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From the presentation proposal:  For this contributor (JFA), Psychology provided a context within which our search for new and more successful interventions was supported, but at the same time we were challenged to meet the stringent and seemingly diverse psychology-based criteria of rigor and scientific merit, clinical richness and effectiveness, trainability, and provision of service to traditionally underserved populations. 

This presentation will describe, briefly, how the input and feedback from each of these domains, over time, led to an increasingly coherent clinical model, a wide body of empirical support, a cost-effective training model that could be transported into community practice, and positive impact on diverse communities, cultures, treatment settings, and family forms.  
Twelve minutes!  That was the time parameter Florrie gave me.  And if you think I ever considered going over 12 minutes, you don’t know Florrie!  She says 12 minutes  ….  It is 12 ,minutes.  To make matters worse, Florrie also said I had to at least attempt to stick to my promised presentation description.
So I asked a few colleagues for help, and they mentioned 2 words:  Succinct and concise.  Of course I had to look them up in the dictionary since they do not seem to e part of my presentation skill set!   How to capture 41+ years of FFT development, in a discipline that is over a century old, in 12 (now 11) minutes?

I’ve chosen to try to capture the development of FFT in terms of major principles and high points of this journey – all of which I group: Lessons learned.
I had one more bit of counsel:  don’t waste time with humor!     …………….  BUT ………….  Humor ends up being one of the most important qualities necessary to sustain this journey!  And interestingly, the importance of humor and other relational skills  represents the major finding in our early (1976) “change mechanisms” research.  
However, we should remember that in that research project “humor” didn’t simply mean making jokes & being funny; humor is technically defined as thinking outside the box, and bringing the unexpected  into events that usually involve more “common” meaning.  For us the research was inspired by the constructs of relabeling, reframing, attribution change, and the like that were beginning to be discussed in the family therapy literature.  
Think about it:  Thinking outside the box, and bringing the unexpected.   Jay Leno does it, Christ seemingly did it, Moses seemeingly did it, as did Ghandi, Buddha, and many others.  Some even say God did it (“  … it takes a sense of humor to …).   So this principle is not new, and in fact it has rather impressive historical support!  As such, it became the first core principle of the early development of FFT.
Principle #1:  Think outside the (traditional) box.
In the late 60’s and early 70’s it was becoming clear (at least to me and many others) that the “traditional” ways seemed to be ineffective with the youth we wanted to treat (i.e., treatment resistant, “unmotivated to change,” often with few immediate ecosystem supports; often challenged in diverse ways, etc).  The perspectives that seemed to be not working well included psychodynamic, existential, gestalt, [simple, linear versions of] behavioral, traditional “counseling,” and institutionalization (“Detention Centers).  (See Elliott & other major reviews).

So it seemed we needed something different, and at that time the emerging perspectives that seemed promising were dynamic systems, (social) cognition / information processing, strength based relational emphases, early versions of family therapy, early versions of the postmodern “co-creation” notions, and the idea of creating a relational bond and hope for change before attempting to create long term behavioral changes. Of course this last idea wasn’t necessarily new in psychotherapy forty years ago, but it was new in brief and cost-0effective treatment approaches and especially in the treatment of unmotivated  drug-involved (etc etc) juvenile delinquents.  So how could we capture, integrate, and create coherence among these promising ideas?

**Please note: the “we” that I often use includes my early colleagues and friends: Bruce Parsons, Cole Barton, Janet Warburton, Holly Waldron, Haydee Mas, John Malouf, Robin Malouf, Nancy Klein, and Charles Turner.  They led, inspired, and pushed me during the first two decades of FFT development through the early 1990’s. While I am known as the Developer / Progenitor of FFT, in my mind they are my co-developers, and often were my teachers.  Charles Turner, Mike Robbins, and Holly Waldron continue to be my research mentors.  

So another way of saying “think outside the box” is – listen to and learn from the diverse good people who want to join you in the journey to help kids, families, and communities.  Those people, and the ones with whom I currently am fortunate to continue to work, have made and continue to make this all possible.
Principle #2: (try to) avoid being judgmental..
..or at least avoid behaving in a judgmental way with clients, colleagues, theories.
Notice the words “try to;” 100% success is not necessary – a batting average of 300 
(less than 1/3 of the time successful) will make you a top Major leaguer!

But you do have to try …. relentlessly!

This principle led us to a Relational  and “nonblaming  (versus individual, pathology driven) focus for our model.  We know there are many “bad” things happening, and we have taken on the task of changing them.  And, DSM helped us understand how people were (mis?)behaving, and provided (to some degree) cognitive, behavioral, emotional, physiological, and even experiential (learning, etc) correlates for certain behavioral patterns.  
However, with respect to adolescent Disruptive Behavior Disorders (DBD’s - which in our populations of youth  includes some 20 or more % overlap with “internalizing” disorders), our “traditional” (see above) individual treatment focus wasn’t producing the levels of success that were OK  …  at least to me and some others.  
We remember and support the old saying “If it ain’t broke, don’t fix it.” That still works as a guiding principle.  However, if it IS broke (and we’re talking about human beings here), we damn well need to fix it  ….  And perhaps fix our treatment models and philosophies at the same time.  And the treatment of juvenile DBD’s & comorbid disorders, especially in non-traditional and mainstream cultures, was “broke.”
Whoa Jim - but where is the “don’t be judgmental” attitude?   Two responses:  
1 – remember a 300 batting average (less than 1/3 of the time) is great in the Majors, so being non-judgmental is not required all the time! ;
 and 

2 – the principle of being non-judgmental refers to people and ideas, not to harmful (or at the very least ineffective) practices.

So we tried to begin to “fix it.”  But how?  
Principle #3:  “Think” (act, behave) like an open, dynamic system.

First, we began by learning as best we could about all the strengths that the prevailing models provided us, and there were (and continue to be) many.  I could go through the above mentioned “traditional” perspectives and list many strengths of each, and their foundational input into FFT development.  They represented our historical clinical and conceptual foundations.  

Secondly, we needed to get to know the people (in the case of delinquency the youth,  the systems around them [parents, school, peers],  and the various “internal” systems [such as ADHD, PTSD, abandonment, etc etc] that also are a part of their lives.  In other words, we need to get a “feel” for what and who we are trying to help. This also is a clinical foundation, but also an experiential and a relational “in your heart” foundation of FFT.  This is a relational model at its core.
Thirdly, we looked outside of clinical and experiential domains; in my case to Psychology (my degreed discipline), Social Work (context for my first clinical experiences in diverse racial / cultural /economic contexts), and my experience in psychiatric hospital & community mental health systems.  There were also a few personal and experiential “bumps along the way” that we won’t detail here ( 

Trying to fit all this together required a perspective which probably is best described as a “dynamic systems” perspective – though I didn’t know it at the time.  In DST various individual “things” (people, ideas, neurons, viruses, communities, values, lemmings, scars, etc) operate in larger “systems.”  But when larger “systems” intersect, sometimes we can have emergent properties that seem to contain elements of the preexisting systems, but also new characteristics (the old “whole is greater than the sum of the parts” notion).  
For me, FFT became such a “dynamic system.”  It was and is an open system, but not a chaotic nor (if I may) fickle one.  It has homeostatic  properties which are necessary for such “trivial” professional issues as coherence, adherence and outcome/effectiveness measurement, replicability, teachability, accountability, and sustainability.  And please note that the “ability” stem on these concepts is no accident.  This is a positive and strength based model, and developing “ability” is a bottom line.

At the same time, this dynamic FFT system also has (actually must have!) openness which allows it to accommodate new populations, diverse value systems, ongoing scrutiny and feedback from research and performance monitoring systems, and the like.  So Principle #3 (“Think,” act, behave like an open, dynamic system) must always be guided by our 4th core principle.
Principle #4:  Always maintain an empirical, “scientific cynicism” attitude.
That is, we must always examine ourselves  and our impact on (in this case) the the systems we serve:  the youth, families, communities, potential “victims,” taxpayers, treatment and judicial systems, and yes, insurance companies.  In doing so we need to:
- Spend more time questioning ourselves rather than defending ourselves;  
- Spend more resources on empirical evaluation (with “independent eyes” as much as possible) rather than “marketing;” 
- and adopt as best we can two already tried and true ideas in medicine:  “Do no harm,” and “Heal thyself.”  
All the rest is (and has been) “details.”   Thank you so much for your time and consideration.  I hope we can talk more informally if you so desire. I also hope you will want to learn much more about FFT.     
