

Attrition

Of the 156 families that entered the study, nine (6%) withdrew from the evaluation
during the two-year follow-up period. In addition, 11 young people (six MST;
five TAU) and six parents (five MST; one TAU) refused to complete the follow-up
questionnaire, although data provided either by the parent or the young people were
collected. The nine complete dropouts did not differ significantly on any of the
social background measures, psychological pre-test measures or behavioural pre-test
measures from the 147 who completed the measurements at 24-month follow-up. In
addition, the 16 young people and 15 parents who did not complete the follow-up
questionnaire did not differ significantly from the 140 young people and 141 parents
who did. In this study, there were also six young people (two MST; four TAU) who
did not receive any services. They did not differ on any of the above characteristics
from those 150 young people who received services during the follow-up period.
Figure 1 presents in diagrammatical form the process through the phases of the study.
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Figure |I: Flow diagram of the process through the phases of the study

Referred to study

»| Refused to participate

(N =168)
A4
Randomised
(n = 156)

(n=12)

:

Allocated to MST
(n=179)

Received allocated intervention
as intended (n = 55)

Prematurely terminated
intervention (n = 20)

Did not receive allocated
intervention during seven month
follow-up (n = 4)

Received additional interventions
during 24-month follow-up
(n=177)

4

Included in follow-up after 24
months (n = 75)

Lost in follow-up (n = 4)

Partly lost in follow-up (n = 7)

A4

Analysed (n = 79)

Excluded from analysis (n = 0)

Allocation

24 month
follow-up

Analysis

:

Allocated to treatment as usual
(n=177)

Received allocated intervention
as intended (n = 48)

Prematurely terminated
intervention (n = 16)

Did not receive intervention
during seven month follow-up
(n=8)

Received additional interventions
during 24-month follow-up
(n=73)

Included in follow-up after 24
months (n = 73)

Lost in follow-up (n = 5)

Partly lost in follow-up (n = 6)

A

Analysed (n = 77)

Excluded from analysis (n = 0)

Evidence & Policy * vol 5 * no 4 ¢ 2009 « 373-97 « 10.1332/174426409X478752




380 Cecilia Andrée Lotholm et al

Measures

Key youth and caregiver outcomes were assessed with multiagent and multimethod
assessment batteries.

Child Behaviour Checklist (CBCL) and Youth Self-Report (YSR)

Youth symptomatology was assessed with caregiver (CBCL) and adolescent (YSR)
ratings (Achenbach, 1991a, 1991b). The CBCL and the YSR each consist of 113
behaviour problem items applicable to children aged 4 to 18 and include three broad
behaviour problem scales (Internalising, Externalising, and Total Behaviour Problems).
This instrument has been translated into Swedish and has demonstrated acceptable
reliability and validity in Sweden (Broberg et al, 2001). For this sample, the internal
consistency was high (.88<=a<= .96).

Sense of Coherence (SOC) Scale

Young people reported their SOC through a shortened version of the SOC Scale
(Antonovsky, 1987), which consists of 13 questions (a high value indicates a high
SOC). These assess the extent to which a young person experiences their life as
comprehensible, manageable and meaningful. SOC is part of the resilience concept
and is a measure of a protective factor. The test has been validated with Swedish
samples (Hansson et al,2003). For this sample, the internal consistency was acceptable
(o =.78).

Self-Report Delinquency (SRD) Scale

Young people completed the SRD Scale (Elliot et al, 1983), which consists of 40
questions designed to measure covert and overt antisocial behaviour pertaining to
violence, general delinquency and status offences. The internal consistency in the
present sample was high (o0 = .92). In addition, social workers and parents were
requested to report on the number of police reports involving the young people.

Alcohol Use Disorder Identification Test (AUDIT)
The AUDIT consists of 10 questions that assess risky alcohol consumption, dependency
and alcohol-related harm (Babor et al, 1992). AUDIT has been translated into Swedish

with demonstrated acceptable validity (Bergman, 1994). For this sample, the internal
consistency was high (o0 = .88).

Drug Use Disorder Identification Test (DUDIT)

The DUDIT is an 11-item self-report screening instrument with a high level of
reliability and validity (Berman et al, 2005) that focuses on current drug-related
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problems, excluding alcohol. Internal consistency in the present sample was high (o

=.93).
Pittsburgh Youth Study (PYS)

One subscale from the PYS (Keenan et al, 1995) — Bad Friends — was used to measure
relationships with antisocial peers by young people’s responses to five questions about
the deviousness of the young people’s friendships. This measure was found to have a
moderate level of internal consistency in the current sample (o0 =.71).

Social Competence with Peers Questionnaire (SCPQ)

Youth social competence was measured through caregiver and adolescent ratings
on the SCPQ (Spence, 1995). This instrument assesses the consequences of social
interactions with peers. The youth version of the instrument has 10 items (o0 = .77)
and the parent version has nine items (a0 = .84).

Social Skills Ratings System (SSRS)

A scale was adapted from the SSRS (Gresham and Elliott, 1990) to assess a broad array
of social skills. Ten items were selected from the student version of this scale to assess
cooperation, assertion, responsibility and self-control. On the basis of the Norwegian
results (Ogden, 2003), the response scale was modified from three to four points. The
internal consistency in the current sample was acceptable (o0 = .72).

Social services

Information on services was based on case file reviews, focusing on data that can be
considered reliable (Shireman et al, 1990), including type and opening/closing dates
of placement of young people, and other social services provided to the young people
or family members such as intensive family services, counselling, special education
services and mentorship.

Parenting skills

Young people described parenting skills with the help of 30 questions adapted from an
unpublished longitudinal study by Hikan Stattin (Orebro University), which focuses
on parental knowledge, parental monitoring, youth disclosure, parental coldness and
parental positive response. Caregivers answered 15 similar questions. The internal
consistency in the present sample of young people (o0 = .74) and parents (o0 = .74)
was moderate.
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Mother’s mental health

Mothers (in one family the father completed the instrument as he was the guardian)
completed the Symptoms Checklist—90 (SCL-90) (Derogatis and Cleary, 1977).The
SCL-90 consists of 90 questions that measure nine symptom constructs within one
global index (Global Severity Index: GSI). In a Swedish study, alpha coefficients for
the nine subscales ranged from .81 to .91 (Fridell et al, 2002). In the present study,
the GSI showed high internal consistency (o0 = .98).

Imputations

Because missing values on single items were relatively infrequent (in most cases 1-3%
of the entries in the data- set), single variable imputation was used (Widaman, 2006).
The assumption that the data were missing at random was supported by the fact that
the two groups did not differ at the baseline on either demographic or psychosocial
characteristics. We imputed missing values using the Statistical Analysis Software
(version 9.1.3) multiple imputation procedure with the Markov Chain Monte Carlo
(MCMC) method following the recommendation of Rubin (1987, 1996), Schafer
(1997) and van Buuren et al (1999).The imputation of missing values did not result
in significant differences in results.

The number of missing subjects at follow-up varied according to which assessment
instrument was being used; between 16 (10%) and 17 (11%) for young people and
between 15 (10%) and 25 (16%) for guardians was recorded.

Statistical analyses

We examined baseline differences between treatment conditions on demographic
and psychosocial variables using a chi-square test for categorical variables and one-
way analyses of variance (ANOVA) for continuous variables. Data were analysed by
intention to treat: all randomised participants were included in the analysis under
their original group assignment. Repeated measures analysis of variance and chi-
square analyses were used to test the effectiveness of MST 24 months after intake on
all measures except school attendance, police arrests and clinical group membership
based on level of clinical severity. In these instances, chi-square was used. Effect sizes
(Cohen’s d ) were calculated by taking the difference in pre- to post-measure means
for each group and dividing these by their pooled standard deviations of pre- and
post-test values (McCart et al, 2000).

An additional indicator of practical significance is change in the number of young
people scoring in the normal range on psychiatric measures. CBCL total problem
behaviour scale scores and YSR total problem behaviour scale scores (113 items each)
were therefore calculated and compared to normal range scores. The cut-oft points
for the normal range were scores of more than two standard deviations above the
average for a cross-section of young people in the same age range (Larsson and Frisk,
1999; Broberg et al, 2001).
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Multiple regression analyses were conducted to evaluate the effect of potential
moderators of MST effectiveness on each of the outcome measures.With an alpha set
at .05 and a sample size of 156, the power of detecting an effect size of .26 — the average
effect size for key outcomes in published MST trials (Curtis et al, 2004) — was .95.

Results

Baseline comparisons

Guardians in the MST group (M = 0.97) tended to exhibit more mental health
symptoms than the guardians in the TAU group (M = 0.77), F(1,147) = 3.74, p<
.055.The average number of young people with an early onset of behaviour problems
(before the age of 13) was, according to the caregiver, higher in the TAU group
(64%) than in the MST group (42%), a*(1) = 6.83, p< .01.These differences had
no moderating effect on treatment outcomes when used as a covariate. No other
significant differences existed between treatment and control groups on demographic
or psychosocial variables.

Treatment outcomes

Table 1 presents the ANOVA results (including group means, standard deviations and
effect sizes). As stability in treatment outcome effects are the focus of this study, only
F and p values are presented for the interaction between time and group as well as
the time effect.

Youth psychiatric symptoms

According to guardians, young people in both groups improved their mental health
between pre-test and 24-month follow-up in that their psychiatric symptomatology
scores decreased. Young people in both groups also reduced their self-reported
externalising problems and their SOC scores increased. In contrast, young people’s
self-reported internalising symptoms (Y SR, internalising) did not change significantly
over time. There were no statistically significant differences between the MST and
TAU groups. This was true for CBCL and YSR measures as well as the SOC scale.

Youth delinquent behaviours

Youths in both groups reduced their self-reported delinquency (SRD) significantly
between pre-test and follow-up.There were no interaction effects for time and type of
intervention. These figures were corroborated by police data, which showed a decrease
in the number of young people arrested during the six months prior to data collection.
The reduction was equivalent across groups. At pre-test, 58% of the young people had
been arrested during the six-month period prior to randomisation (MST = 59%;TAU
= 56%), 0*(1) = 0,21, p > .05, compared with 28% during the six months prior to
24-month follow-up (MST = 33%;TAU = 23%), a’(1) = 1,75,p > .05.

Evidence & Policy * vol 5 * no 4 ¢ 2009 « 373-97 « 10.1332/174426409X478752



Cecilia Andrée Lofholm et al

384

a-  s¢ o gr
61" LT— 80—
€0 €€ 9¢

o= ¥ ¥’
€l 98 6F
so° Tl LI
60" LT 9¢

61— L6 8L

¥0— 6 SE

81— 9

|ensn se juswiiead|

100°

S0’

100°

S0’

1000

su

1000

1000°

1000

1000

88'8

LSE

ST8

we

£/°0C

il

20l

Sy'Scl

€8'%S

0’y

su

su

su

su

su

su

su

su

su

su

¥T0

090

9L°0

1T0

890

810

1T0

9I'l

Ly’

870

(01°¢)

SSI LO°]
(08°2)

SS| 16'9
()

S5 SYEE
(sps1)

SSI - 6£T9
(czon)

SS1 T80T
(zson)

SS1 - 8LEl
(£6'0€)

SSI 0S'SS
(9901)

9sI 9091
(9e'6)  (9576)
951 150l
(120

951 09°6€

(VAW
6v'C
(£T9)
¥0'S
(09°09)
18'8F
(ozel)
76'8S
€1
(A7
(z1'6)
%I
(££'80)
09°€9
(V24 4))
SeLT
(85°6)
9%l
(96'67)
8L°€9

(£0°9)
w5l
(243)]
v19
(99'9%)
¥9°6T
(8L%1)
9179
(9z°6)
89'8|
(0£2)
€T
(€0€D)
018
(8¥€l)
S9'61
(€9°2)
6111
(6T¥€)
W6'Sh

(889)
¥
(999)
15§
€1y
65
(8s°€l)
1709
(reon)
99'€T
(168)
S9°CI
(€6'52)
9695
(ssz)
9867

81l
(£+'990)
LE99

(4anoA) sauods med sduspuadsp 3niqg

(4anoA) saa00s med sduspuadsp [oyod|y

(yanoA) A>uanbuijap pariodai—jjes

(yanoA) adua43Y0d JO 3suag

(yanoA) swordwis uisijeusaxy

(y3noA) swoadwiks Buisijeulsiu|

(yanoA) [eror/swordwiAs dLneiydhsy

(4aA180.e0) swordwAs Buisijeulsixy

(4oA13a.e0) swoadwis Suisieulsiu|

(4aA180.e0) |303/swordwAs dLeIydAsd
:3|qEIIBA

I e

SIZIS JD3)J9 PUE SIDJYPYD dWIJ ‘SII3YD JUSWIIEJ) ‘SUOIIIPUOD JUSWIIE)

y3oq 4oy (Z awi]) dn-mojjoj yyuow-p7 e pue (] dwi] ) Juswiied.t)-a4d je suoiJeIASp pJepue)s pue suedly :| d|qeL

Evidence & Policy * vol 5 * no 4 * 2009 « 373-97 « 10.1332/174426409X478752



385

Multisystemic therapy with conduct-disordered young people

panunuod
(o1e) 1y (o9 (88'3)

U= ST €' 1000 888 su $TO SSI L0 6ve TSI ¥ (ynoK) sau0ds meu aduapuadap 3nig
(ogs) (9 GTe) (999)

6I° LT— 80— SO LSE Su 090  SSI 169 y0s  ¥I9 1SS (y2n0KA) sa.0ds me. 23uspuadap [oyody
(rzy)  (0908) (999%)  (e1Th)

€00 €€ 9¢ 100" ST8 SU 9,0 SSI SHEE  /[88F +96L 65t (yanoA) Asuanbuijap pantodai—jlag
(sy's1)  (ozen) (8zv1)  (85°€l)

0l— ¥ ¥I° SO TTE SU |TO SSI 6€T9 6B  91'T9 1709 (yanoK) @duaayod Jo asuag
(zzor) (1)) (9ze)  (we0l)

€' 9€  6¥ 1000 €¥0T SU 890 SSI T80T  OL¥T 898l 99°€T (yanoA) swordwis Buisijeusixg
(zson)  (re) (ogL) (168)

0} LI’ su  9p'| su 8’0 SSI  8LEl 9%vI €Tl S9°CI (yanoA) swordwis Buisieuaiul
(L60g) (1£80) (c0€d) (g6'50)

60" LT 9€ 10000 ¥TOl su 1TO SSI 0SS 09€9  0I'8y $6'95 (y2noK) [e303/swiordwids dLneIyAsy
(9901) (T1) (syel)  (ssTi)

61— L6° 8L 1000° SK'STI SU 91l 951 9091 SELT  S96l §8'6T (41ani3a.e0) swordwiAs Suisijeusaaxg

(9e'6)  (956)  (856) (€972

¥0—  6€  SE€ 1000° €8%S SU ¥l 91 1§50l 9yl 6IlI 8l¥l (4om18a.e3) swordwiks Buisijeusaiul
10 (9660) (6Tve)  (Lh90)

8l'— S8 L9 1000° ¥O'l¥ SU 8TO 951 096E  8L€9 T6'SH LE'99 (42A135.1e0) [20/sW103IdWIAS DLITRIYDASY

walnvifisw] d [ 4 [ d]d4 ] v Jeouwn] ioun frown] joun | RIqeLeA
R I T

panunuod :| ajqeL

Evidence & Policy * vol 5 * no 4 ¢ 2009 « 373-97 « 10.1332/174426409X478752



Cecilia Andrée Lofholm et al

386

8¢ €€ 19" 1000° O0S°€C su 99|

'u su

BU su

L4 R A AN 0"  SO¥  su SI'0

SONRCat) N RGO

LI'= 0§ €€ 1000 9691 su 610

6C— 6C 00 S0° e su Ly

0c—- o 0T S0°  6Ck  SU 6EC

10" LT= 9T— 2851 N IS G0

[ensn se Juswiea.]

9s1

9s1

9sI

9s1

9sI

S§1

9s1

SS|

SS1

(85°0)
150
('s00)
9'L0¥
(474]
¥'STl
(9%°0)
S9T
(s90)
0€°€
(z90)
06T
(1£0)
90°€
(V240)}
0€'€
(¥80)
87T

(090)
LLO

(15°0)
€LT
(89°0)
vI€
(85°0)
€9
(s20)
¥8T
(6+°0)
0l'€
(890
90T

(990
790
(I'v€0)
¥'85€
12
6Tl
(s5°0)
YLT
(690
€1'e
(95°0)
98T
(69:0)
Y0'E
(s50)
LTE
(680)
W

(99°0)
1610

(¢s0)
98T
(090
90°€
(s5°0)
19T
(19:0)
86T
(8¥°0)
(43
(€90
61T

"I SN SINOAR) SIOUDIBYIP SIZIS 193)4d DANISO , DI0N

(auaued) yajesy |eausw sJayio

SOIAIDS UM sheQ

3.JBd aWOY-Jo-1n0 Ul ske

(ausued) Suluonouny Ajiwey

(yanoA) Suiuonouny Ajiweq

(yano) $ysS s|Ipis [e120S

(3uaued) OJDS s49ad yam ssusadwod [eidos

(yanop) OJDS s49ad Yam sdus1adwiod [e1pog

(yanoA) sAd s49ad [eposnUY
:3|qRIIBA

panuiuod :| s|qeL

Evidence & Policy * vol 5 * no 4 * 2009 « 373-97 « 10.1332/174426409X478752



Multisystemic therapy with conduct-disordered young people 387

Youth substance use

Risky alcohol consumption (AUDIT) increased, while drug-related problems
(DUDIT) decreased in both groups during the two-year follow-up period. Neither
risky alcohol consumption nor drug-related problems differed significantly between
the two groups.

Youth social competence

Both groups of youths demonstrated a significant increase in antisocial peers. In
addition, youths’ social skills improved. Social competence with peers, as reported by
both youths and guardians, improved slightly between measurements. None of the
changes were significantly different between treatment groups.

School attendance

According to the guardians, the number of youths attending compulsory school or
high school during the follow-up period decreased from 84% (MST = 85%; TAU
= 83%), a*(1) = 0,13, p > .05, at pre-test to 67% (MST = 65%; TAU = 69%), a*(1)
= 0,32, p > .05, at post-test. For primary school age young people, however, 87%
attended school at pre-test (MST = 90%; TAU = 85%), o’ (1) = 0,63, p > .05, and
94% at post-measurement (MST = 100%;TAU = 90%), o> (1) = 1,38, p > .05. None
of these differences was statistically significantly different between groups.

Social services

At follow-up, about one third of young people (35%) were still receiving services
(MST = 29%; TAU = 40%), a*(1) = 0,14, p > .05. The rate of youth placement in
out-of-home care at some time during the follow-up period was similar for both
groups (MST = 40%; TAU = 38%), a*(1) = 0,72, p > .05. No significant differences
were found in the rate of young people in out-of-home care after two years, in the
average number of days they were placed outside of the home or in the average
number of days they received any services.

Parenting skills

Across treatment conditions, parenting skills increased significantly over time as
reported by guardians. Parenting skills as reported by the young people, however,
deteriorated between pre-test and post-measurement. No treatment effects were
observed.
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Mother’s mental health

Mother’s mental health (SCL-90) showed improvement across treatment conditions
during the follow-up period. No interaction effects between treatment and time
were observed.

Effect sizes and clinical significance

An indicator of practical significance is effect size (Cohen’s d) showing mean differences
in pre- to post-measure scores for each group. The effect sizes were small (Cohen,
1988), about half of them favouring MST and the other half favouring TAU.

At intake, 19% (MST = 15%; TAU = 22%), a*(1) = 1,22, p > .05, scored in the
normal range on psychiatric measures as reported by guardians (CBCL). At follow-
up, the proportion of young people scoring in the normal range had increased to
54% (MST = 53%; TAU = 56%), a.>(1) = 0,11, p > .05.Youth reports also indicated
a larger proportion of young people scoring within the normal range (YSR). At
intake, 82% (MST = 86%; TAU = 78%), a(1) = 1,76, p > .05, of the youths scored
within the normal range and at follow-up 89% (MST = 92%; TAU = 85%), a.(1)
= 2,44, p > .05, scored in the normal range. There were no statistically significant
differences between the groups.

Treatment moderators

The investigation of treatment moderators is relevant to the MST group only as
treatment fidelity was not measured by TAU group.

Programme treatment fidelity

To explore whether programme treatment fidelity, as measured by TAM, varied across
therapists, we estimated a number of multilevel models. Because these analyses did
not alter the overall results reached in this study, we only show estimates from models
that ignore the nested structure of the data.

TAM was significantly correlated with number of days receiving services; as TAM
increased, the number of days young people received services during the follow-up
period decreased (r = -.27; p = .05). TAM was not significantly correlated with the
number of days young people were placed outside of the home.There were no other
associations between TAM and any of the other outcomes measured (change scores
between pre-test and follow-up).

Programme maturity

To test whether the MST therapist’s ability was related to familiarity with, and
training in, the MST treatment model, the outcomes achieved by the first 50% of
youths randomised to MST were compared with the final 50% of youths to enter
the study. The youths belonging to the second group showed a greater improvement
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in mental health outcomes according to CBCL External Problems than did youths
included earlier, F(2,76) = 4.01 (p < 05).They also showed an increase in antisocial
peers, F(1,76) = 5.76 (p < 01). No other significant differences were found. It should
be noted, however, that there may not be enough power in this analysis to accurately
assess programme maturity.

Demographic and clinical variables

Multiple regression analyses with forced entry were conducted to examine the possible
moderating effects of several demographic (age, gender, ethnicity, number of parents
in family, mother’s highest education and mother’s employment) and clinical (police
arrest and out-of-home placement before study inclusion) variables on each of the
post-treatment outcome scores. For each regression analysis, the pre-treatment score
of the outcome variable, a dummy variable that represented the treatment group,
and the tested moderator variable were entered into the first equation. In the second
equation, the interaction between treatment condition and the moderator variable
was added. With a strong moderator effect, the addition of the interaction variable
increases the amount of accounted for variance. Twelve instances moderated MST
effects. This number is close to what would have been expected by chance, given 208
analyses (8 moderator variables X 26 outcome variables) and p < .05, thus suggesting
that treatment conditions were equally effective with young people from different
sociodemographic and clinical backgrounds.An R? change test (Joreskog and Sérbom,
1993) between the first and second equations proved that the moderators accounted
for a small proportion of the variance (on average 9%).

Discussion

The findings from this randomised clinical effectiveness trial show the previously
reported results (Sundell et al,2008) of MST to be stable after 24-months, and do not
support the long-term effectiveness of MST relative to the services usually available
for conduct-disordered young people in Sweden. In most cases, young people in
both treatment and control conditions decreased their problem behaviour, showed
improved relations within the family and improved their social skills. None of these
improvements was statistically different between the groups, a result that minimises
the risk that a lack of reliability and validity in single measures deflated the results.
This outcome is contrary to long-term results achieved in the US (Borduin et al,
1995; Henggeler et al, 1992, 1997, 1999; Curtis et al, 2004; Schaefter and Borduin,
2005; Timmons-Mitchell et al, 2006) and in Norway (Ogden and Amlund Hagen,
2006), but is similar to that obtained in Canada (Cunningham, 2002). The lack of
significant between-group differences is not easily accounted for by site effects,
programme fidelity or programme maturity, moderators that previous research have
identified (Henggeler, 2004).

One way to interpret these results is that MST is less efficacious in Sweden than
in the US and Norway. Indeed, fidelity scores reported in this study were lower than
in other studies. These differences did not, however, have any clear relationship to
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treatment outcomes, thus questioning the validity of TAM in a Swedish context. In
addition, comparison of CBCL change scores from the Swedish, Norwegian and
two US MST evaluations shows that the average decrease in CBCL T scores for
the Swedish MST group is similar to that of the Norwegian MST study (personal
communication from Terje Ogden, 29 August 2006) and larger than or equal to that
of the US studies (Rowland et al, 2005; Henggeler et al, 2006) indicating that MST
in Sweden may be just as efficacious as in Norway and even more efficacious than in
the US.The Swedish and Norwegian TAU groups, however, decreased their CBCL
scores considerably more than did the two US TAU groups. The results indicate that
the Swedish TAU group outperformed its counterparts in the US, which was also
the case in the Norwegian study of MST. With the absence of a non-treated control
group it is difficult to determine how much of this improvement would have been
present without any intervention. However, this does indicate that MST may be
just as efficacious in Sweden as in Norway and the US. Although these differences
may be partly due to different sample characteristics, they raise questions regarding
possible contextual differences that may help explain the positive gains made by the
TAU group in this study.

One contextual consideration is the traditional approach to young offenders. In
Sweden young offenders, up to 20 years old, are almost entirely aided through a
child welfare approach (Levin, 1998). This means that interventions are primarily
therapeutic in nature. In addition, the age of criminal responsibility in Sweden is 15
years, and the standard procedure for prosecutors or criminal courts that come into
contact with delinquent youth is to refer them to social services without any legal
sanctions imposed on the individual. Approximately half of young people between 15
and 20 years old arrested for criminal offences are sentenced to care through the local
social services agency. Of the young people referred to social services for intervention,
only a minority (14%) are placed outside of the home (National Council for Crime
Prevention, 2005); the remainder are provided with in-home services. In addition
to young offenders, the social child welfare system in Sweden is also charged with
intervening when young people display other problem behaviours such as aggression,
substance use and school problems. In other words, the target group for child welfare
services in Sweden may be broader than is the case with the US juvenile justice system.
Social service interventions in Sweden are also based on a philosophy of voluntary
provision and rehabilitation, which makes in-home services quite frequent (Sundell
et al, 2007) and it is not exclusive to MST. This also places out-of~home care in the
position of last resort for youths with behaviour problems.

In contrast, in the US, youth offenders are processed within the juvenile justice
system, a risk factor in itself. A meta-analysis has shown, for example, that treatment
given by the juvenile justice system has worse effects than treatment mediated by other
institutions (Lipsey, 1999). In many states in the US, age of criminal responsibility
is 10 years and the sanctions are intended to punish rather than rehabilitate (Tonry
and Doob, 2004). In addition, placement in out-of-home care is the most common
intervention aimed at youths with antisocial problem behaviour (Lipsey and Wilson,
1998) and in-home services have developed primarily to relieve the pressure on
youth institutions (Altschuler, 1998). This may mean that alternatives to placement
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of youth with problem behaviours are considered only once institutionalisation has
been ruled out. Taken together, these differences may have an impact on the relative
effectiveness of TAU in Sweden when compared to the US.

In addition, the breadth of in-home services available in Sweden could mean that
MST and TAU are not distinguishable in terms of quality. For example, one third
of the youths in the Swedish TAU group had some kind of family-based treatment
during the period under review. This may mean that the treatments received by the
Swedish MST group and TAU group are more similar than the treatment contrasts
in the US studies.

In addition to systemic differences, when comparing treatments in Sweden
and the US, different sociodemographic contexts might also moderate the rate of
rehabilitation among young offenders. Within a cumulative stressors model (Rutter,
1979), high rates of poverty in the neighbourhood might moderate youth motivation
for rehabilitation, either directly through low social cohesion and informal social
control or indirectly whereby negative parenting mediates the relation between
poverty and youth psychosocial symptoms (Grant et al, 2003). Other contextual
stressors include relatively high crime and substance abuse neighbourhoods, which
might produce ample opportunities for sustaining antisocial attitudes and role models.
Rehabilitation from antisocial behaviours might depend on the number of stressors
that a youth faces (Jaffe et al, 2007). Because the stressors mentioned above are rare
in Sweden and the rest of Scandinavia, compared to the US, TAU might be more
effective in Sweden.

There are two differences that may explain the significant MST effect in Norway and
the non-significant findings in Sweden.The first is that the implementation of MST
in Norway was guided by the Ministry of Child and Family Welfare, implemented
nationally and sponsored by a research unit to support and evaluate the quality of
the implementation. These may be important factors influencing the success of
implementation efforts (Fixsen et al, 2005) and may have impacted the MST group
favourably by improving MST treatment fidelity. In other words, there may be barriers
to implementation that are not measured by TAM, such as consultation via telephone
as well as language and systemic barriers. In contrast, the Swedish implementation
was guided by local initiatives without a national supporting framework.

The second difference favours the Swedish TAU. Referral to MST in Norway
was carried out through regional specialised services agencies (Ogden and Halliday-
Boykins, 2004). These agencies had a history of referring young people for out-of-
home placements and MST was added as one of their referral options. Thus, the role of
MST in Norway may be more similar to that of the US.This might have disfavoured
the Norwegian TAU group given that residential care is an intervention with well-
known risks for iatrogenic effects (Dodge et al, 2006). Indeed, in the Swedish study
the rate of youth placement in out-of-home care at some time during the two-year
follow-up period was similar for both groups. In addition, 39% of TAU group young
people received residential care at some point during the follow-up period in Sweden,
compared to 48% of TAU group young people in Norway who were placed in out-of-
home care during the six months prior to 24-month follow-up.These two differences
may explain the significant MST effect in Norway but not in Sweden.
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The transfer of successful interventions between contexts is gaining interest among
policy, practice and research alike. The focus on successtul transfer in this area has
expanded from an emphasis on which interventions are effective and thus may
be appropriate for dissemination, to include the steps that are needed in order to
successfully implement these interventions in new contexts (Eccles and Mittman,
2006).The results of this study highlight the importance of measuring and monitoring
fidelity during transfer, dissemination and evaluation efforts, an approach that is
typical for efficacy trials but is unusual for trials conducted in community settings.
Fidelity, however, is but one aspect of implementation. The results of this study
also highlight the need to have a thorough understanding of current interventions,
including effectiveness, prior to implementing new approaches. Little was known
about the effectiveness of social service interventions prior to the importation of MST
to Sweden (Cederblad, 2005). Therefore, it would have been difficult at that time
to assess the extent to which MST would be able to improve outcomes for young
people with behaviour problems. Developing an understanding of the current status
of efforts before introducing a new intervention has been identified as an important
first step in the implementation process (Adelman and Taylor, 2003). Although
an understanding of the extent to which current initiatives are effective has been
identified as important in assessing the potential match between community needs,
new interventions and community resources, little attention has been given to this
in research (Fixsen et al, 2005). Finally, it is important to keep in mind that MST
may be an important alternative in the Swedish setting, as it has been shown to have
positive effects in treating youth problem behaviour even if these effects are not better
than the more traditional services offered through the public social service system
for conduct-disordered young people.

Note
! Corresponding author.
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Abstract

There is an increased interest in measuring outcomes in social and
psychological interventions, as well as measuring the mechanisms of
change in interventions. If an intervention is not administered cor-
rectly, with treatment fidelity, treatment effects might not occur. This
observational study evaluated how treatment fidelity varies in
Multisystemic Therapy (MST) over time, and in relation to the
previous MST experience of individual therapists and therapist
teams, and relations between treatment fidelity and therapist-reported
post-treatment outcomes. Fidelity data were obtained from 973 fami-
lies receiving MST from 68 therapists in ten teams Sweden from
March of 2003 through August 2009. Team-level data were analyzed
with analysis of variance (ANOVA) and family- and therapist-level
data were analyzed with multilevel structural equation modeling
(MSEM). ANOVA results indicated a significant time effect on
aggregated team-level therapist adherence. MSEM results indicated
that years of team experience predicted increased family-level thera-
pist adherence when holding constant individual therapist
experience. The therapist’s membership in a team established during
a second wave of MST implementation in Sweden also predicted
increased therapist adherence. MSEM results further indicated that
higher adherence ratings predicted greater odds youth were living at
home and engaged in school or work at the end of treatment and
lower odds youth experienced a new arrest. Taken together, the
results highlighted the importance of evaluating the effects of both
team experience and individual therapist experience on therapist
adherence and post-treatment outcomes.

Keywords: Treatment fidelity, Treatment adherence measure,
Multisystemic therapy,



Treatment Fidelity in Multisystemic Therapy:
Associations with Time, Team, and Therapist
Experience

In Sweden, evidence-based practice (EBP) is a matter of great
interest to both policy and practice (Sundell, Soydan, Tengvald, &
Anttila, 2010). An important component of EBP is the use of
interventions that have proved effective in clinical trials. Empirically
supported interventions (ESI) need to be adopted within real-world
practice settings with high fidelity to ESI’s critical ingredients in
order to produce the same outcomes as the original efficacy and
effectiveness studies (see Bond, Becker, Drake, Rapp, Meisler,
Lehman, et al., 2001; Ganju, 2003; Moser, DeLuca, & Bond, 2004;
Mowbray, Holter, Teague & Bybee, 2003).

Treatment fidelity refers to the degree to which a particular pro-
gram adheres to a defined set of prescribed interventions and proce-
dures in which services should be provided (Bellg, Borrelli, Resnick,
Hecht, Minicucci, Ory, et al., 2004). Treatment fidelity is closely
related to a number of other concepts, including treatment adherence,
protocol compliance, treatment integrity, and program fidelity. When
treatment fidelity is not maintained, this is referred to as treatment
drift (Teague, Bond, & Drake, 1998). When implementers of an
intervention program stray from the original protocol, drift has
occurred. Although few experimental studies have been conducted to
study methods to improve implementation fidelity, results indicate
that intensive and persistent training efforts with consistent feedback
can successfully enhance treatment fidelity to ESI (Miller, Yahne,
Moyers, Martinez & Pirritano, 2004; Sholomskas, Syracuse-Siewert,
Rounsaville, Ball, Nuro & Caroll, 2005). In practice, fidelity
measurement is needed for adequate performance monitoring and
quality control processes and to permit the early correction of service
delivery problems, thus contributing to better client outcomes and
increased efficiency in service delivery (Moncher & Prinz, 1991;
Perepletchikova, Treat & Kazdin, 2007).



Necessary tools to accomplish high fidelity include a manual,
accompanying training materials, and methods to measure fidelity
(e.g., a fidelity rating scale). Fidelity criteria often include a
specification of the target service population; the length and intensity
of the service; content, procedures, and activities over the length of
the service; roles, qualifications, and activities of staff (Elliott &
Mihalic, 2004).

Although fidelity is theoretically important in treatment
delivery, few empirical studies have measured it (Naleppa & Cagle,
2010), and even fewer demonstrate associations between fidelity and
outcomes (Webb, DeRubeis & Barber, 2010). Recent examples of
the importance of fidelity in ESIs involve Cognitive Therapy
(Strunk, Brotman, & DeRubeis, 2010), Functional Family Therapy
(Sexton & Turner, 2010), and Multisystemic Therapy (e.g.,
Schoenwald, 2008; Schoenwald, Sheidow & Chapman, 2009).

The purpose of the current study was to investigate, in the con-
text of the adoption and implementation of Multisystemic Therapy
(MST; Henggeler, Schoenwald, Borduin, Rowland, & Cuningham,
2009) in Sweden, relations among therapist adherence to MST,
therapist experience with MST, and team experience with MST and
to evaluate the effects of therapist adherence on therapist-reported
post-treatment outcomes.

Multisystemic Therapy

MST is an intensive family- and community-based treatment
program in which the therapists are on call 24 hours a day, seven
days a week. In the U.S., treatment length usually ranges from 4 to 5
months. The targeted group is youths of age 12 — 17 years with
serious problem behaviour that includes problems with the law. The
treatment program focuses on the entire world of the youths — their
homes and families, schools and teachers, neighbourhoods and
friends.

Clinicians are organized into teams of 3-4 therapists and a
clinical supervisor. MST therapists carry a caseload of 4-6 families
at a time, and vary the frequency and duration of treatment contacts



to the circumstances, needs, and strengths of each family throughout
the treatment episode. Nine treatment principles and a specified
analytic process guide the clinical formulation process and MST
assessment and intervention strategies. Interventions typically focus
on improving caregiver discipline and monitoring practices, reducing
family conflict, improving affective relations, decreasing youth
association with deviant peers, increasing association with prosocial
peers, improving school or vocational performance, and developing
an indigenous support network of family, friends, and neighbors to
support treatment progress and help the family sustain treatment
gains in the long term. Specific treatment techniques are integrated
into a social ecological framework for understanding behavior from
those therapies that have the most empirical support, including
behavioral and behavioral parent training, cognitive behavioral, and
pragmatic family therapies.

The MST quality assurance and improvement (QA/QI) system is
designed to support the sustainable implementation with fidelity of
MST at multiple levels of the clinical context. The three broad
components of the MST QA/QI system are: (1) clinician training and
ongoing support; (2) organizational support; and (3) implementation
measurement and reporting, including validated measures of thera-
pist adherence, supervisor adherence, and expert consultant
adherence. In addition to the MST manual for therapists (Henggeler
et al., 2009), there are MST manuals for clinical supervision
(Henggeler & Schoenwald, 1998), expert consultation (Schoenwald,
1998) and organizational policies, practices, and procedures related
to program development and ongoing sustainability (Strother,
Swenson, & Schoenwald, 1998).

MST Services, LLC, is licensed by the Medical University of
South Carolina to disseminate MST technology, and supported MST
implementation in Sweden from 2003 — 2007. Since 2007, MST
Sweden, an MST Network Partner, has supported MST
implementation.

MST in Sweden. In 2003, municipal child welfare authorities
from Sweden’s three largest cities and one smaller town collaborated
to launch the implementation of MST in Sweden. These authorities



formed an organization called MST Sweden, which had a common
steering group that coordinated the initial implementation of MST by
seven teams in 36 municipalities in Sweden. In 2005 and 2006 three
additional teams in six municipalities began to implement MST.

Methods

Data for the current study pertain to therapists and families served by
10 MST teams in Sweden, seven organized in 2003, and three in
2005 or 2006. Of those ten teams, seven were operated by the
municipal social welfare authorities and three by non-profit private
provider organizations. Data on therapist adherence, therapist
experience, team experience, reasons for youth referral, youth
gender, language spoken by the family, and youth outcomes were
obtained from the MST Institute (MSTI; www.MSTInstitute.org).
MSTI is a non-profit organization that provides web based infor-
mation and quality assurance tools to programs implementing MST.
MSTI provides data collection, monitoring and reporting tools to
licensed MST programs, their funders and MST experts for use in
continuous quality improvement.

Participants and Procedures

Because all data about study participants were obtained from MSTI,
this section begins with a brief description of the procedures used to
collect and enter these data. Then, characteristics of the MST teams
and therapists and of the youth and caregivers are reported.

MST teams and therapists. A total of 68 therapists and 21
supervisors worked in the ten Swedish MST teams with support from
four consultants. The majority (n = 45; 66%) of the therapists were
female. Information about therapist education was not available. An
earlier study, however, showed that Swedish MST therapists had a
professional education equivalent to a master’s or bachelor’s
degrees, most in social work and sometimes in psychology or educa-
tional sociology, and about half of them had additional training in



either family therapy or cognitive-behavioral therapy (Sundell,
Hansson, Andrée Lotholm, Olsson, Gustle & Kadesjo, 2008).

Youths. A total of 1158 young people and their families partici-
pated in MST during the study period. All youths were referred to
treatment by the child and welfare services and 60 per cent were
males. Language needed for administer the TAM was most often
Swedish (78%). A majority (80%) of the cases was completed with a
mutual agreement of the primary caregiver(s) and the MST team.
However, a minority was prematurely terminated due to the inability
of the MST team to engage the families in the treatment (7%), youth
placement in a detention center because of ongoing delinquent
behavior (7%), administrative issues or decisions by the funding
source unrelated to the progress of the case (5%). No information
was available on age, ethnicity, family relations, referral reasons or
socio economical conditions.

Measures

Therapist Adherence Measure (TAM; Henggeler & Borduin, 1992 .
Items on the TAM ask about issues identified as important for
successful treatment and is intended to be registered monthly during
treatment by caregiver reports, for example “The therapist tried to
understand how my family’s problems all fit together”; “My family
knew exactly which problems we were working on” and “The thera-
pist’s recommendations required family members to work on our
problems almost every day.” The TAM items are rated on a 5-point
Likert-type scale, with response options ranging from 1 (not at all) to
5 (very much). The results from each TAM interview were reported
to the MST Institute and used to ensure that therapists were faithful
to the model in the work with the individual family. By compiling
and analyzing TAM results for each therapist and each team periodi-
cally, the instrument also continuously monitored their development
and need for training.

The original TAM (Henggeler & Borduin, 1992) was a 26-item
scale. In March of 2007 use of a revised measure, the TAM-R
(Henggeler, Borduin, Schoenwald, Huey, & Chapman, 2006) was



introduced in Sweden. TAM-R is a further developed 28-item TAM
scale that retains 19 of the 26 items of the original TAM. Consistent
with psychometric evaluation of the single factor TAM, TAM-R
ratings have been found to be stable within a family’s treatment
episode (Schoenwald, 2008) TAM-R scores range from 0 to 1,
representing the percentage of items on which the caregiver rated the
therapist as adherent. The scores for each administration are
averaged by family to produce a mean level of therapist adherence
experienced by a family during the treatment episode. No associa-
tions have been found between caregiver therapist adherence ratings
and the severity of youth problems, caregiver and youth demo-
graphic characteristics, and therapist demographic or professional
experience characteristics, although gender and ethnic similarity in
therapist—caregiver dyads have been associated with higher
adherence ratings (Chapman & Schoenwald, 2011) The TAM-R
predicted 1-year posttreatment behavior problem reductions in youth
(Schoenwald, Carter, Chapman, & Sheidow, 2008) and 4-year crimi-
nal outcomes (Schoenwald, Chapman, Sheidow & Carter, 2009).

In the present study, data from the TAM and TAM-R were com-
bined. The mean number of ratings provided by caregivers was 3.03
(SD = 1.4), and the majority majority (67%) provided between two
and four ratings. Study analyses are based on the 19 TAM items
shared by the TAM and TAM-R. The internal consistency in the set
of 19 selected items was high, whether calculated on the basis of the
TAM (o = .86), TAM-R (o = .90), or combined dataset (o = .88),
thus indicating the validity of using this strategy for the analyses.
Furthermore, there was a significant correlation between the sum of
the 19 selected items and the total 26 TAM or 28 TAM-R scores;
(n=973)=.75, p <.01.

Wave of implementation. Per the information provided in the
Procedures section, therapists employed in the first seven teams to
implement MST in Sweden in 2003 were considered participants in
the first wave of implementation, and those employed in the three
teams that began in 2005 and 2006 were considered participants in
the second wave. The dates therapists began to implement MST were
obtained from MSTI, and reflect the date a new therapist registers



with MSTI. A dichotomous indicator variable was used to signify
wave.

Years of team experience. Years of team experience were calcu-
lated on the basis of the dates individual therapists started working
with the team. These dates were obtained from MSTI. During the
study period, the ten teams had been active for between four and six
years and treated between 67 and 152 families each (M = 61.6; SD =
38.7). The number of families treated by a team is highly related to
years of service, » =.93, p <.0001.

Therapist experience with MST. Therapist experience was
measured as the number of previous families that the individual
therapist had served, and ranged from one to 45 families (M = 12.2;
SD =9.3).

Language needed for interview. In Sweden, MST is provided to
families from diverse nationalities that speak languages other than
Swedish. To evaluate the potential impact of language on adherence
and outcomes, a dichotomous indicator was used to index whether
the TAM was administered in Swedish or a different language. The
TAM was administered to 78% of caregivers in Swedish, and to 22%
in another language.

Outcomes at end of therapy. As noted in the Procedures section,
when treatment for a youth and family ends, the therapist enters on
the MSTI website the status of youth with respect to four outcomes.
The entry for each outcome is dichotomous. The outcomes are:
whether the youth lived at home, was engaged in school or work, and
had been arrested. The average length of the treatment episode, for
the youth in this study was 147 days (SD = 40.3).

Data Analysis Strategy

Because the teams became operative at different occasions between
2003 and 2006, all TAM data was given a value according to number
of years of experience since the first TAM was registered for the
team.

We used Mplus 6.0 (Muthén & Muthén, 1998-2010) for multi-
level structural equation modeling (MSEM). All analyses used a
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robust FIML estimator for non-normal and dependent data (MLR),
but analyses of model fit also used the weighted least squares mean
and variance adjusted (WLSMYV) estimator to provide an initial idea
about chi-square-based global model fit. Following the recommenda-
tions of Bollen and Long (1993), examination of model fit included
indices of absolute fit, indices of relative fit, and indices of fit with a
penalty function for lack of parsimony. The standardized root mean
square residual (SRMR) compares the observed covariance matrix
against that constructed through the model. The comparative fit
index (CFI) and the Tucker-Lewis Index (TLI) compare the hypothe-
sized model with the independence model. The root mean square
error of approximation (RMSEA) accounts for the error of
approximation in the population. An SRMR of less than .05, CFI and
TLI values of greater than .95, and an RMSEA of less than .08 were
used to indicate good model fit.

As a first step toward building a multilevel model, we conducted
one-way analyses of variance (ANOVA) to examine main time
effects on averaged TAM for all teams merged as well as for each
individual team. We also used ANOVA and Pearson’s correlations to
examine associations between TAM and six possible predictors and
multiple regression analyses to examine which of these predictors
best predicted TAM.

Missing data. A total of 1158 young people received therapy
during the period. Of those, 155 (13%) had no registered TAM data.
The 1003 youths with at least one TAM/TAM-R interview included
30 youths with more than three of 19 TAM/TAM-R items missing.
Those were excluded from further analyses. This means that the
remaining 973 youths were the target group for the following data
analyses. The 185 youths that were excluded did not differ signifi-
cantly from the 973 youths in the target group according to gender
(proportion males: included = 59%, excluded = 68%; y*(1) = 2.83, p
> .05). However, the excluded youths were more likely to come from
families with another language than Swedish needed (included =
23%, excluded = 29%; x*(1) = 5.58, p < .05) and the case were more
often prematurely terminated (included = 14%, excluded = 57%;
(1) =175.35, p < .000).
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For preliminary analyses, missing values on three or a fewer
number of items that were relatively infrequent (in average 1.8%,
varying between 0.3 and 3.7%) were handled in a single variable
imputation (Widaman, 2006). We imputed missing values using the
Statistical Analysis Software (version 9.1.3) multiple imputation
procedure with the Markov chain Monte Carlo (MCMC) method
following the recommendation of Rubin (1987; 1996), Schafer
(1997), and van Buuren, Boshuizen, and Knook (1999). The imputa-
tion of missing values resulted in marginal differences in results. For
final MSEM analyses, each post-treatment outcome was missing
data on 10 to 12 cases (approximately 1% missing). We used
Bayesian estimation and the sequential regression method in Mplus
to impute five data sets with an unrestricted H1 model (Asparouhov
& Muthen, 2010).

Results

Team-level Effects

Analyses of team-level data indicated that aggregated TAM scores
increased with additional years of team experience. Table 1 presents
the ANOVA results including sample sizes, group means and
standard deviations. Note that Year 1 denotes different calendar
years for different teams. Significant main effects for team-averaged
TAM scores were found between year 1 and 2 and between year 4
and 5 of team experience F(5.972) =8.17, p < .0001. The team-
averaged TAM scores also increased significantly over time for five
of the ten teams. No team decreased significantly in average treat-
ment adherence with time.

12



Table 1. Means, standard deviation and number of TAMs for each

year of team experience and Time effect

Variable:  Year 1

Year 4

Year 6

Total

df

Year 2 Year 3 Year 5 F p

All teams  g07 7999 8107 8230 8417  83.66 8138
‘S';eden (10.04)  (10.14)  (9.89)  (9.76)  (7.82)  (9.03)  (9.76) |5958 8.17 .000

N=157 N=183 N=198 N=185 N=135 N=115 N=973

TeamA 2308 7866 7656 8453 8459  89.00  81.40
(12.58)  (6.92)  (10.99) (10.61) (7.02)  (5.04)  (10.56) |5,123 8.07 .000

N=19  N=19 N=19 N=27 N=20 N=20 N=124

TeamB g4 36 83.37 81.70  76.48  82.87  82.40 81.31
(936)  (923)  (7.66)  (10.05) (8.07) (855  (8.89) | 5132 173 -

N=19 N=24 N=30 N=20 N=22 N=18 N=133

TeamC 003 7726 7690  82.64 8462 8600  81.39
(9.86)  (13.28) (11200  (9.64)  (6.34)  (6.43)  (10.29) [5,113 3.00 .01

N=13 N=21 N=22 N=19 N=19 N=20 N=l14

TeamD 2515 7712 8001 8128 8318 7856  79.24
(12.12)  (8.64)  (5.53)  (7.54) (9.76) (11.24)  (9.51) |598  2.64 .05

N=13 N=13 N=18 N=22 N=18 N=15  N=99

TeamE o593 7357 7504 7808  80.87  80.17  77.46
(8.03)  (12.76)  (12.84) (13.21) (8.92) (10.11) (11.44) |5114 142 -

N=13 N=15 N=21 N=23 N=18 N=25 N=115

Team F 7746 8261 7887  78.64 8247 8563  81.39
(10.41)  (5.80)  (9.35)  (8.67) (8.28) (8.24)  (8.68) |580 1.89 -

N=10 N=13 N=11 N=14 N=16 N=17  N=81

TeamG 630 8160 8398 8634 8977 84.62
(744)  (601)  (10.83)  (6.82)  (3.86) (8.28) |483 595 .000

N=10 N=12 N=18 N=28 N=16 N=84

TeamH 03 7988 8782 8695 8854 84.47
(5.88)  (11.58)  (5.99)  (5.51)  (2.54) (8.14) [395 5.03 .001

N=23 N=25 N=24 N=24 N=6 N=102

Teaml 2960 8464 8290  81.68 82.35
(11.31)  (8.06)  (86.51)  (9.50) (9.28) |249 074 -

N=15 N=I5 N=20  N=8 N=58

Team] 7933  gL1l 8617 81.70
©21)  (9.80)  (6.37) ©.15) |2.62 273 -

N=22 N=26  N=15 N=63
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There was significant heterogeneity in team-averaged TAM scores
among the ten teams, £(9.963) = 5.01, p <.0001, with approximately
15 per cent difference between the teams with highest and lowest
average TAM for each of the studied years. Mean TAM scores
differed significantly between the seven first wave teams that started
during 2003 (n = 750; M = 80.9) and the three second wave teams
that started at 2005 and 2006 (n = 223; M = 83.1), F(1.972)=9.49, p
< .01. Teams with more experience with MST had higher mean
TAM scores (n=973) r=.24,p < .01.

In addition, preliminary analyses of family-level data indicated
that most of the youths lived at home (89%), participated in school
or at work (76%) and lacked re-arrests (83%) at treatment closure.
Analyses showed that TAM scores were related to desirable
outcomes at MST termination: caregivers of youths who lived at
home, youths who attended school, and youths who had no new
arrests provided higher TAM ratings of their therapists than did
caregivers of youths who did not live at home, who did not attend
school, and who had new arrests, respectively. Caregivers of youths
with all three desirable outcomes provided higher TAM ratings of
their therapists compared to caregivers of youths with two or fewer
of desirable outcomes (Table 2).

Table 2. Means and Standard Deviations according to youths with a
positive or negative outcome at termination of therapy, Effects and
Effect Sizes.

Variable Positive Negative df F ? ES
outcome outcome

A - At home 81.79 77.21 1,960 16.59 .000 42
(9.38) (12.13)

B - In school/work ~ 81.90 79.50 1,961 10.06 .01 23
9.29) 11.11)

C - No arrests 81.75 79.44 1,961 7.32 .01 23
(9.48) (10.93)

ALL of A-C 82.18 79.70 1,960 12.89 .000 32
(9.13) (10.69)
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Multilevel Structural Equation Modeling

The team-level and family-level analyses provided the basis for
specifying a two-level structural equation model (families nested
within therapists; see Figure 1). Although examination of the intra-
class correlation coefficients for TAM indicated that only 6% and
7% of the variance was attributable to the therapist and team, respec-
tively, the estimated design effect for team (DEFF = 8.0) suggested
the need to account for non-independence among therapists on the
same team (Muthen & Satorra, 1995). Because there were too few
teams to estimate a team level, we specified the effects of therapists’
team membership on TAM as fixed effects at the therapist level
(level-2). Specifically, the random intercept of TAM was regressed
onto a set of nine dummy-coded variables (scored 1 and 0) repre-
senting membership in the ten teams. Five additional clusters were
created for five therapists who were cross-classified (i.e., they were
members of two teams). The team that provided the largest number
of participants served as the reference group for model testing, and
dummy-coded variables were created for each of the other teams
(scored 1). To enhance visual clarity, therapists’ team membership is
represented by a single box in Figure 1.

At the family level (level-1), the specified model included the
hypothesized effects of therapist experience and years of team
experience, both of which were measured at the time the family
began treatment, on TAM. The model also included therapist
experience as a predictor of whether or not youth were living at
home, engaged in school or work, and had new arrests. Finally,
youth’s gender and family language were covariates of TAM. The
intercept for TAM was allowed to vary across therapist clusters. The
post-treatment outcomes’ residual variances were allowed to corre-
late in weighted least squares analyses. There were no residual
variance parameters for dichotomous outcomes in FIML analyses.

15



Therapist Level

Team
Membership
Family Level
a MST Therapist h
Youth's Gender »  Adherence » Living at Home e
(TAM)

Family Language

Engaged in
School or Work

Years of Team
Activity

Therapist
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Figure 1. Hypothesized Two-Level Structural Equation Model

Figure Caption

Figure 1. Visual representation of the two-level model used to evaluate
predictors and outcomes of MST treatment adherence (TAM). Variables
within the large box were measured at the family level, while team mem-
bership was measured at the therapist level. In the analysis, membership in
the ten therapist teams was represented by a set of nine dummy-coded
variables; in Figure 1, therapists’ team membership is represented by a
single box to enhance visual clarity. Circles are error terms that represent
unexplained variance. TAM’s therapist-level error term represents unex-
plained variance in its random intercept.
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Based on initial model analyses, we made one modification to the
hypothesized model (Figure 1) at the family level: we added a path
to represent the effect of gender on whether or not youth had new
arrests at the end of treatment. Fit indices for the modified model
across the five data sets were consistent with good model fit (* (8) =
13.47; CFI = .99; TLI = .95; RMSEA = .03; SRMRjeye.; = .01;
SRMRee12 = .00). Because chi-square-based indices of global model
fit were not available for FIML analyses, we compared the hypothe-
sized model to a feasible alternative model that included paths repre-
senting the direct effects of years of team experience on post-
treatment outcomes. Examination of the information criteria for the
hypothesized model (AIC = 9483.79, BIC = 9610.68, sample size
adjusted BIC = 9528.10) and alternative model (AIC = 9481.46, BIC
= 9622.99, sample size adjusted BIC = 9530.89) did not provide
sufficient basis for discarding the hypothesized model.

Family-level Predictors of Therapist Adherence

Table 3 presents the parameter estimates for the family-level paths
specified in the model. As can be seen from Table 3, the findings
indicated that years of team experience was a statistically significant
predictor of TAM (path ¢; B = 1.83, SE = .33, B = .31). For every
additional family seen by the provider team, the TAM rating
provided by a caregiver increased by 1.83, holding constant all other
covariates (therapist experience with MST, gender, and family
language). The effects of therapist experience, gender, and family
language on TAM were not significant (see Table 3).
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Table 3. Family Level: Parameter Estimates

Outcome Predictor Estimate (SE) p-value Standardized
Effect

TAM Therapist -.01 (.04) .86 -.01
Experience (g)
Years of Team 1.83 (.33) <.001 32
Experience (c)
Gender (a) -.26 (.54) .64 -.01
Family -1.32 (.94) .16 -.06
Language (b)

Living at Home TAM (h) .04 (.01) <.001 .19
Therapist .05 (.02) .008 24
Experience (e)

School or Work ~ TAM (i) .02 (.01) .004 12
Therapist -.002 (.01) 82 -01
Experience (f)

New Arrests TAM (j) -.02 (.01) .02 -11
Therapist -.01 (.01) 27 -.05
Experience (g)
Gender .88 (.18) <.001 47

Note: Parameter estimates were obtained using the robust maximum
likelihood (MLR) estimator. Estimates for post-treatment outcomes are
logistic regression coefficients. Labels of hypothesized pathways are
included in parentheses.

The Effect of Team Membership on Therapist Adherence

At the therapist level (level-2), the TAM intercept was regressed
onto a set of nine two-valued dummy variables (scored 1 or 0) repre-
senting the ten therapist teams, with one team designated as the
reference group (scored 0). By design, differences in these variables
were hypothesized to predict differences in TAM scores. Specifi-
cally, the path coefficient for each dummy variable represents the
mean difference in the TAM intercept between the team represented
by the dummy variable (scored 1) and the team designated as the
reference group (scored 0). We generated comparisons between each
pair of teams by re-running the analysis and changing the reference

group.
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Table 4 reports the mean differences between the second wave
teams and each of the first wave teams. As can be seen from the
table, nineteen of the twenty-one mean differences were positive,
and of these, sixteen were statistically significant. That is, the thera-
pist’s membership in a team that became active within the second
wave of implementation had a statistically significant positive effect
on the TAM intercept relative to membership in a team that became
active during the first wave for sixteen of the twenty-one
comparisons. Statistically significant mean differences ranged from
3.23 t0 10.04.

Table 4. Therapist Level: TAM Intercept as Function of Membership
in Second Wave vs. First Wave Teams

Second Wave Teams

Team H Team I Team J
First Wave | Estimate p- Standar- Estimate p- Standar- Estimate p- Standar-
Teams (SE) value dized (SE) value dized (SE) value | dized Effect
Effect Effect

Team A

526 (2.10) | .01 138 | 3.56(2.09 | .09 93 |3.88(2.23)| .08 1.02
Team B 499 (153) | 001 | 131 |323(159 | .04 86 |3.60(1.62)| .03 95
TeamC ) g 315y |<o01] 132 | 332026 | 008 87 |3640.23)| 003 96
TeamD 1 g1 135) |<o01| 214 | 64572 |<o01| 160 |677(139] <001 178
Team B )00k (60) |<001| 264 |10040.60)| <001 219 |s65072) |<001| 227
Team F 549 (132) |<.001| 144 | 378(1.39) | 006 | 99 | 4.10(1.44) | .004 1.08
Team G 106 (1.29) | 41 28 | -654(1.35) | .63 217 |-3304D | 81 -09

Note: Parameter estimates represent mean differences in the TAM intercept.

Predictors of Post-Treatment Outcomes

FIML analyses used a logit link (Muthen, 1998-2004) to accommo-
date the binomial distributions of the dichotomized post-treatment
outcomes (living at home, engaged in school or work, and new
arrests). Path coefficients for dichotomous outcomes are logistic
regression coefficients. Findings indicated that TAM ratings had
small but significant effects in the hypothesized direction on all three
post-treatment outcomes. Specifically, an increase in TAM scores
predicted an increase in the odds that youth were living at home at
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the end of treatment (path h; odds ratio = 1.04, SE = .01, § =.19) and
engaged in school or work at the end of treatment (path i; odds ratio
=1.02, SE = .01, § = .13). A one unit increase in TAM scores was
associated with a 4% increase in the odds that youth were living at
home at the end of treatment and a 2% increase in the odds that
youth were engaged in school or work at the end of treatment. An
increase in TAM scores predicted a decrease in the odds that youth
had new arrests at the end of treatment (path j; odds ratio = .98, SE =
.02, p = -.11), holding all other covariates constant. A one unit
increase in TAM scores was associated with a 2% decrease in the
odds that youth had new arrests at the end treatment.

Findings also indicated that an increase in therapist experience
predicted an increase in the odds that youth were living at home at
the end of treatment (path e; odds ratio = 1.05, SE = .02, = .24). A
one-family increase in therapist’s experience predicted a 5% increase
in the odds that youth were living at home. Therapist experience did
not have significant direct effects on whether or not youth were
engaged in school or work or whether or not they had new arrests.

We examined the indirect (mediated) effects of team years of
experience on post-treatment outcomes via TAM (i.e., years of team
experience > TAM -> outcomes) with the joint significance test
(MacKinnon, Lockwood, Hoffman, West, & Sheets, 2002) and
computed confidence intervals for these indirect effects using the
PRODCLIN program (MacKinnon, Fritz, Williams, & Lockwood,
2007). The indirect effects were small but statistically significant.
Specifically, an increase in years of team experience predicted an
increase in the odds that youth were living at home at the end of
treatment (path ¢ * path h; odds ratio = 1.07, p < .01, Sobel SE = .02,
95% CI = .026 to .113) and engaged in school or work at the end of
treatment (path ¢ * path i; odds ratio = 1.04, p < .05, Sobel SE = .02,
95% CI = .011 to .077), holding all other covariates constant. Each
additional year of team experience was associated with a 7%
increase in the odds that youth were living at home at the end of
treatment and a 4% increase in the odds that youth were engaged in
school or work at the end of treatment. An increase in years of team
experience predicted a decrease in the odds that youth had new
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arrests at the end of treatment (path ¢ * path j; odds ratio = .96, p <
.05, Sobel SE = .02, 95% CI = -.079 to -.002), holding all other
covariates constant. Each additional year of team experience was
associated with a 4% decrease in the odds that youth had new arrests
at the end treatment.

Discussion

This is one of the first studies to present data on the development of
treatment adherence over time for an evidence-based treatment for
youth transported into a new national setting. Consistent with extant
research suggesting that implementation is a multi-phasic process
(Aarons, Hurlburt, & Horwitz, 2011; Chamberlain, Brown, Saldana,
Reid, Wang, Marsenich, et al., 2008; Fixsen, Naoom, Blase,
Friedman, & Wallace, 2005), results suggested that MST treatment
adherence in Sweden increased over a period of several years.
Analysis of variance was used to evaluate team-level predictors of
TAM, while multilevel structural equation modeling was used to
evaluate family- and therapist-level predictors and outcomes of
TAM. At the family level, the model included therapist experience,
team experience, youth’s gender, and family language as predictors
of TAM and, in turn, TAM as a predictor of whether or not youth
were living at home, engaged in school or work, and had new arrests.
At the therapist level, the model included therapists’ team member-
ship as a predictor of the random intercept of TAM. Results provided
empirical support for the hypothesis that team experience promotes
treatment adherence. Specifically, results indicated that an increase
in years of team experience predicted an increase in caregiver ratings
of therapist adherence to MST. As indexed by ratings on the TAM,
therapist adherence to MST increased from year 1 of team
implementation of MST and in subsequent years.

Contrary to expectations, the findings did not support the
hypothesis that therapist experience with MST promotes treatment
adherence, at least in the period of implementation captured in this
study. This finding is consistent, however, with the results of
previous research in which neither the therapist’s prior professional
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experience nor the therapist’s individual experience with MST
predicted adherence or outcomes (Schoenwald, Letourneau, &
Halliday-Boykins, 2005). In contrast with that research, however, the
current study operationally defined experience in terms of the
number of families a therapist treated with MST rather than the
length of time therapists had been implementing MST Further
research is needed to clarify the relations among individual therapist
experience, team experience, and treatment adherence.

Consistent with expectations, MST treatment adherence signifi-
cantly predicted therapist reported client outcomes at the termination
of therapy. As TAM scores increased, the odds that youth were
living at home increased, the odds that youth were engaged in school
or work increased, and the odds that youth had new arrests
decreased. This finding is consistent with long-term follow-up data
reported by caregivers and independent sources (e.g., Schoenwald et
al., 2008; Schoenwald, et al., 2009). Together with research from
others (e.g., Barber, Gallop, Crits.Christoph, Frank, Thase, Weiss, et
al., 2006; Schoenwald, Sheidow, & Chapman, 2009; Sexton &
Turner, 2010; Strunk, Brotman, & DeRubeis, 2010) the findings
indicate that treatment adherence in empirically supported treatments
is a significant predictor of client outcomes.

If treatment implementation indeed follows a multi-phasic
process, it is plausible that the relative contributions of therapist
experience and team experience to MST treatment adherence may
vary depending on the phase of implementation. The individual
therapist’s experience may make a more distinctive contribution to
treatment adherence once the team has achieved sufficient stability
to foster a sense of collective efficacy. In terms of Bandura’s (1997;
2002) social cognitive theory, collective efficacy is the shared belief
of the abilities of the group to perform a given task with a high
degree of competence. In therapeutic organizations, collective
efficacy is the aggregate of individual practitioner’s and leader’s
perceptions that their agency as a whole is capable of creating
positive outcomes for their clients. In a team that has been active
long enough to achieve a sense of collective efficacy, a less
experienced therapist may be more likely to receive support from the
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knowledge and proficiency of a more experienced colleague. This
type of resource sharing may also operate at the organizational level
and may explain the finding that the second wave teams generated
higher TAM scores than the first wave teams. According to anecdo-
tal evidence, for instance, the second wave teams directly or
indirectly secured the knowledge from MST therapists from the first
wave teams in their organization.

The early implementation of MST in the Swedish setting was
not without unforeseen challenges that had to be addressed in the
process of implementation, which may further explain significantly
lower TAM scores for several first wave teams. For example, The
seven Swedish teams in the first wave were faced with implementa-
tion challenges related to the long summer vacations workers take in
Sweden, including the effects of such vacations on the caseloads of
therapists not on vacation and intensity (or lack thereof) of service
provided to families. Since 2005, every MST team provides service
to families continuously throughout the year, as occurs in the U.S. A
second challenge was the lack of experience of time-limited and
structured interventions, and distinct inclusion criteria for treatment
groups within the Swedish social welfare system.

Language also presented an important challenge during the
initial stages of implementation. A large number of the families
involved in the MST treatment in the Swedish setting spoke
languages other than Swedish at home (Sundell et al., 2008). With an
increased awareness of the importance of careful implementation of
the adherence measurement, TAM was adapted to the Swedish
context by translating the TAM form to several languages other than
Swedish and more actively preparing the families for their
interactions with the independent data collector. In sum, the results
indicating that the implementation of MST in Sweden, as indexed by
therapist adherence ratings, improved over a period of several years.
These findings are consistent with suggesting implementation may
be a multi-phasic process (Aarons, Hurlburt, & Horwitz, 2011;
Chamberlain et al., 2008; Fixsen et al., 2005).
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Implications for practice and research

The findings of this study suggest that the therapist adherence to
MST is related to the collective experience of the team with MST in
routine practice and that the implementation is an ongoing and multi-
phasic process. For social work practice, implications for practice are
to be aware that the implementation of a new treatment method is an
ongoing process that takes time and requires continuous and
systematic support. As this study indicates that fidelity could be
dependent on experience received in routine practice, a suggestion
could be that expanding by recruiting experienced personnel.

The effect of treatment adherence on client outcome has also
important implications for research. Intervention delivery must be
evaluated for fidelity to content and process so that one can explain
whether failure to replicate desired outcomes is a problem with the
intervention or of its application. Provided that the implementation
of new services is an ongoing process which needs a certain time to
reach treatment stability, evaluating new services in an initial phase
of implementation might lead to false conclusions on the effects of
that service. One possible example is the Swedish effectiveness
study of MST, which started relatively short time after MST was
introduced. This randomized controlled trial, using treatment-as-
usual as comparison, did not record any significant differences
between the interventions (Andrée Lofholm, Olsson, Sundell, &
Hansson, 2009).

Limitations

The results are based on observational data and thus may be more
usefully viewed as generating hypotheses rather than testing them.
As with many retrospective studies, the present study lacked several
potentially important measures. For instance, there is no data
available on variables such as organizational climate and structure,
therapist characteristics and training, and severity of youth problems
and family type. Because these variables were not represented in the
evaluated model, it is unknown whether or not the results and their
interpretation would change significantly had this data been available
for analysis.
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There are also several limitations regarding the data on youth
outcomes. The outcomes were dichotomized (e.g., new arrests versus
no new arrests), and as such may be rather crude categorizations of
dimensional outcomes. The dichotomized new arrests versus no new
arrests variable, for example, may fail to capture important
differences among youth who were arrested (e.g., the number of
arrests, severity of the offense) and among youth who were not
arrested (e.g., the frequency of engagement in activities for which
youth could have been arrested) that would shed light on the impact
of MST implementation. Similar differences may exist among youth
living at home and engaged in school or work. This data is not
available because outcomes were measured solely by therapist report
and only at termination of treatment. Future research should pursue a
more comprehensive assessment of youth outcomes with data from
multiple sources (therapist, youth, and families) multiple time points
in order to evaluate relations among therapist and team experience,
MST implementation, and the longer-term outcomes for Swedish
youth and families.
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Abstract

A hallmark of an evidence-based practice is the systematic appraisal of
research related to the effectiveness of interventions. This study
addresses the issue of interpreting results from effectiveness studies
which utilise treatment-as-usual (TAU) as a comparator. Using
randomised controlled studies evaluating the effectiveness of
Multisystemic therapy (MST) as an illustrative example, we show that
TAU conditions included a wide variety of treatment alternatives.
Estimated treatment effects on recidivism suggest that TAU conditions
scemed to contain a greater variation in underlying risk than
experimental conditions, supporting the hypothesis that content of
TAU conditions could affect outcomes. Implications for the realisation
of an evidence-based practice are discussed.

Key words: effectiveness studies; evidence-based practice; standard
service; transportability; treatment-as-usual.



Treatment-as-usual in effectiveness studies:
what is it and does it matter?

Introduction

The concept of evidence-based practice (EBP) has become a major part
of many governments’ approaches to policy making and is now a
familiar term in a wide range of public policy areas including, but not
limited to, health care and social services (Davies, Nutley & Smith,
2000). A hallmark of EBP is the systematic appraisal of research related
to relevant practice questions where the issue of the effectiveness of
interventions is of particularly interest (Higgins & Green, 2008). In
addition, the EBP approach also emphasises practitioners’ ability to
compile and synthesise the results of reliable trials (Greenhalgh, 2001).

Evaluations of the effectiveness of interventions require
comparisons. There are typically two types of comparators: groups that
receive another intervention and groups that receive no intervention.
The use of a no treatment group as a comparator means that estimated
treatment effects are absolute. A comparison group that receives
another treatment gives a relative treatment effect. Since a relative effect
reflects possible differences between two groups receiving treatment, it
is sound to assume that this design generally produces smaller effects.
When evaluating interventions in the social services, it has typically
been considered as an ethical obligation to provide standard services to
the comparison group (Staines et al., 1999). Therefore, the relative
effects for a given intervention have often been compared to the effects
achieved from a wide range of standard treatments, usually labelled
treatment-as-usual (TAU).

The overall aim of this article was to address the complexity of
interpreting results from effectiveness studies in which TAU was used
as a comparator. Specifically, our aim was to examine the TAU
conditions in effectiveness studies of an evidence-based treatment
method targeting youths with severe behavioural problems. For
illustrative purposes, we chose Multisystemic therapy (MST) as an



example. The content and composition of the TAU condition were
empirically examined as well as the impact of TAU on estimated
treatment effects, hypothesising that the characteristics of the TAU
conditions could affect the studied outcomes.

The remainder of the article is organised as follows. We begin with
a discussion of why it is important to address the TAU condition. The
next section describes data and methods. Finally, we present and discuss
the empirical findings of the study.

Why the treatment-as-usual condition matters

The use of a TAU condition has scientific and clinical value indicating
what had been a common outcome for a clinical group if a specific,
evaluated, intervention were not implemented (Staines et al., 1999).
Nonetheless, the TAU condition has been the subject of discussion
within several professional fields because of the challenges when it is
used in effectiveness studies (see Burns, 2009; Reynolds et al., 2001 in
psychiatry; Bickman, 2002; Chorpita et al., 2002; Kelley, Nixon &
Bickman, 2000 in psychology; and Santa Ana et al., 2008 in addiction
treatment). With TAU defined as the previously best known and
available treatments, it tends to be treated as a limited range of
treatments for a particular condition at that time. However, to what
extent these TAU treatments really comprise best practice is unknown
(Santa Ana et al., 2008).

In addition, TAU could be assumed to be an active set of
treatments that are adapting when new theoretical influences and
treatment methods are made available, implying that the TAU
conditions are responsive and inconstant. For example, in studies
evaluating the effectiveness of Assertive Community Treatment (ACT)
team in UK, targeting adults with severe mental illness, the results
suggest that the usual community care could have been diminished as
usual care agencies have incorporated many of the key features of ACT
as part of their standard services (Burns et al., 2002; Clarke et al., 2000;
Drake et al., 1998; Killaspy et al., 2006). Thus, when studies show the
effect for the experiment treatment relative to the contrast treatment, it



is reasonable to expect that variations in the TAU condition have
implications for the results of effectiveness studies as well as for pooling
results in meta-analytic reviews.

Differences in research conditions (i.e. efficacy and effectiveness
studies) are well-known confounders that could reveal differences in
achieved treatment effects: the results from efficacy studies are often
larger than results from effectiveness studies that have taken place in a
real-world setting (Curtis, Ronan, & Borduin, 2004; Losel &
Beelmann, 2003; Petrosino & Soydan, 2005). When developing a
treatment method, the first thing done is to test its effectiveness, usually
in an efficacy study. This means that the evaluation is accomplished on
small scale and under optimal conditions with a high degree of control
over treatment adherence and research realisation, often conducted by
the developers themselves. With proved effectiveness in efficacy trials,
the next step is to implement the method into regular services and
evaluate efficiency in effectiveness studies.

Transportability studies investigate the nature of the transport
between different conditions and how a treatment method can be
implemented while maintaining good performance (Bickman & Noser,
1999; Flay et al., 2005; Schoenwald & Hoagwood, 2001). Scientific
knowledge — both about how the transfer is best carried out and the
effectiveness of interventions ‘transported’ to ordinary activities — has
increased over the last decade (Schoenwald, Heiblum, Saldana, &
Henggeler, 2008). However, most of the treatment methods evaluated
in primary studies as well as research surveys are conducted in the US.
As more treatment methods have advanced from efficacy to
effectiveness maintaining good performance, the requirements of
evidence-based programmes increases outside the US as well. This
means more programmes developed in the US are exported to other
countries. Nonetheless, a treatment method that has performed well in
one national context does not guarantee success in another country.

Creating systems within the social services that respond effectively
to problem behaviour among children and adolescents is — to say the
least — a challenging commitment. Additionally, the overall effective-
ness of TAU within the field of children and adolescents mental health



services for example, has demonstrated poor outcomes (Bickman,
2002). Moreover, from an international perspective different national
conditions are influenced by different social systems, societal legislation
and approaches to how bad conditions should be treated (Cameron &
Freymond, 2006; Corby, 2003; Gilbert, 1997; Tonry & Doob, 2004).
This contributes to a heterogeneous target population and intervention
repertoire targeting problem behaviour, entailing that what called TAU
for these children and adolescents consists of a considerable amount of
different non-specific treatment. It could be reasonable to expect that
the TAU condition, as an active comparator, might be affected by both
the diversity and quality of treatments included in TAU and by cultural
specificity in different national contexts.

Differences between countries in how society handles antisocial
youth as well as differences in population sizes could raise questions
about the consistency in TAU. In a previous study (Sundell et al.,
2008) the comparison of CBCL (Achenbach, 1991a; 1991b) change
scores from a Norwegian, a Swedish and two US MST evaluations
show that the average decrease in CBCL T scores for the Scandinavian
MST groups were similar to each other, but larger than or equal to that
of the US studies (Henggeler et al., 2006; Rowland et al., 2005). The
Scandinavian TAU groups, however, decreased their CBCL scores
considerably more than did the two US TAU groups. The authors
suggested that this indicated possible contextual differences that may
help explain the positive gains made by the TAU groups in
Scandinavia. While youth offenders in the US are processed in the
juvenile justice system, in the Scandinavian system they are handled in
the child welfare system (Levin, 1998). The standard procedure for
prosecutors or criminal courts is to refer the youths to the social services
without any legal sanctions imposed on the individual. For example,
Scandinavian juvenile offenders retrieve in-home services more
frequently than their US counterparts (Sundell et al., 2007), meaning
that in-home service is not exclusive to the evaluated treatment method.

One may argue that because Sweden and Norway compared with
the US are small countries, a certain degree of consistency in TAU
maybe makes it easier for Sweden and Norway to provide oversight of



programmes. In contrast, studies evaluating the effectiveness of
treatment methods targeting antisocial youths conducted in the US
actually could have been conducted under different circumstances
because of organisation of service systems and these systems vary
between states (and even between counties within states). Again,
compared to some other welfare states, the societal responsibilities for
child welfare in Scandinavia are rather decentralised, with considerable
authority given to the municipalities. Despite the Scandinavian system
with the child welfare as the responsible authority for antisocial youth,
there could be local differences in the organisation and delivery of
welfare services as well as in range of services (Andersson, 20006).

Thus, TAU is not a passive condition but rather an active
comparator that could be affected by the diversity in research context
and diversity and quality of treatments included in TAU and by
cultural specificity in different national contexts. In addition, an EBP
may well need support from generalised knowledge gathered from e.g.
systematic reviews. However, when multiple single experimental studies
with TAU as a contrast are consolidated in scientific summaries to
clarify the evidence for a well-defined treatment method, a variety of
different treatments are grouped under the heading TAU. This is one
reason why the generalised knowledge obtained from the scientific
literature reviews within the social sciences has been questioned. The
adversaries argue that difficulties associated with synthesising and
generalising knowledge from research summaries are overlooked; that is
for example, difficulties associated with comparing effects from studies
with different TAU conditions (e.g., Bergmark, 2008; Finney 2000;
Santa Ana et al., 2008). As a consequence, the use of TAU as a
comparator leads to difficulties associated with contextual differences
and complex interpretations of the results that are generally overlooked.

It is with the above empirical findings and theoretical reasoning in
mind that the current study addressed the TAU condition in
randomised controlled trials of MST targeting youth with severe
behavioural problems — what is and does it matter?



Data and methods

The research material consisted of randomised controlled studies
evaluating MST. MST were chosen as an illustration because it has a
strong research base including several randomised controlled trials
completed within as well as outside the US (i.e., Canada, Norway and
Sweden). The treatment method is considered to be evidence-based in
the US (Mihalic et al., 2004). The concept of TAU context within the
social services was defined as the overall complex of the organisation of
social service systems, the social welfare population, cultural
expectations and attitudes, and the consistency of goals and techniques
that influence the real-world conditions.

MST is targeting youth (age 10-17) with severe behavioural
problems such as delinquency, substance abuse and severe school
problems. The treatment components are based on research about risk
and protective factors for developing anti-social behaviour. MST was
begun to develop in the US in the 1980s and include features often
found in family systemic and social ecological theories as well as
behavioural and social learning theory. MST is represented in 32 US
states and ten countries outside the US (Australia, Canada, Denmark,
Great Britain (including England, Northern Ireland and Scotland),
Iceland, The Netherlands, New Zealand, Norway, Sweden and
Switzerland (http://www.mstservices.com; 1 June 2011). MST has been
implemented in Scandinavia over the last 10 years and could be
considered as well established.

The point of departure for our search strategy for relevant primary
studies was earlier reviews of MST (Curtis et al., 2004; Littell, Popa &
Forsythe, 2005; Woolfenden, Williams & Peat, 2009). Supplementary
searches in two key electronic databases (PsycINFO and SocINDEX)
were done using Multisystemic Therapy and MST as key words.
Additional searches were made by means of the MST Services website
and of Google and Google Scholar where we went through the first 200
hits. We systematically read the reference lists of review articles and
included studies. We also asked researchers in the field to provide lists
of potentially relevant studies. To be included, the study needed to



address the original target group for MST (i.e., youth with severe
behavioural problems) and utilise a randomised controlled design. We
found 13 unique studies which matched our inclusion criteria (Table
1). Screening, data extraction, and coding was principally performed by
one of the authors. To validate the information retrieval process a
selection (n = 6) of articles was examined by two authors.
Disagreements and ambiguities were resolved by discussion.

Included studies were examined for their comparability regarding
the research context, specific target group, comparison group, follow-up
periods, attrition, measurements and outcomes, and in which country
the study was conducted. The influence of research context has been
explored by making a distinction between studies conducted in
different organisational context of research (i.e., efficacy or effectiveness
studies). Studies categorised as a hybrid of efficacy and effectiveness
(Schoenwald & Hoagwood, 2001) were judged as more similar to a
real-world setting than to a clinical setting and were grouped with
effectiveness studies.

To examine if the variation within the TAU conditions could be
reflected in the outcomes, treatment effects according to one primary
outcome — recidivism — was examined in more detail. The selection of
the outcome measurement was made among more than 50 different
outcome measures that were represented in the studies and was
supported of that it could be considered as a reliable outcome for the
effectiveness of the intervention. Recidivism was conceptualised as an
unwanted, binary outcome (0/1) and was operationalised as the
number of participants who had relapsed into recorded delinquency
during follow-up (12 months or more after inclusion). Sufficient
information about recidivism was available in eight primary studies.

We utilised standard meta-analytical tools (Borenstein, Hedges,
Higgins & Rothstein, 2009; Egger, Smith & Altman, 2002) to
calculate and display estimated treatment effects in each study and
explore differences between studies for the addressed outcome. We
calculated risk ratios (RR) of the addressed outcome, defined as the
ratio of participants with the unwanted condition to the total number
of participants in the MST group, divided by the same ratio in the



TAU group. Thus, a risk ratio below 1.0 indicates a beneficial effect of
MST. We drew a Forest plot to visualise the effect size along with its
95% confidence interval for each study. Since we were interested in
exploring heterogeneity we did not pool the results into an overall
estimate. We also drew a L’Abbée plot to examine the underlying risk
in MST and TAU groups. All statistical analyses were performed using
the meta-analysis command in Stata 11/SE-version (Harris et al.,
2008).

Results

The results from the examination of reviewed studies will be presented
as follows: (a) a summary of information about research conditions and
the comparison groups as described in the primary studies; (b) graphical
explorations of estimated treatment effects on recidivism; and (c)
comparisons of the estimated treatment effects in different contexts.

Included studies (Table 1) contained a variety of research
conditions, such as research context, organisational context of social
service system, follow-up period, and outcome measures. The review of
comparison groups as described in the studies showed that they
contained a wide variety of treatments. A summary of study
descriptions and a selection of factors that may influence the
comparability are presented in Table 1.

In three studies (Bourduin, Henggeler, Blaske & Stein, 1990,
1995; Borduin & Schaeffer, 2001), the comparison group was a
relatively well-defined comparison treatment described as typical in
treatment as usual; for example, group and/or individual cognitive-
behavioural therapy or individual counselling targeting the youth.
However, most common was that the comparison group received a
mixture of various interventions described as TAU. Interventions
within the TAU-condition could, for example, consist of individual or
group treatment with different emphasis and theoretical basis,
placements in out-of-home care, as well as non-placement
interventions. The TAU-option was often described with a list of
examples of what interventions it might use, examples taken from a



wide range of interventions that could be possible. In addition,
information about the contextual framework in which the TAU
condition occurred revealed only implicitly. For example, the TAU-
condition could be taking place within juvenile justice system (Borduin
et al., 1990, 1995; Borduin & Schaeffer, 2001; Cunningham, 2002;
Henggeler et al., 1997; 2006; Henggeler, Melton & Smith, 1992;
Henggeler, Pickrel & Brondino 1999; Letourneau et al.,, 2009;
Timmons-Mitchell, Bender, Kishna & Mitchell, 2006), clinical youth
psychiatry (Rowland et al., 2005) system, or child welfare system
(Ogden & Halliday-Boykins, 2004; Sundell et al., 2008). This was not
expressed in clear terms, but could be deduced from other information
(e.g., the U.S. juvenile justice system) and with general knowledge
about the specificity of national contexts.

There were no information about what interventions the
individuals in the TAU condition actually received, and while the dose,
duration and breakdowns often was described for the experimental
group, no such information was available regarding the TAU condition.
For example, the TAU condition within the juvenile justice system in
some studies was described as court orders including one or more
stipulations (e.g., curfew, school attendance and participation with
other agencies). If the youth did not follow the stipulations or terms of
probation, (s)he would be returned to court for a review and could be
receiving another chance or out-of-home placement. In some studies
information about number of days in placement was presented for both
treatment groups, but otherwise there were no information that
suggested the actual distribution between the different options. As most
of the reviewed studies used a comparison group sufficiently similar to
TAU, the comparison groups was designated as TAU in further
analysis.
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Table 1. Summary of randomised studies of Multisystemic therapy

(MST).

Study (Year) Research [Co- |Popu- Foll- |Type |Comparison intervention as
context |un- lation ow-up described in studies
try (N) (m)
Borduin, Henggeler, | Efficacy U.S. Juvenile |37 Defined | Individual therapy/counselling to
Blaske, & Stein sexual the youth with a theoretical blend of
(1990) offenders psychodynamic, humanistic and
(16) behavioural approaches.
Henggeler, Melton, | Efficacy/ |U.S. Juvenile 29 Mix Treatment-as-usual within juvenile
& Smith (1992); Effective- offenders justice system — court orders
Henggeler et al. ness (84) including one or more stipulations
(1993) (e.g., curfew, school attendance, and
participation with other agencies). If
the youth did not follow the
stipulations or terms of probation,
(s)he will be returned to court for a
review and could receive another
chance or out-of-home placement.
Borduin et al. Efficacy U.S. Juvenile | 156 Defined | Individual therapy/counselling to
(1995); offenders the youth with a theoretical blend of
Schoenwald, (176) psychodynamic, humanistic and
Borduin, & behavioural approaches.
Henggeler (1998);
Schaeffer &
Borduin (2005)
Henggeler et al. Efficacy/ | U.S. Juvenile |20 Mix Treatment-as-usual within juvenile
(1997); Huey, Effective- offenders justice system — court orders
Henggeler, ness (155) including one or more stipulations
Brondino, & Pickrel (e.g., curfew, school attendance,
(2000) and participation with other
agencies). If the youth did not
follow the stipulations or terms of
probation, (s)he will be returned
to court for a review and could
receive another chance or out-of-
home placement.
Henggeler, Pickrel, Efficacy/ | U.S. Substance | 48 Mix Treatment-as-usual within juvenile
& Brondino (1999); | Effective- abusing justice system — the youth was
Henggeler, ness juvenile referred to outpatient substance
Clingempeel, offenders abuse treatment by a probation
Brondino, & Pickrel (118) officer, usually weekly attendance at
(2002) adolescent group meetings that
followed a 12-step program.
Additional substance abuse services
available in the community included
inpatient and residential programs.
Borduin & Efficacy U.S. Juvenile |96 Defined | Cognitive behavioural therapy group
Schaeffer (2001); sexual and individual outpatient treatment
Borduin, Schaeffer, offenders through juvenile court with an
& Heiblum (2009) (48) empbhasis on relapse prevention. The
interventions were not manual
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driven; the therapist had discretion
in the selection of material and in
deciding when youths had

completed treatment.

Cunningham
(2002); Leschied &
Cunningham

(2002)

Effective-

ness

Juvenile
offenders

(409)

36

Treatment-as-usual within juvenile
justice system — carried on with the
intervention plan devised by
probation officer. If an outside
referral was felt necessary by the
probation officer, the list of possible
services was lengthy and diverse, for
example, individual or family
counselling, parent-to-parent
support groups, family preservation
programs, out-of-home placements,
school programs and school
placements, anger management,
wilderness programs, in- and
outpatient services in children’s
mental health care.

Ogden & Halliday-
Boykins (2004);
Ogden & Hagen
(2006).

Effective-

ness

Nor

Youths
with
severe
behaviour
problem
(100)

24

Treatment-as-usual within the child
welfare system — e.g., out-of-home
placements at institutions or at crisis
institutions for further assessments,
supervision by social worker in their
homes or other home-based
treatments.

Rowland et al.

(2005)

Efficacy/
Effective-

ness

U.s.

Youths
with
severe
behaviour
problem
(31)

Treatment-as-usual within Child
and Adolescent Mental Health
Division — with care coordinators
serving as case managers for the
youths and families and could
authorize a wide array of services, for
example, including individual and
family therapy, intensive home
services, day treatment, medication
management therapeutic foster care,
therapeutic aid service, and hospital-
based residential treatment.

Henggeler et al.
(2006)

Efficacy/
Effective-

ness

U.s.

Substance
abusing
juvenile
offenders

(161)

—_

2

Treatment-as-usual within juvenile
justice system — the youths were all
supervised via probation or parole
and referred to outpatient alcohol
and drug abuse services. Usually
group treatment during 12 weeks
along with individual therapy or
family therapy. If the youth did
not follow the stipulations or
terms of probation, (s)he will be
returned to court for a review and
could receive another chance or
out-of-home placement

Timmons-Mitchell,
Bender, Kishna, &

Effective-

ness

U.s.

Juvenile
offenders

Treatment-as-usual within juvenile
justice system — probation officer

12




Mitchell (2006) 93) referred the youth to drug and
alcohol counsellors, anger
management groups, individual and
family therapies both in public and
private settings.

Sundell et. al., Effective- | Swe Youths 24 Mix Treatment-as-usual within the child

(2008); Author ness with welfare system — e.g., individual

(2009) severe counselling, family therapy,

behaviour mentorship for the youth, aggression

problem treatment, addiction treatment,

(156) special education services and out-of
home placements, primarily
residential care.

Letourneau et al. Efficacy/ | U.S. Juvenile |12 Mix Treatment-as-usual within juvenile

(2009); Henggeler | Effective- sexual justice system — sexual offender-

et al. (2009) ness offenders specific group treatment, often

(127) under supervision by probation

officers. The group treatment
contained among other things family
counselling and cognitive
distortions. Youth with other
specific needs (e.g., substance abuse)
could be referred for additional
services.

To explore variation in treatment effects across studies we displayed the

treatment effect estimate on recidivism of each study along with its

95% confidence interval in a Forest plot (Figure 1). As shown in Figure
1, the estimated RRs varied between 0.29 and 1.41 and thereby
indicating a substantial variation in the estimated treatment effect on

recidivism across studies. The presence of (statistical) heterogeneity was
also suggested by a statistically significant Q-statistic (X?=42.50, d.f.=7,
p=0.000). It was also found that more than 83 per cent of the variation
in RRs was attributable to heterogeneity between studies (/°=83.5%).
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Study

ID RR (95% Cl)
Borduin et al D < 0.29 (0.08, 0.98)
Henggeler et al T 0.69 (0.45, 1.05)
Borduin et al L 0.37 (0.25, 0.53)
Henggeler et al — = 0.83 (0.52, 1.32)
Borduin & Schaeffer (2001) - = 0.39 (0.20, 0.76)
Cunningham (2002) -~ 1.02 (0.89, 1.17)
Timmons-Mitchell et al (2006) e 0.77 (0.61, 0.97)
Sundell et al (2008) o 1.41 (0.84, 2.35)

1 1

0 1 10

Favours MST Favours TAU

Figure 1. Forest plot of estimated treatment effects on recidivism. Risk
ratios (RR), 95% confidence interval within parentheses

Treatment effect is usually expressed as the relative difference between
treatment and comparison (TAU) groups, and the results from TAU
groups have often been overlooked. It is reasonable to ask whether the
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extent of observed (statistical) heterogeneity of treatment benefit in
reducing recidivism was related to heterogeneity in underlying risk of
the participants in the different studies. We explored observed
heterogeneity in recidivism by plotting the observed treatment (MST)
group risk (vertical axis) versus the observed TAU group risk
(horizontal axis). The dotted line represents a situation in which the
relative treatment effect was zero. Larger circles represent studies that
contributed more information with respect to number of participants
(Figure 2). If the plot reveals that there is a great variability in outcome
from TAU groups but similar outcome from treatment groups,
heterogeneity in the treatment effect across individual studies may be at
least partially explained by different treatments received by individuals
in the TAU groups.

As shown in Figure 2, there was a great variability in the observed
treatment group risk and observed TAU group risk. The recidivism rate
in MST groups varied between 25 per cent (Bourduin et al., 1990) and
68 per cent (Cunningham, 2002). However, there was a greater
variability in the observed TAU group risk. The recidivism rate in TAU
groups varied between 23 per cent (Sundell et al., 2008) and 88 per
cent (Borduin et al., 1990).

It should be noted that the three studies with very low treatment
recidivism rates (25-29%) and very high comparison recidivism rates
(71 to 88%) were efficacy studies (Borduin et al., 1990, 1995, 2001).
Thus, the recidivism rates for treatment and comparison groups were
more similar in efficacy studies. It should also be noted that the two
studies conducted outside the US (Sundell et al., 2008; Cunningham,
2002) reports smaller relative treatment effects (the studies are located
close to the diagonal in Figure 2).
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Figure 2. L’Abbé plot of observed treatment group risk versus observed
comparison group risk.

Concluding discussion

The realisation of EBP relies, among other things, on research that
focuses on how interventions are implemented, how effective they are,
and what groups are targeted. This makes studies interested in the
effectiveness of interventions a key source of knowledge for the
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accomplishment of EBP. Within the social services, the relative effects
of a given intervention have often been compared to the effects
achieved from a range of typical treatments, usually called TAU. The
overall aim of this study was to address the complexity of interpreting
results from effectiveness studies in which TAU was used as a
comparator, hypothesising that a variety of content and composition of
the TAU conditions affect the outcome. Specifically our aim was to
examine TAU conditions in effectiveness studies of an evidence-based
treatment method targeting youths with severe behavioural problems
(Multisystemic Therapy — MST).

The study showed that reviewed articles contained a wide variety
of research conditions, outcome measures and comparison groups
making it difficult to compare outcomes and treatment effects.
Additionally, the comparison groups often were summarised as TAU,
which consisted of an imprecise mixture of interventions representing a
wide array of treatment methods. However, descriptions of the content
were limited and descriptions of the distribution (i.e. what treatments
the TAU group actually received during the follow-up period) in the
studies were largely absent.

Meta-analysis indicated a substantial statistical heterogeneity in
recidivism. More than 83% of the variation in the estimated treatment
effects on recidivism was attributable to heterogeneity between studies.
Both experimental conditions and TAU conditions showed a variance
in achieved treatment effects; however, the variety among TAU groups
tended to be wider, suggesting that the multiplicity of intervention
alternatives within the TAU condition influenced the results with
straggling treatment effect as a consequence. As the results accounted
for in effectiveness studies are based on the contrast between the
experimental treatment and the comparison treatment, in the TAU
condition consisting of a variety of treatments, these varieties influences
the final results. Thus, the lack of detailed information about content
and distribution means there is limited knowledge about the
effectiveness of specific conditions and treatment methods.

In addition, the analysis is consistent with prior research,
suggesting that contextual factors may influence the TAU condition as
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well as the overall treatment effects. According to the relationship
between efficacy and effectiveness studies, the results confirmed earlier
findings establishing the statement that efficacy studies often provide
higher effect sizes than effectiveness studies (Curtis et al., 2004; Losel &
Beelmann, 2003; Petrosino & Soydan, 2005). This means a larger
difference between achieved effects according to experiment and
comparison groups each. This is due to the efficacy study’s
opportunities to keep a more rigorous control over research implement-
tation as well as over the treatment implementation.

When the MST treatment was transported and evaluated outside
its country of origin (US) the analysis showed generally decreased
differences between TAU conditions and experimental conditions in
achieved treatment effects. It should be noted though, that in the
present study the suggested influence of national contexts was based on
a limited number of studies; there were just two studies conducted
outside the US conducted in two different countries.

With the EBP approach becoming more widespread, an
increasingly attention is given to substantive and methodological issues
about how to realise EBP. This involve a broader and more nuanced
understanding of the conditions under which effectiveness studies
provide reliable results and more sophisticated ways to analyse and
parse the outcome studies (Fraser et al., in press). Even the use of TAU
condition in effectiveness studies has been the subject of discussion
(Bickman, 2202; Burns, 2009; Chorpita et al, 2002; Kelley et al., 2000;
Reynolds et al., 2001; Santa Ana et al., 2008). With the assumption
that the TAU conditions are not fixed through time and context, the
result in this study support that using and interpreting TAU as a
contrast could cause complications that have not received adequate
attention in effectiveness studies. Additionally, the transportability
resecarch have a challenging assignment to investigate under what
circumstances a specific treatment methods could be transported to
new national contexts maintaining good performance.

A key feature of EBP is the practitioners’ ability to compile,
synthesise and interpret the results from effectiveness studies. With a
better understanding of the methodological challenges of creating a
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solid knowledge base to support an EBP, attention has been paid to
improving research implementation and synthesising to obtain reliable
knowledge (e.g., Holder, 2008; Littell, 2008; Shadish, 2002).
Naturally, using TAU as a comparison group in effectiveness studies
could still contribute with valuable knowledge about the effectiveness of
a treatment method implemented within the regular services.
Nonetheless, to facilitate the transparency as well as the possibilities of
synthesising and generalisation, researchers and policy makers need to
take the TAU condition under more careful consideration.

Several types of bias may have affected our findings. Among other
things, we have reviewed effectiveness studies concerning only one
treatment method. This limits the possibilities to general conclusions.
Even if MST is considered as a treatment method with a strong
research base, the research base still contains a limited number of
studies and most of them are conducted in the US. This means that if
you divide them into subgroups (e.g., research context; national
context), the number of unique studies in each subgroup become very
small. For example, in the review only three studies were conducted
outside the US, whereas only two of them displayed the selected
outcome measure, as mentioned before. However, the alternative, to
include more studies evaluating several related methods entails other
limitations because differences between methods and target groups
could affect the opportunity to make conclusions. Another limitation is
that the meta-analyses are based on one outcome — recidivism. As this
binary outcome was measured in eight of 13 studies, it was one of the
most common outcome measurements in reviewed studies. Still, using
only one outcome measure may simplify complex findings and makes
the analyses more sensitive to confounders beyond our control. Finally,
there are also limitations associated with variations in the length of
follow-up. By way of this background, our results should first and
foremost be seen as tentative and hypothesis-generating.

To conclude, to improve the realisation of an EBP we believe that
the following issues need to be addressed in more detail. Firstly, there is
a need to clarify which interventions are included in the TAU
condition, and provide more detailed overview of intervention
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characteristics such as theoretical base, dose and duration. Secondly,
when a study is conducted, there is a need for researcher to get access to
and collect data about what interventions the individuals in the TAU
condition received, dose, duration, if any adherence and breakdown of
the individuals. Thirdly, an increased attention given to the contextual
circumstances is necessary, applicable for both social practice and
research. With more carefully described contextual circumstances,
organisational as well as national, adequate considerations that accounts
for differences between contexts will be feasible. These issues are all
important to increase the possibility to interpret and translate results
from effectiveness studies in which TAU was used as a comparator and
supports the development of evidence for effective interventions in the
social services with the potential to improve practice.
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