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The Oregon Multidimensional Treatment Foster Care Model:
Features, Outcomes, and Progress in Dissemination

Patricia Chamberlain, Oregon Social Learning Center and OSLC Community Programs

The practice of placing children and adolescents with severe antisocial behazvior and delivupuency in residential and group home settings is
commnanplace in wost communities in the United States, yet little research exists on the short- ov long-term effectiveness of such placements,
Furthermere, recent evidence suggests that theve are potentially damaging effects from placement in congregate care settings that welate to neg-
ative influences that froblem youth who ave placed together tend to have on each other The Oregon Multidimensional Treatment Foster
Care (MTFC) model was develafied as an alternative to growp and resddential care for youth with delinguency and severe emational and be-
heszriomal froblems. The central features of the Oregon MTFC model are described, evidence an the efficacy of the modal is reviewed, and frrae-
tical aspects relating to dissemination are discussed along with conditions that act to facilitate or create barriers to implemendation,

HE OreEcon Mulidimensional Treatment Foster Care

(MTFC) model was originally developed for adoles-
cents who were committed to and then diverted from the
Oregon State Training Schools for severe and chronic
problems with delinquency. Subsequently, the model has
been adapted for and tested with two other groups: chil-
dren and adolescents who are being stepped down from
placement in the state hospital, and youngsters in state-
supported foster care. Randomized trials have been con-
ducted with each of these three populations. Other adap-
tations of MTFC are under way but have not yet been sub-
jected to rigorous empirical evaluation, These include
MTFC for developmentally delayed youth who have prob-
lems with inappropriate sexual behavior and muldple
placement failures, and youth referred from managed
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care mental health systems who are in need of out-of-home
placement. Three additional randomized trials are cur
rently under way. The first is for girls referred from juve-
nile justice who have multiple criminal offenses and men-
tal health problems. The second is an adaptadon of MTFC
for preschoolers in statesupported foster care that in-
cludes the assessment of psychophysiological functioning.
The third is an effectiveness study of an application of
MTFC “Lite” in a large urhan child welfare foster care svs-
tem. In that study, the process of disseminating the inter-
vention is also being examined. This paper will focus on
the populations and findings from the three completed
randomized trials (i.e.,, with youth from juvenile justice,
mental health, and “regular” foster care).

Central Features of the Oregon Treatment
Foster Care Model

The major aim of MTFC is twofold: to create supports
and opportunities for children and adolescents so they
can have a successful community living experience and to
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prepare their parents, relatives, or other aftercare place-
ment resources to use skills and methods that will allow
youngsters to maintain the gains they made while in
MTFC once they return home. In MTFC, interventions
are implemented using multiple methods (e.g.., family
and individual therapy, skill training, academic supports)
in a number of key sertings. Typically, MTFC placements
are short-term (from 6 to 9 months). From the beginning
of placement, work with the youth's parents is emphasized
to prepare the youth and the adults for post:MTFC life.
Four key elements are targeted in MTFC and in aftercare.

1. Providing the vouth with a consistent reinforcing
environment where he or she is mentored and
encouraged.

2, Prmiding a clear structure and limits with well-
specified consequences that can be delivered in a
teaching-oriented way,

3. Providing close supervision of the youth’s where-
abouts,

4. Avoiding associations between youth in MTFC and
peers with problems and helping MTFC vouth de-
velop skills for having relationships with positive

Peers.

Several program practices are used to accomplish
these aims. We pay close attention, on a daily basis, to the
youth’s progress and problems both in the MTFC home
and in school. Daily data are collected so that we can care-
fully rrack progress and problems and monitor implemen-
tation of the model in the MTFC home. In addition, we
keep track of foster parent stress levels on a daily basis
and continually monitor key variables that relate to more
long-term case ourcomes. Daily data are collected from
MTEFC parents via a brief telephone interview (i.e., the
Parent Daily Repart Checklist; PDR; Chamberlain &
Reid, 1987). Program supervisors, who are responsible
for supervising all aspects of the weaiment, review PDR
data each day.

Program supervisors have small caseloads (10 vouth
and families). They are on call 24 hours a day, 7 days a
week, to MTFC parents and biological parents/ relatives,
Program supervisors conduct two weekly meetings that
shape the torm and pacing of the intervention (which is
individualized for each vouth). In the weekly foster par-
ent meeting 7 to 10 MTFC parents, whao are working with
vouth with similar problems, meet in a group to review
the PDR data, ralk about gains, and refocus the youth's
individualized daily behavior management plan that fos-
ter parents implement in the MTFC home. In weekly clin-
ical supervision meetings, family and individual thera-
pists present on case progress and problems, and the
program supervisor provides direction and feedback.
Again, the daily PDR data are used to evaluate and revise
the case plan.

Table 1
Sample Description and Risk Factors for Boys
and Girls at Baseline?

Bays Crirls
(N=T79) (N=61) Significance

Age in vears 14.4 15.1 =
Single-parent family art

present (%) 57.0 71.2 nx
.'!&dﬂph‘.d (96} a1 g9 T
Family income less than

310,000 (%) 37.3 35.7 ns
MNumber of crimes committed

(b self) 135 13.1 s
Mom was convicted of

crime (%) 21.6 46.7 .
Dad was convicted of

crime (%) 3.3 63.2 o
Al least one parent convicted

of crime (%) 41.1 700 i
At least one sibling was

institutionalized (%) 20.0 375 "
Experienced (documented)

physical abuse (%) 5.7 5.6 %
Experienced sexual abuse

{documented) (%) .8 72.1 T
Attempted suicide (%) 26 GH.5 bad
Characterized as heavy drug

ar alcohal user (%) 9.3 B2.0 il
Pregnant at least once (%) N/A 9.5
Mumber of prior treatment

placements 1.93 5.03 **

Adolescent’s report of days in

detention year prior

o haseline 73 72 s
Ran away at least once (%) 3T 91.7 **

*Unless otherwise noted, data are from referral agent and /or parent.
wp<t 015 % p< 01,

Populations of Youth and Families

Randomized trials have been completed with boys re-
ferred from juvenile justice {Chamberlain & Reid, 1998;
Eddy & Chamberlain, 20001}, children and adolescents
leaving a state hospital setting (Chamberlain & Reid,
1991}, and children in state-supported foster care {Cham-
berlain, Moreland, & Reid, 1992), In each of these smdies,
referrals for MTFC were made by community agencies
{i.e., departments of juvenile justice, child welfare, and
mental health) o our community services clinic (OSLC
Community Programs). There was no attempt to “weed
out” cases with complex or comorbid conditions. In fact,
referral 1o MTFC was typically preceded by failures in
other tvpes of placement settings, such as group or resi-
dential care.

Juzenile justice participants have a history of multiple
criminal offenses (means = 14 offenses for boys and 11
for girls) prior to referral and, as a result of their chronic






