Functional Family Therapy

Population Served:

Functional Family Therapy (FFT) is an evidence-based short-term treatment intervention for families with youth ages 11 through 18 who experience behavioral health issues.  FFT is available for both DCF involved and non DCF involved youth.  Functional Family Therapy Teams offer intensive clinical services and support to children and youth returning from out-of-home care or who are at risk of requiring out-of-home care due to psychiatric, emotional, or behavioral difficulties.  

Referral and Service Initiation:

· Children and families referred for FFT services must meet clinical care criteria published by the CT Behavioral Health Partnership.  

· Access to FFT services will be made available to all children and families meeting the target population and living within the towns served.  Referrals are accepted from DCF Regional Mental Health Program Directors or the appropriate DCF designee within the service areas defined, families with children that meet FFT clinical criteria, DCF Prevention Services Staff, and Probation Staff.   

· Husky pays in full for FFT and co-pays may be required for other insurances; however, no family will be turned away based on an inability to pay.

· The wait-list for this service is on a first-come, first-served basis with priority given to children and families where the child is at risk of out of home placement or where the child is returning from residential care or hospitals.  A case may also be given priority based on a clinical emergency. 

· Any issues or disputes that arise between referral sources regarding access to services will first be mediated by the Contractor.  If resolution to such disputes does not occur, the matter will be directed to the DCF FFT Program Manager who will mediate the dispute based on clinical criteria, priority of clinical need, and recent utilization to support equity in access to the program. 

· The referral form for FFT is provided below. 

Principles of Functional Family Therapy:

· Treatment is family focused & strength based

· Built on a foundation of acceptance and respect of individual difference and culture

· Change occurs in stages

· Behavior change is specific & individualized

· Multisystemic change process focused on maintaining, generalizing, and supporting family change

· Behaviors or symptoms are understood in regard to how they function in family relational system

Service Delivery:

Sessions are scheduled with a clinician at a frequency that matches the family’s needs, typically 1-2 times per week for 1-2 hours at the family home.  To ensure that the healing process occurs together, and to increase the potential for the family to continue to support one another after services have terminated, all sessions are held as a family.  On average, 12 sessions are held over a 3-6 month period.  FFT can provide treatment at the same time that family members are receiving individual therapy or even some more intensive services, such as PHP or IOP.  Agencies delivering FFT are also required to provide 24-hour/7-day emergency crisis response.  At its core FFT is a focused on assessment and intervention to address risk and protective factors within and outside of the family that impact the youth and his or her adaptive development.  

A Trauma Informed Model:

FFT has a unique capacity to address trauma in a family context, allowing family members to process the traumatic event together.  In applying the FFT model of helping the family to identify the overall pattern that leads to their undesirable symptoms and behaviors, family members are able to gain a deeper understanding of the impact of the trauma on the individual and on the family dynamic, better understand each family member’s individual healing process, and feel empowered to provide support and advocacy.  

Components of FFT Treatment:

Components One & Two:  “Engagement/Motivation” creates the motivation for change by looking at family members and their behaviors from different perspectives and presenting a more strength-based understanding of the problem behaviors.  The clinician works with the family to identify the chain of the events that leads to conflict.  Trauma informed: When the family has been impacted by trauma, this phase often involves psycho-education to help family members to understand what may appear to be oppositional behaviors, such as lying or stealing, as effects of trauma.  This phase might also include the introduction of coping skills and/or a safety plan.

Component Three:  “Relational Assessment” involves identifying the patterns of interaction within the family to understand the relational "functions" or interpersonal payoffs for individual family members' behaviors. The clinician focuses on eliciting and analyzing information pertaining to relational processes. The focus is directed to within family and outside the family contexts and capacities.  Clinician activities involve observation, questioning, inferences regarding the functions of negative behaviors, and switching from an individual problem focus to a relational perspective. This sets the stage for planning in “Behavior Change” and “Generalization,” where all interventions are matched to the families' relational functions. 
Component Four:  “Behavior Change” changes behaviors by introducing skills that interrupt the family pattern and promote positive interactions and behaviors.  The skills are individualized to the family’s needs taking into account their pattern, family hierarchy, and each family member’s relational style.  Skills may include communication skills such as empathy and reflective listening, parenting skills, affect regulation, conflict management, and general relationship-building.   Trauma-informed: Meeting the family where they are at in the healing process, a trauma-informed behavior change plan might span from basic safety planning to teaching the family how to identify various emotions in themselves and one another, to introducing the necessary communication and coping skills to process the trauma aloud as a family.  

Component Five:  “Generalization” challenges the family to consider how newly developed skills could be generalized to address future issues that have not been the focus of treatment.  These sessions also focus on decreasing risk factors, identifying other resources to sustain change and increasing protective factors.  Trauma informed: This phase focuses on enhancing future safety by identifying potentially triggering situations and creating a plan to manage such situations should they arise.  By decreasing risk factors, this phase also decreases the potential for future traumatic experiences.

FFT Service Providers/Contact Information:

There are five (6) CT Functional Family Therapy teams with two teams from Child and Family Guidance Center, a team from Wellmore, a team from Community Health Resources, a team from Child and Family Agency of Southeastern CT and a Team from Clifford Beers.


Note:  Only the New Britain DCF Office does not have FFT coverage although the teams listed above are covering many towns across regions and very large geographic areas. 





FUNCTIONAL FAMILY THERAPY (FFT)
REFERRAL FORM

	Date Received By: 

	REFERRAL SOURCE: 

	[bookmark: Text13]Name:      
	Agency: 
	[bookmark: Text14]     
	Telephone:
	     -     -     



	DEMOGRAPHICS

	[bookmark: Text17]Child’s Name:      
	[bookmark: Check6][bookmark: Check7]Gender: |_| Female |_| Male
	[bookmark: Text18]DOB:      

	[bookmark: Text19]Address:      
	Telephone:
	     -     -     

	[bookmark: Text20]City:      
	[bookmark: Text21]State:      
	[bookmark: Text22]Zip Code:      

	[bookmark: Text25]Child’s Primary Insurance:      
	[bookmark: Text26]ID#:      

	[bookmark: Text27]Child’s Secondary Insurance:      
	[bookmark: Text28]ID#:      

	*Please be advised that HUSKY is the only insurance that pays in full for FFT.  Co-pays will be required for privately insured families; however, NO family will be refused services due to financial reasons.  
	Annual household income: $      

	[bookmark: Text29]Primary Language: Parent/Caretaker:      
	[bookmark: Text30]Child:      

	Secondary Language: Parent/Caretaker:      
	Child:      

	[bookmark: Text31]Parent/Caretaker’s Name:      

	[bookmark: Text32]Address:      

	[bookmark: Text33][bookmark: Text34][bookmark: Text35]Telephone: Primary:      -     -      
	[bookmark: Text36][bookmark: Text37][bookmark: Text38]Other:      -     -      

	PARENT/CARETAKER’S RELATIONSHIP TO CHILD

	[bookmark: Check8]|_| Parent
	[bookmark: Check9]|_| Foster Parent
	[bookmark: Check10]|_| Guardian
	[bookmark: Check11]|_| Relative
	[bookmark: Check12][bookmark: Text39]|_| Other:      

	[bookmark: Check13][bookmark: Check14]Have the caregivers been informed about the requirements for family involvement (no individual sessions, meeting at least weekly for at least nine weeks)? |_| Yes |_| No

	PERSONS LIVING IN THE HOME WITH CHILD:

	NAME
	GENDER
	DATE OF BIRTH
	RELATIONSHIP TO CHILD

	[bookmark: Text40]     
	[bookmark: Text45]     
	[bookmark: Text50]     
	[bookmark: Text55]     

	[bookmark: Text41]     
	[bookmark: Text46]     
	[bookmark: Text51]     
	[bookmark: Text56]     

	[bookmark: Text42]     
	[bookmark: Text47]     
	[bookmark: Text52]     
	[bookmark: Text57]     

	[bookmark: Text43]     
	[bookmark: Text48]     
	[bookmark: Text53]     
	[bookmark: Text58]     

	[bookmark: Text44]     
	[bookmark: Text49]     
	[bookmark: Text54]     
	[bookmark: Text59]     



	ETHNICITY (Check One):

	[bookmark: Check15]|_| Asian American
	[bookmark: Check16]|_| Pacific Islander
	[bookmark: Check17]|_| Hispanic/Latino
	[bookmark: Check18]|_| Black
	[bookmark: Check19]|_| White

	[bookmark: Check20]|_| Native American
	[bookmark: Check21]|_| Other
	
	
	



	CHILD’S CURRENT DCF STATUS (Check One): 

	[bookmark: Check22]|_| Dual Commitment
	[bookmark: Check23]|_| Committed Abuse/Neglect
	[bookmark: Check24]|_| Committed Delinquent

	[bookmark: Check25]|_| Families with Service Needs
	[bookmark: Check26]|_| Voluntary
	[bookmark: Check27]|_| No Involvement

	[bookmark: Check28]|_| Protective Services (Investigation)
	[bookmark: Check29]|_| Active (Protective Services Case) 
	



	CHILD’S MENTAL HEALTH / MEDICAL ISSUES

	CURRENT DSM-IV DIAGNOSIS
	[bookmark: Text60]DATE:      
	[bookmark: Text61]BY WHOM:      

	[bookmark: Text62]AXIS I:      

	[bookmark: Text63]AXIS II:      

	[bookmark: Text64]AXIS III:      

	[bookmark: Text65]AXIS IV:      

	AXIS V: 
	[bookmark: Text66]Current GAF:      
	[bookmark: Text67]Highest in past 6 months:      

	CURRENT AND PAST BEHAVIORAL HEALTH TREATMENT PROVIDERS / AGENCIES (DCF, Probation, mental health, etc.)

	NAME OF PROVIDER / AGENCY
	TYPES OF SERVICES
	DATES OF SERVICES
	TELEPHONE NUMBER

	[bookmark: Text68]     
	[bookmark: Text69]     
	[bookmark: Text70]     
	[bookmark: Text73]     

	
	
	
	     

	
	
	
	     

	
	
	
	     



	[bookmark: Text74]Child’s Psychiatrist:      
	[bookmark: Text77]Telephone Number:      

	[bookmark: Text78]Child’s Therapist:      
	Telephone Number:      

	[bookmark: Check47][bookmark: Check48][bookmark: Check49]   Does the child take any medications?    |_| Yes     |_| No     |_| Unknown  (Meds for physical and/or behavioral health reasons)

	   If yes, please list the medications, if known:      

	[bookmark: Text84]Child’s Pediatrician:           
	Telephone Number:      

	OTHER AGENCIES / PROGRAMS INVOLVED WITH CHILD AND SERVICES PROVIDED:

	[bookmark: Text81]     

	[bookmark: Text82]     

	[bookmark: Text83]     

	ANY CURRENT REFERRALS TO OTHER PROGRAMS:      

	FAMILY AVAILABILITY:  Please list the times/days of the week the family could be available for sessions
|_| Afternoons (before 5:00pm) __________________________  |_| Evenings (after 5:00pm) ______________________________

	SCHOOL INFORMATION:

	[bookmark: Text85]Name of School:      
	[bookmark: Text86]Town:      

	[bookmark: Text87]Contact Person:      
	[bookmark: Text90]Telephone Number:      

	[bookmark: Check30][bookmark: Check31]Special Education: |_| Yes |_| No
	[bookmark: Text91]Full Scale IQ (If Known):      



	REASON FOR REFERRAL:














	TRAUMA HISTORY

	HAVE ANY FAMILY MEMBERS BEEN EXPOSED TO ANY OF THE FOLLOWING TRAUMATIC EXPERIENCES?  (CHECK ALL THAT APPLY AND INDICATE WHICH FAMILY MEMBER IT PERTAINS TO)

	[bookmark: Check45][bookmark: Check43]        Physical Abuse:        |_|                                                            Community Violence or Victimization:                          |_|                             

	[bookmark: Check37][bookmark: Check44]        Sexual Abuse:           |_|                                                            Attachment Disruptions/Multiple Placements:             |_|                                                                                                      

	        Significant Loss:        |_|                                                            Domestic Violence:                                                      |_|

	[bookmark: Check46]        Other:                        |_| Specify_________________              Unknown:                                                                    |_|                             



	PLEASE DESCRIBE FAMILY’S STRENGTHS (Interpersonal, Community Interests, Other)

	[bookmark: Text95]     

	[bookmark: Text96]     

	[bookmark: Text97]     


*Please include a signed release and any assessments that might be relevant to treatment
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