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Abstract
Treatment	 Foster	 Care	 Oregon	 (TFCO)	 is	 one	 of	 a	
number	 of	 systemic,	 therapeutic	 ‘family	 focused’	
models	 brought	 from	 the	 USA	 to	 Europe	 in	 recent	
decades.	This	paper	looks	at	a	 large-	scale	 implemen-
tation	of	TFCO	and	how	its	systemic	principles	sought	
to	 positively	 impact	 the	 ‘looked	 after	 children's’	 sec-
tor	 within	 the	 UK.	 However,	 following	 a	 15-	year	
government-	driven	 nationwide	 implementation	 ini-
tiative,	 only	 one	 UK	 TFCO	 site	 remains,	 despite	 the	
efforts	of	many	skilled	and	dedicated	workers	striving	
to	 sustain	 it	 across	 the	 country.	 This	 paper	 explores	
some	of	the	factors	that	contributed	to	the	rise	and	fall	
of	 TFCO	 in	 Britain,	 outlining	 implementation	 chal-
lenges	and	the	learning	gained	through	the	UK	imple-
mentation	of	TFCO.
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INTRODUCTION

Since	2003,	there	has	been	significant	government	investment	in	the	UK	for	a	range	of	evidence-	
based	programmes	aimed	at	supporting	children	and	their	families.	Two	examples	include	mul-
tisystemic	therapy	(MST)	(Baruch	&	Butler,	2007;	Cunningham	&	Henggeler,	1999;	Henggeler,	
1999;	Henggeler	&	Lee,	2003;	Henggeler	et	al.,	1997,	1998,	2009)	and	functional	family	therapy	
(FFT)	(Alexander	&	Parsons,	1982;	Alexander	&	Sexton,	2002;	Alexander	et	al.,	2013;	Hartnett	
et	al.,	2016),	which	help	families	within	their	own	communities	and	prevent	family	breakdown.	
These	are	two	extensively	researched	family	interventions	for	young	people	with	disruptive	be-
haviour	problems	(Carr,	2019;	Stratton,	2016)	 that—	notwithstanding	some	notable	exceptions	
(see	Fonagy	et	al.,	2018;	Sundell	et	al.,	2008;	Weisman	&	Montgomery,	2018)—	have	been	shown	
to	be	effective	and	safe	in	multiple	evaluations	in	both	controlled	and	community-	based	settings.

Similarly,	 Treatment	 Foster	 Care	 Oregon	 (TFCO)—	formerly	 known	 as	 Multidimensional	
Treatment	 Foster	 Care	 (MTFC)—	is	 another	 systemic	 programme	 which	 was	 initially	 imple-
mented	in	the	UK	through	central	government	pump	prime	funding	grant	money.	It	is	a	highly	
structured	and	supportive,	specialist	fostering	programme	targeted	at	some	of	the	most	troubled	
children	within	the	social	care	and	juvenile	justice	systems.

The	level	of	UK	national	government	(start-	up	grant	funding)	and	local	authority	(Children's	
Social	Care)	expenditure	runs	into	the	tens—	possibly	hundreds—	of	millions1	(GBPs)	and	saw	
forty-	five	TFCO	sites	being	established	through	successive	rounds	of	grant	funding.	By	January	
2019,	only	one	site	remained.	This	paper	seeks	to	address	the	question:

‘What	can	be	learnt	from	the	implementation	journey	of	TFCO	in	the	UK?’

This	paper	is	‘real	world’	science	in	so	much	as	it	captures	the	experiences	of	multiple	sites	who	
have	 reported	 the	 successes	 and	 challenges	 of	 implementing	TFCO.	 A	 continual,	 iterative	 cycle	
evolved	over	the	years,	whereby	the	National	Implementation	Service2	(NIS)	gathered	and	dissemi-
nated	the	best	understanding	of	‘what	works’	when	it	came	to	implementing	TFCO.

The	 author's3	 organisation	 sought	 to	 ensure	 that	TFCO	 was	 correctly	 targeted	 at	 those	 for	
whom	the	research	said	it	would	most	likely	benefit.	But	it	is	acknowledged	that	the	failure	to	
sustain	 its	 implementation	 long	 term	in	 the	UK	has	 to	be	carefully	understood	so	 that	 future	
implementers	can	benefit	from	this	learning.

Practitioner points: 

•	 Treatment	 Foster	 Care	 Oregon	 (TFCO)	 is	 a	 coherent	 programme	 for	 children	 and	
young	people	who	display	pronounced,	anti-	social	behaviour

•	 When	an	alternative	family-	based	placement	is	required—	and	where	a	return	home	
is	feasible—	TFCO	might	be	an	intervention	to	consider

•	 The	 USA	 and	 UK	 are	 very	 different	 contexts,	 which	 makes	 the	 transportability	 of	
evidence-	based	programmes	challenging

•	 We	must	learn	lessons	from	wide-	scale	implementations	that	have	not	been	sustained
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‘You	must	learn	from	the	mistakes	of	others.	You	can't	possibly	live	long	enough	to	
make	them	all	yourself.4’

WHAT IS TREATMENT FOSTER CARE OREGON (TFCO)?

TFCO	was	developed	by	Dr	Patti	Chamberlain	and	her	colleagues	at	the	Oregon	Social	Learning	
Center,	USA	in	the	early	1980s and	has	been	implemented	in	multiple	locations	across	the	world	
(Fisher	&	Gilliam,	2012;	Ogden	&	Hagen,	2019;	Saldana	&	Chamberlain,	2013).	It	was	brought	
to	the	UK	in	2003.

Originally	designed	as	an	alternative	to	custody	and/or	to	child	psychiatric	hospitalisation,	
the	 model	 was	 imported	 to	 England	 and	 targeted	 two	 groups	 of	 young	 people:	 (1)	 conduct-	
disordered/anti-	social	children	and	young	people	in	care,	and	(2)	young	people	within	the	court	
system	who	might	be	placed	in	TFCO	as	an	alternative	to	custody.

A	TFCO	site	has	a	clinical	team	of	six	core	professionals5	that	work	with	eight	to	ten	foster	care	
households,	each	offering	single	placements	to	children	who	are	assessed	as	having	high	levels	of	
need.	The	multi-	disciplinary	team	takes	a	‘wrap	around’	approach	to	the	placement,	putting	the	
carer	and	child	at	the	centre	of	all	the	planning.	Foster	carers	are	highly	valued	and	supported	
within	the	model	typically	reporting	how	the	specialist	training	and	the	‘24	hours/7 days	a	week’	
on-	call	facility	were	significant	factors	in	retaining	them	(Biehal	et	al.,	2012).

Placements	generally	last	for	6–	12 months	and	involve	carefully	designed	behavioural	plans	
being	delivered	across	all	domains	of	the	child's	world	in	a	highly	co-	ordinated	way.	These	in-
clude	the	foster	carer's	home,	the	nursery	or	school	setting,	contact	with	birth	family	members	
and	the	wider	community.	Whilst	having	a	clear	structure,	all	of	the	TFCO	intervention	plans	for	
each	child	and	young	person	remain	unique.

Informed	by	social	learning	(Bandura,	1971)	and	behavioural	and	systemic	theories,	the	care-
giving	system	is	highly	focused	upon	limiting	the	effects	of	problematic	behaviours	and	increas-
ing	the	skill	set	of	a	child.	Each	adult	within	the	system	is	strongly	orientated	towards	noticing	
and	reinforcing	positive	behaviours,	 ignoring	negative	ones	and	only	 setting	 limits	 in	a	calm,	
non-	reactive	way.

Where	birth	family	members	are	present	and	where	contact	is	deemed	viable,	the	birth	fam-
ily	therapist	(or	‘Coach’)	works	to	ensure	the	treatment	goals	are	being	fully	supported.	When	a	
return	home	is	planned,	they	continue	to	work	with	the	birth	family	for	a	number	of	months	to	
help	optimise	the	chances	of	progress	being	maintained.

TFCO IN THE UK

TFCO	has	been	run	at	multiple	sites	in	the	UK—	mostly	in	England	(one	in	Scotland)—	and	has	
spanned	the	full	age	range.	The	forty-	five	TFCO	teams	comprised:

•	 28× TFCO- A	(adolescents)	for	11–	18-	year-	olds	(including	three	Ministry	of	Justice	sites).	Since	
2004,	426	children/young	people	have	been	placed.	Of	these,	55%	were	classed	as	successful	
graduates6.

•	 10× TFCO- C	 (middle	 childhood)	 for	 7–	11-	year-	olds.	 Since	 2009,	 128	 children	 have	 been	
placed.	Of	these,	73%	completed	the	programme	successfully.
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•	 7× TFCO- P	 (prevention)	 for	 3–	6-	year-	olds.	 Since	 2008,	 147	 children	 have	 been	 placed.	 Of	
these,	94%	completed	the	programme	successfully7.

In	the	UK,	over	400	clinical	team	members	have	been	trained	in	the	TFCO	model,	and	an	esti-
mated	400–	500	foster	carers	received	the	TFCO	training	between	2003	and	2018.	This	was	carried	
out	by	staff	within	the	National	Implementation	Service	along	with	input	from	the	American	
model	developers.

WHY WAS TFCO BROUGHT TO THE UK?

In	the	early	2000 s,	‘horizon	gazers’	within	the	UK	government	looked	around	the	world	for	an	
evidence-	informed	treatment	foster	care	programme	to	help	improve	outcomes	for	looked	after	
children.	At	the	same	time,	the	Youth	Justice	Board	(YJB)	sought	an	alternative	to	custody	that	
would	reduce	recidivism	rates	and	increase	the	life	chances	of	young	people	who	might	other-
wise	be	destined	for	regular	periods	of	imprisonment.

TFCO	was	then—	and	remains—	one	of	the	interventions	listed	on	established	web-	based	re-
sources	 that	 identify,	 recommend	 and	 disseminate  interventions	 for	 children	 and	 young	 peo-
ple	that,	based	upon	scientific	evaluations,	have	strong	evidence	of	effectiveness	(see	Blueprints	
Programs	(2019)	at	www.bluep	rints	progr	ams.org	and	The	California	Evidence	Based	Clearing	
House	for	Child	Welfare	(2019)	at	www.cebc4	cw.org).

In	 2003,	 there	 were	 around	 60,000	 looked	 after	 children	 in	 England	 (including	 adoption),	
rising	to	just	over	78,000	by	2019	(Department	for	Education,	National	Statistics	Main	Report,	
2018).	Substitute	care	is	a	last	resort	which	is	only	to	be	used	when	all	attempts	at	keeping	fam-
ilies	together	are	deemed	to	be	unsafe	or	no	longer	viable	(Children	Act	1989,	Department	for	
Education,	2018a,	2018b,	2019).	Most	of	these	children	have	been—	or	remain	in—	foster	place-
ments,	with	many	of	them	receiving	high-	quality	care.

Children	in	care	face	greater	challenges	than	their	‘non	looked	after’	counterparts	(Meltzer	
et	al.,	2003).	Higher	levels	of	emotional	disturbance,	diagnosable	mental	health	difficulties	and	
lower	levels	of	education	attainment	can	all	negatively	impact	the	development	of	a	child	as	they	
move	into	young	adulthood.	The	current	literature	on	‘adverse	childhood	experiences’	(ACEs)	
indicates	that	this	sets	a	powerful	context.	Whilst	not	necessarily	the	sole	determining	factor	for	
these	children,	it	is	known	that	these	experiences	can	impede	human	growth	(Dube	et	al.,	2003).	
TFCO	was	intended	to	positively	impact	the	developmental	trajectory	of	these	children	by	offer-
ing	specialised,	sensitive	and	structured	parenting	experiences	in	order	to	thrive	(Roberts	et	al.,	
2016).

EVIDENCE BASE FOR TFCO

Much	of	the	evidence	that	led	to	TFCO	appearing	on	the	USA	programme	evaluation	websites	
(above)	was	provided	by	 the	model	developers	 (Chamberlain	&	Reid,	1991,	1998;	Eddy	et	al.,	
2004).	 Hence,	 it	 was	 a	 welcome	 addition	 to	 have	 the	 Cochrane	 Collaboration	 (MacDonald	 &	
Turner,	 2008)	 publish	 an	 independent,	 systematic	 review	 of	 the	 research	 into	 TFCO-	A.	 They	
examined	the	findings	from	five	randomised	controlled	trials	(RCTs)	which	met	their	standards	
in	terms	of	high-	quality	studies.	They	reported	positively	on	its	effectiveness	in	terms	of	reduc-
ing	offending	behaviour	and	the	number	of	days	in	custody.	However,	they	recommended	that	

http://www.blueprintsprograms.org
http://www.cebc4cw.org
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research	should	be	done	by	parties	other	than	the	model	developers	as	there	was	a	concern	about	
the	generalisability	of	the	findings	to	other	contexts.

Programme	developers	who	conduct	trials	into	their	own	implementations	are	arguably	(a)	
more	invested	in	them	and	(b)	highly	skilled	in	delivering	them	(Jefford,	2020).	Lebow	(2018)	
comments	that	studies	within	‘real	world	settings’	are	full	of	challenges,	and	it	is	clear	that	cir-
cumstances	within	the	UK	social	care	setting	are	different	to	parts	of	the	USA	where	the	devel-
opers	originally	trialled	TFCO.	Independent	evaluations	of	TFCO-	A’s	implementation	within	the	
UK’s	Youth	Justice	and	Social	Care	populations	were	keenly	anticipated	to	see	if	the	model	was	
transportable	to	the	UK	context.	Some	of	 the	findings	from	these	(and	additional)	studies	are	
commented	on	below.

TFCO- A in the UK— Youth Justice Population

When	evaluating	the	outcomes	for	young	people	who	accessed	TFCO-	A	through	the	UK	Youth	
Justice	route,	Biehal	et	al.	(2010)	generally	concurred	with	the	findings	from	previous	studies.	
However,	they	were	concerned	about	the	‘wash	out’	effect	of	treatment	gains	once	young	people	
were	returned	home	to	their	families.	Young	people	did	well	whilst	in	TFCO,	but	the	positive	
effects	were	not	long	lasting.	Arguably,	this	may	be	less	of	a	question	mark	over	the	TFCO-	A	in-
tervention	itself	and	instead	indicate	the	need	for	ongoing,	community-	based	support	for	young	
people	and	their	families	living	in	socio-	economically	challenged	communities	characterised	by	
high	levels	of	crime	and	social	deprivation.

TFCO- A in the UK— Social Care Population

The	Care	Placements	Evaluation	(CaPE)	(Green	et	al.,	2013)	published	the	results	from	an	
attempted	RCT	and	additional	observational	study	of	TFCO-	A	within	the	UK	children's	so-
cial	care	sector.	They	concluded	that	the	intervention	was	not	significantly	better	than	‘treat-
ment	as	usual’	except	 for	 those	who	presented	with	higher	 levels	of	anti-	social	behaviour	
and/or	 conduct	 disorder.	 Harold	 and	 DeGarmo	 (2014)	 however	 commented	 on	 the	 need	
to	 exercise	 caution	 around	 the	 statistical	 analysis	 applied	 in	 the	 study,	 while	 Waterman	
(2015)	suggested	that	the	study	should	be	read	with	a	discerning,	critical	eye	owing	to	some	
of	the	challenges	with	the	research	methodology	(see	also	Dixon	et	al.,	2014).	Checking	for	
model	fidelity	and	levels	of	competence	as	well	as	considering	the	timing	of	a	study	in	a	pro-
gramme's	implementation	journey	are	all	important	factors	when	designing	further	evalua-
tions	of	an	intervention.

Authors	of	the	original	CaPE	study	later	wrote	more	about	their	findings	(Sinclair	et	al.,	2016),	
concluding	that	TFCO-	A	was	indeed	a	successful	intervention	for	young	people	in	public	care	
where	 they	 have	 demonstrably	 higher	 levels	 of	 anti-	social	 behaviour.	 However,	 they	 raised	 a	
question	about	whether	the	treatment	benefits	would	persist	longer	term.

In	2013,	Rhoades	et	al.	(2013)	compared	outcomes	of	the	TFCO-	A	model	for	cohorts	of	girls	
in	both	the	USA	and	the	UK,	(eighty-	one	girls	aged	13–	17 years	in	the	USA;	fifty-	eight	girls	aged	
12–	16 years	in	the	UK).	They	looked	at	six	outcome	domains:	offending;	violence;	substance	use;	
risky	sexual	behaviour;	self-	harm;	and	school	activities.	In	the	USA	cohort,	there	were	improve-
ments	across	all	six	domains,	and	in	the	UK	they	were	evident	in	five	(not	in	substance	misuse).	
The	authors	concluded	that	these	results	were	suggestive	(rather	than	conclusive)	of	the	efficacy	
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of	TFCO-	A	across	cultures—	something	supported	by	a	separate	European	study	(Westermark	
et	al.,	2011).

TFCO- A in Sweden— Social Care Population

The	 authors	 of	 a	 3-	year	 follow-	up	 study	 into	 the	 effects	 of	 TFCO-	A	 in	 Sweden	 (Bergstom	 &	
Hojman,	 2015)—	whilst	 accepting	 the	 sample	 size	 was	 relatively	 low—	found	 that	 those	 who	
went	through	the	programme	spent	fewer	days	in	locked	settings	and	committed	fewer	violent	
crimes	when	compared	with	treatment	as	usual.	The	reduction	of	access	to	deviant	peers	and	the	
greater	inclusion	in	school	were	both	cited	as	mediating	factors—	something	the	studies	by	the	
model	developers	have	long	since	claimed.

A	 more	 recent	 systematic	 review	 and	 meta-	analysis	 of	TFCO-	A	 (Astrom	 et	 al.,	 2019)	 con-
cluded	 that	 the	 intervention	has	a	 ‘moderate	certainty	of	evidence’	 that	 it	 reduces	 the	 risk	of	
further	criminal	behaviour	and	days	in	locked	settings.	Given	the	authors	found	it	compared	fa-
vourably	with	residential	care—	and	has	demonstrably	better	outcomes—	they	raise	the	question	
as	to	why	it	is	not	more	widely	used	in	their	host	country	of	Sweden.

TFCO- P

In	addition	to	the	numerous	studies	into	the	effects	of	TFCO	for	teenagers,	there	is	a	smaller	body	
of	evidence	relating	to	younger	children	aged	3–	6 years.	This	includes	findings	of	behavioural	
improvement	during	placements,	reduced	carer	stress	(Fisher	&	Stoolmiller,	2008)	and	improved	
placement	stability	at	2-	year	follow-	up	post	TFCO-	P	(Fisher	et	al.,	2005,	2006,	2009;	Fisher,	&	
Kim,	2007).	All	of	this	was	suggestive	of	an	increased	likelihood	of	successful	placement	perma-
nence,	that	is,	adoption.	In	the	Netherlands,	Jonkman	et	al.	(2012)	initially	found	a	reduction	
in	problem	behaviours	for	children	on	TFCO-	P.	However,	in	a	later	study,	they	found	it	did	not	
outperform	treatment	as	usual	(Jonkman	et	al.,	2017).

The	emerging	evidence	for	TFCO-	P	offered	some	encouragement	for	very	young	children	en-
tering	the	looked	after	children's	system	and	was	instrumental	in	the	decision	to	implement	the	
programme	here	in	the	UK	in	2008.	The	aim	was	to	find	an	effective	intervention	that	would	help	
settle	some	very	troubled	children	to	increase	their	chances	of	long-	term	placement	stability.

In summary

As	 a	 result	 of	 these	 consistent	 findings,	 TFCO-	A	 and	 P	 appear	 in	 the	 Early	 Intervention	
Foundation's	 Guidebook	 (2019)	 (www.guide	book.eif.org.uk),	 which	 details	 programmes	 that	
have	been	evaluated	and	shown	to	improve	outcomes	for	children	and	young	people.	TFCO	is	
also	highlighted	in	the	UK	government's	response	to	the	Education	Committee's	report	on	the	
mental	health	and	wellbeing	of	 looked	after	children	 (September	2016).	 In	a	 summary	of	 the	
evidence	 base	 regarding	 systemic	 practice,	 Carr	 (2019)	 includes	 TFCO-	A	 as	 an	 effective,	 sys-
temic	intervention	for	young	people	and	their	families	where	‘conduct	problems’	are	a	central	
feature.	The	consistent,	 fair	and	non-	harsh	discipline—	along	with	reduced	access	 to	negative	
peers	whilst	supporting	their	birth	family—	are	described	as	helping	to	improve	outcomes	whilst	
saving	public	expenditure.

http://www.guidebook.eif.org.uk
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NIS OUTCOME DATA

The	NIS	compiled	outcome	data8	from	most	of	the	UK	TFCO	sites	during	the	lifetime	of	the	pro-
ject	for	‘service	evaluation’	purposes.	These	were	incorporated	into	annual	project	reports	which	
were	made	available	to	the	sector	and	the	UK	government's	Department	for	Education	(2016)	
for	monitoring	and	scrutiny	purposes.	Whilst	the	independent	trial	of	TFCO-	A	was	conducted	
by	the	Care	Placements	Evaluation	team	from	the	Universities	of	York	and	Manchester	(Green	
et	al.,	2013)	and	included	a	comparison	group,	the	NIS	data	set	did	not.	This	is	not	unusual	given	
the	distinction	between	service	evaluation	(assessing	how	well	a	service	is	achieving	its	intended	
aims)	and	formal	research	trials	(a	systematic	activity	using	scientific	methods	to	discover	valid	
and	generalisable	knowledge	about	a	particular	topic)	(Twycross	&	Shorten,	2014;	NHS	Institute	
for	Innovation	and	Improvement,	2005).

Despite	the	NIS	having	data	collection	systems	in	place,	there	were	gaps	in	the	UK	data	set.	
Collecting	multiple	measures	from	numerous	sites	across	the	country	and	at	various	time	points	
is	challenging.	Clinicians	are	often	busy	and	struggle	to	complete	data	collection	(Hurrell,	2005).	
A	number	of	TFCO	sites	collated	their	own	data	rather	than	that	prescribed	in	the	TFCO	evalu-
ation	project.	Others	closed	whilst	still	having	children	in	placement,	resulting	in	‘exit’	data	not	
being	made	available.	Matched	pairs	(where	outcome	data	exist	for	the	same	children	pre	and	
post	intervention)	were	prioritised	for	the	purposes	of	reporting,	and	partial	(or	incomplete)	data	
on	children	were	excluded9.	Consequently,	not	all	of	the	UK’s	TFCO	clinical	activity	was	fully	
captured	by	the	NIS.

However,	it	is	worth	commenting	that	there	were	some	encouraging	outcomes	for	the	chil-
dren	and	young	people	who	successfully	completed	TFCO	in	the	UK	(across	the	age	range).	For	
example,	where	data	exist	regarding	TFCO-	A10,	of	the	105	matched	pairs	(n	=	105)	for	graduates	
(n	=	190)	the	C-	GAS11	scores	significantly	improved	between	entry	(score	=	47.83)	and	discharge	
(score	=	62.66;	p	<	0.01),	moving	 from	the	41–	50	category	 (Moderate degree of interference in 
functioning in most social areas or severe impairment of functioning in one area)	to	the	61–	70	cat-
egory	(Some difficulty in a single area but generally functioning pretty well).	Similarly,	of	the	185	
matched	data	sets	from	the	PDR12,	graduates	(n	=	190)	of	TFCO-	A	showed	significant	improve-
ments	in	the	mean	number	of	problem	behaviours	between	entry	(score	=	28.04)	and	exit	(score	
=	19.99;	p	<	0.001).	There	was	also	a	 reduction	 in	 the	overall	 score	which	 reached	statistical	
significance,	indicating	that	foster	carers	were	feeling	less	stressed	(score	on	entry	=	30.98;	score	
on	exit	=	22.37;	p	<	0.01).

In	TFCO-	P	(3–	6 years),	there	were	PDR	data	for	96	(matched	pairs)	out	of	the	118	children	
who	successfully	completed	the	programme13.	There	was	a	statistically	significant	reduction	in	
the	number	of	weekly	problem	child	behaviours	(score	on	entry	=	41.64;	score	on	exit	=	26.78;	p	
<	0.001)	and	in	the	carers’	stress	levels	(score	on	entry	=	47.27;	score	on	exit	=	29.65;	p	<	0.001).	
In	2017,	 the	NIS	had	placement	 information	for	110	children	who	successfully	completed	the	
TFCO-	P	programme.	In	total,	37%	(forty-	one)	of	children	remained	with	their	TFCO	carers	as	
long-	term	placements,	while	another	12%	(thirteen)	of	children	moved	into	a	new	foster	place-
ment.	Following	TFCO,	30%	(thirty-	three)	children	were	reported	to	be	in	adoptive	placements.	
This	number	rose	by	a	further	eight	children	to	forty-	one	(37%)	in	the	subsequent	1–	5 years,	with	
the	most	likely	outcome	being	foster	carers	seeking	adoption	orders.	A	further	5%	(six),	who	had	
come	onto	the	programme	with	their	adoptive	parents	as	a	way	of	stabilising	the	placement,	re-
mained	with	their	adoptive	parents,	and	15%	of	children	moved	on	to	live	with	birth	family	(ten)	
or	extended	family	(seven).
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Caution	should	be	exercised	when	considering	what	can	be	extrapolated	from	these	findings	
to	the	wider	looked	after	children's	population,	given	the	gaps	in	the	data	and	the	absence	of	a	
comparison	group.	It	is	not	known	whether	these	children	improved	directly	because	of	TFCO	or	
as	a	result	of	general	child	development	and	maturation.	Further	research	is	required	for	this	to	
be	determined.	Of	particular	interest	is	whether	the	TFCO-	P	programme	could	work	effectively	
as	an	‘assessment	and	settling’	context	for	very	young	children	to	increase	their	chance	of	a	long-	
term,	stable	family	placement.

TFCO AND IMPLEMENTATION SCIENCE

The	 UK	 government's	 nationwide	 implementation	 of	 TFCO	 was	 as	 ambitious	 as	 it	 was	 com-
plex.	 The	 multi-	faceted	 nature	 of	 the	 programme	 makes	 it	 difficult	 to	 implement	 (Saldana	 &	
Chamberlain,	 2013),	 and	 like	 many	 other	 evidence-	based	 programmes	 (EBPs),	 it	 requires	 co-	
operation	at	multiple	levels,	that	is,	government	departments,	local	authority	and/or	third	sec-
tor	service	providers	and	programme	developers	(Pew-	MacArthur	Results	First	Initiative,	2016;	
Weiner,	2009).

Model	developers	like	TFCO	(also	MST	and	FFT)	have	long	since	had	clear	guidance	for	sites	
implementing	their	programme.	But	the	wider	field	of	‘implementation	science’	has	developed	
significantly	 (Proctor	 et	 al.,	 2009)	 in	 recent	 years,	 with	 dozens	 of	 constructs	 and	 instruments	
now	being	available.	Mildon	(2013)	summarises	three	such	frameworks14.	Each	of	these	is	a	dis-
crete	model,	but	there	are	elements	that	are	common	to	all—	not	least	of	which	is	a	conceptual	
framework	and	a	sequence	of	practices	against	which	implementers	can	assess	their	own	activity.	
Effective	interventions	will	not	go	to	scale	and	achieve	what	is	intended	if	the	implementation	
methodology	is	poor.	Similarly,	the	context15	into	which	they	are	being	introduced	must	be	ready	
and	supportive	of	the	change.	There	needs	to	be	an	‘unfreezing	of	minds’—	particularly	amongst	
leaders	(Marshall	&	Smith,	2013)—	if	scalability	of	a	programme	is	to	be	achieved.

Heriot	 and	 Kissouri	 (2018)	 agree	 that	 commissioning	 a	 particular	 intervention	 is,	 in	 and	
of	 itself,	 insufficient.	There	 are	 common	 implementation	 barriers	 to	 overcome,	 and	 any	 host	
agency	must	be	strongly	committed	to	implementing	the	new	practice.	They	cite	the	Community	
Development	Team	Model	 (Saldana	&	Chamberlain,	2012)	as	one	which	aims	to	 increase	 the	
pace	at	which	EBPs	are	implemented.	By	enabling	networks	of	implementers	to	build	and	sup-
port	each	other	‘peer	to	peer’	through	the	various	stages	of	programme	development,	problem-	
solving	strategies	are	shared	and	strengthened.

The	National	Implementation	Service	(NIS)	performed	this	‘enabling’	role	for	over	15 years	
in	terms	of	TFCO.	Made	up	of	systemic	family	psychotherapists,	social	workers	and	clinical	psy-
chologists,	their	sole	aim	was	to	aid	the	implementation	process.	They	worked	with	local	author-
ities	and	partner	agencies	to	specifically	address	two	elements	of	Fixsen	et	al.’s	(2014)	formula,	
namely	‘effective	implementation	methods’	and	‘enabling	contexts’.	As	well	as	supporting	indi-
vidual	sites	to	maintain	high	levels	of	model	adherence	(Carroll	et	al.,	2007;	Marshall	&	Smith,	
2013),	they	supported	the	network	to	share	best	practice	regarding	implementation	methodology.	
This	was	achieved	through	national	and	international	conferences,	networking	and	workshop	
events,	newsletters	and	community-	based	internet	platforms.

Attention	to	local	context	is	a	defining	practice	of	systemic	approaches	(Fredman,	2006),	and	
it	was	known	by	the	NIS	that	it	was	insufficient	to	simply	‘drop’	a	new	intervention	into	a	com-
plex,	children's	social	care	system—	no	matter	how	good	it	may	be.	Instead,	the	‘fit’	with	existing	
services	and	local	culture	was	a	key	focus	for	the	NIS	consultants,	as	they	worked	closely	with	
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steering	 groups	 to	 problem-	solve	 a	 range	 of	 implementation	 challenges.	 The	 ‘feedback	 loop’,	
known	so	well	 to	 the	 systemic	practitioner,	 is	 critical	when	 implementing	EBPs	as	 it	 ensures	
there	 is	a	 ‘gathering	up	and	passing	on’	of	 important	 lessons	to	help	 improve	service	delivery	
(Jefford,	2020;	Pew-	MacArthur	Results	First	Initiative,	2016).

Consultation	from	the	NIS	to	TFCO	sites	also	focused	on	observing	real	life	practice	and	sup-
porting	 (or	 ‘coaching’)	 the	 team	 leader	 in	delivering	all	aspects	of	 the	model	 in	 line	with	 the	
developer's	 original	 research.	 This	 technique	 is	 a	 feature	 of	 many	 EBPs	 and	 is	 accepted	 as	 a	
highly	effective	way	of	helping	staff	translate	knowledge	gained	during	training	into	‘real	world	
practice’	(Jefford,	2020;	Joyce	&	Showers,	2002;	Moir,	2018).

UK ‘LOCAL ADAPTATIONS’ TO THE TFCO MODEL

Within	the	UK,	some	adaptations	were	made	following	careful	consideration	by	the	model	de-
velopers	in	Oregon	(USA)	and	the	NIS.	The	aim	was	to	find	a	‘fit’	between	the	intervention	and	
the	local	context.	What	works	in	one	setting	will	not	necessarily	be	successful	in	another	(Titler,	
2008).

Three	staff	roles	were	added	to	aid	the	implementation	process:	(1)	a	programme	manager	
to	 help	 with	 set-	up	 tasks	 such	 as	 job	 descriptions	 and	 pay	 scales,	 (2)	 an	 education	 worker	 to	
manage	the	interface	between	the	treatment	goals	of	the	TFCO	site	and	the	school,	and	(3)	an	
administrator	to	support	the	wider	clinical	team	and	make	daily	calls	to	the	foster	carers.	Whilst	
these	additions	to	the	clinical	team	were	arguably	justified	and	brought	additional	expertise,	they	
resulted	in	an	escalation	of	the	overall	cost	base	of	each	site.

Many	people	within	the	UK	and	USA	speak	a	version	of	the	English	language	that	is	perfectly	
well	understood	on	both	sides	of	the	Atlantic.	However,	certain	words	and	phrases	are	context	
specific	(for	example	color	and	colour;	mom	and	mum;	center	and	centre;	School	Principal	and	
Head	Teacher).	During	 the	 frequent	 trainings	of	clinical	 team	staff	and	 foster	carers,	 the	NIS	
received	feedback	that	language	was	important	when	helping	people	to	learn	new	skills	and	the	
theory	underpinning	them.	Revisions	were	made	to	training	materials,	ensuring	a	good	cultural	
fit	with	people	here	in	the	UK,	which	served	to	address	some	of	the	prejudices	that	Jefford	(2020)	
noted	can	exist	regarding	models	from	the	USA.

It	was	recommended	that	children	and	young	people	were	placed	in	homes	where	they	were	
the	only	child	so	that	the	carer	could	focus	solely	upon	their	needs	and	not	experience	competing	
demands	 from	 having	 either	 their	 own	 children	 or	 other	 foster	 children.	 Similarly,	 there	 was	
a	preference	expressed	for	households	to	have	two	foster	parents	in	the	home.	However,	given	
many	TFCO	sites	reported	a	difficulty	in	recruiting	sufficient	numbers	of	carers,	it	was	decided	
to	include	single	people.	Similarly,	some	households—	but	not	many—	did	have	a	child	placed	in	
the	TFCO	programme	even	though	a	birth	son	or	daughter	was	at	home.	These	adaptations	were	
made	to	allow	local	authorities	greater	flexibility	in	their	recruitment	of	foster	carers—	an	issue	
that	remained	a	significant	challenge	for	most	of	the	sites.

The	UK	TFCO	population	was	markedly	different	to	those	in	the	USA	studies	where	the	
programme	was	originally	offered	as	an	alternative	to	a	residential,	hospital	and/or	locked	set-
ting.	Just	over	60%	of	the	young	people	who	had	been	on	the	TFCO-	A	programme	in	the	UK	
went	on	to	live	with	other	foster	carers	at	the	end	of	their	placement.	In	total,	34%	had	come	
into	TFCO-	A	from	residential	care,	whilst	a	further	44%	came	from	local	authority	or	private	
foster	care	placements.	In	the	USA,	the	target	destination	for	the	young	people	post	TFCO-	A	
was	back	home	with	their	families,	whereas	in	the	UK	many	of	these	young	people	had	been	
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looked	after	for	some	time	and	continued	to	be	so	once	the	placement	ended.	TFCO	was	suc-
cessful	in	settling	the	more	challenging	behaviours	of	a	significant	number	of	these	children,	
but	it	could	not	make	a	placement	back	home	with	birth	families	possible,	given	some	had	
discounted	 themselves	 or	 were	 deemed	 unsuitable	 by	 professionals	 to	 provide	 appropriate	
long-	term	placements.

With	the	older	children	on	the	TFCO-	A	programme,	active	consent	was	sought	from	the	young	
person	and	their	birth	family	(where	appropriate),	given	there	was	a	planned	placement	move	
and	the	regime	was	more	restrictive.	Despite	some	members	of	the	care-	giving	system	believing	
that	a	TFCO	placement	could	really	help	a	young	person	in	the	long	run,	some	family	members	
and	 young	 people	 were	 unsure.	This	 was	 particularly	 evident	 in	 relation	 to	 two	 of	 the	TFCO	
mediating	factors	regarding	positive	outcomes:	(1)	high	levels	of	supervision	and	(2)	restricted	
access	to	negative	peers.	Mobile	phones,	computer	access	and	unsupervised	time	out	of	the	car-
er's	home	were	often	areas	of	conflict.	Sites	had	to	develop	a	sound	rationale	for	setting	limits	
in	these	areas,	given	that	some	saw	this	as	an	infringement	of	a	young	person's	civil	 liberties.	
Many	parenting	programmes	emphasise	the	need	to	develop	strong,	positive	relationships	with	
one's	children	whilst	still	being	able	to	set	predictable,	non-	harsh	limits.	Due	to	the	technological	
rise	of	mobile	phones	and	the	potential	benefits	this	brought,	the	NIS	worked	with	sites	and	the	
model	developers	to	find	an	appropriate	cultural	fit.	Young	people	at	risk	of	sexual	exploitation	
and/or	criminal	activity	needed	to	be	kept	safe,	but	they	also	had	to	develop	the	skills	to	manage	
technology	in	a	pro-	social	way.

HIGH LEVELS OF TFCO SITE ATTRITION

Despite	significant	central	and	local	government	investment	over	a	period	of	15 years	and	the	
support	of	the	model	developers	and	the	NIS	to	aid	the	implementation	process,	only	one	cer-
tified	TFCO	site	remains	 in	England.	Why	is	 this?	What	does	 it	say	about	(a)	The	TFCO	pro-
gramme	itself	and	(b)	its	implementation	here	in	the	UK?

By	2017,	the	Youth	Justice	Board	ceased	funding	its	TFCO-	A	sites	(intensive	fostering)	owing	
to	the	disparity	between	the	high	level	of	investment	being	made	in	them	with	the	relatively	low	
take-	up	of	the	service.	Government	figures	published	on	its	own	website	indicated	that	by	2017–	
18	the	average	custody	numbers	were	just	one-	third	of	where	they	had	been	a	decade	before	(Gov.
uk,	2020).	With	fewer	young	people	being	referred	by	the	courts	to	locked	facilities,	there	was	less	
demand	for	foster	placements	as	an	alternative	to	custody.	The	fact	that	the	evaluation	of	inten-
sive	fostering	(Biehal	et	al.,	2010,	2011)	raised	the	question	of	treatment	effect	‘wash	out’	may	
also	have	been	a	factor	in	the	decommissioning	process.	Consequently,	TFCO	has	disappeared	
from	the	sentencing	options	available	to	UK	judges.

There	is	clearly	an	issue	of	cost	to	consider	and	whether	the	TFCO	sites	were	economically	
viable.	Earlier,	it	was	said	that	a	significant	amount	of	money	was	invested	in	the	implementation	
of	TFCO.	Less	than	700	children	and	young	people	have	been	through	the	programme	nationally,	
and	the	relative	low	numbers	over	the	lifetime	of	the	project	have	produced	a	‘unit	cost	per	treat-
ment’	that	was	arguably	too	high	to	be	sustained,	particularly	if	the	outcomes	were	not	thought	
to	have	lived	up	to	those	initially	expected.

Of	course,	had	 they	not	been	placed	 in	TFCO,	 these	children	would	have	undoubtedly	 re-
quired	a	 significant	 level	of	 investment,	given	 their	high	 levels	of	need.	What	 led	many	 local	
authorities	 to	 consider	TFCO	 in	 the	 first	 place	 was	 that	 they	 each	 had	 a	 number	 of	 children	
with	extremely	complex	presentations	that	often	resulted	in	a	huge	amount	of	practitioner	and	
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management	time	being	taken	up.	Typically,	this	would	translate	into	high-	cost,	out-	of-	authority	
placements	when	all	other	local	resources	had	been	tried	and	failed.	The	outcomes	achieved	in	
many	of	these	placements	were	not	clearly	evidenced,	so	TFCO	brought	with	it	a	great	deal	of	
promise.	With	TFCO	no	longer	being	available	today	in	the	UK,	is	it	reasonable	to	ask	what	re-
sources	these	children	now	get	and	how	their	needs	are	being	addressed?

Perhaps	understandably,	much	is	expected	of	imported	programmes,	given	the	cost	and	effort	
that	goes	into	implementing	and	supporting	them.	Jefford	(2020)	describes	the	‘over	selling	of	
a	model’	that	results	in	some	people	feeling	that	an	intervention	has	been	‘over	hyped’	and	can	
never	live	up	to	the	claims.	Ghate	(2018)	also	raises	a	concern	about	USA-	developed	programmes	
being	imported	to	the	UK	at	great	cost	during	the	past	couple	of	decades	and	without	necessarily	
achieving	the	level	of	outcomes	that	was	expected	(for	example,	see	Fonagy	et	al.,	2018	re	MST;	
Weisman	&	Montgomery,	2018	or	Humayan	et	al.,	2017	re	FFT).

‘Treatment	as	usual’	(TAU)	services	in	the	UK	are	not	routinely	adequately	costed	nor	their	
outcomes	systematically	gathered	or	reported	upon.	Cottrell	(2007)	suggests	that	TAU	in	the	UK	
is	quite	different	to	that	found	in	the	USA,	where	some	of	the	most	well	recognised	EBPs	have	
been	developed.	This	makes	it	difficult	to	make	clear	comparisons	between	discrete	evidence-	
based	programmes	such	as	TFCO	and	TAU	in	terms	of	unit	cost	and	therapeutic	outcomes.	[One	
exception	to	this	is	the	‘cost	calculating’	study	by	Ward	and	Holmes	(2008);	Holmes	et	al.	(2008).]	
Nonetheless,	after	a	decade	of	shrinking	investment	in	UK	public	services,	any	additional	invest-
ment	in	EBPs	has	to	yield	compelling	evidence	of	effectiveness	if	it	is	to	be	justified	(Messent,	
2017).	TFCO	in	the	UK	has	arguably	not	managed	to	produce	this.

It	is	quite	possible	that	TFCO	simply	did	not	reach	enough	children	and	young	people	in	a	
timely	enough	fashion,	that	the	unit	cost	was	unsustainably	high	and	that	the	level	of	anticipated	
results	 was	 not	 consistently	 achieved	 for	 sufficient	 numbers	 of	 the	 children	 to	 warrant	 being	
sustained	in	the	longer	term.

LEARNING

When	a	pattern	of	TFCO	sites	closing	down	began	 to	emerge,	 the	Department	 for	Education	
(DfE)	and	the	NIS	held	national	‘Learning	Workshop	Events’	in	2011	to	hear	from	past	and	pre-
sent	programme	implementers.	Several	themes	became	apparent.

A	handful	of	sites	ran	TFCO	until	the	pump	prime	funding	money	ended	and	then	simply	
closed	the	programme.	It	was	as	if	a	long-	term	plan	for	sustainability	had	not	been	part	of	their	
consideration,	 thus	 reflecting	 what	 some	 researchers	 have	 found,	 that	 is,	 that	 sustainment	 is	
not	conceptualised	until	 the	later	stages	of	 implementation	(Shelton	et	al.,	2018).	Others	who	
did	indicate	an	intention	to	sustain	the	intervention	beyond	the	grant	period	still	closed	because	
they	overestimated	the	number	of	children	and	young	people	who	were	suitable	for	TFCO,	de-
ciding	that	it	was	not	appropriate	to	run	a	high-	cost,	specialised	resource	with	limited	numbers	
of	referrals.

The	recruitment	of	foster	carers	was	an	ongoing	challenge,	with	nearly	every	site	falling	well	
below	the	eight	 to	 ten	recommended	number	of	 foster	carer	households.	When	there	are	 few	
foster	carers	at	a	TFCO	site,	there	is	a	reduced	service	on	offer.	Yet,	the	cost	base	for	the	clinical	
team	remains	constant	given	the	prescribed	staffing	structure	outlined	earlier.	This	was	already	
higher	here	in	the	UK	than	in	the	USA	and	was	partly	attributed	to	the	differences	in	salaries	be-
tween	the	two	countries.	In	addition,	the	three	staff	roles	that	were	added	(programme	manager,	
education	worker	and	administrator)	had	the	net	result	of	increasing	each	site's	running	costs.
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A	 further	 challenge	 for	 many	 sites	 was	 in	 moving	 children	 to	 a	 long-	term	 placement	 post	
TFCO.	The	model	developers	in	the	USA	designed	the	programme	with	a	‘return	to	birth	family’	
as	the	main	option16.	However,	in	the	UK,	most	children	remained	within	the	‘looked	after’	care	
system	and	became	subject	to	the	systemic	challenges	of	placement	finding,	that	is,	difficulties	
in	correctly	matching	children	to	carers	(Sanders	&	Lawson,	2016)	due	to	a	steady	decline	in	the	
number	of	 foster	carers	being	recruited	(Brazier,	2019).	A	deterioration	 in	the	presentation	of	
any	child/young	person's	behaviour	who	was	waiting	for	a	long-	term	family	placement	following	
TFCO	was	often	seen	as	a	problem	with	the	model	rather	than	as	a	predictable	consequence	of	
what	happens	to	children	when	there	is	little	certainty	about	their	future.	Delays	in	moving	chil-
dren	from	TFCO	into	long-	term	settled	placements	negatively	impacted	the	emotional	wellbeing	
of	the	child	and	prevented	the	site	from	offering	the	intervention	to	anyone	else.

The	transitory	nature	of	TFCO	was	a	challenge	for	those	who	believed	that	a	move	into	TFCO	
and	then	out	again	to	a	 long-	term	placement,	was	counter-	intuitive	when	pursuing	long-	term	
attachments	for	children	with	significant	adults	was	the	main	goal.	Those	TFCO	placements	that	
did	end	up	becoming	long-	term	family	homes	for	the	children	(outlined	earlier)	were	typically	
viewed	as	the	preferred	outcome	by	some.	Whilst	being	good	for	the	child	and	their	carer,	the	site	
inevitably	faced	a	further	recruitment	issue.	Treatment	Foster	Care	as	a	placement	end	in	and	of	
itself	is	a	model	used	in	Ontario,	Canada,	with	some	promising	findings	(Browne	et	al.,	2019).	
Their	focus	on	placement	permanency	may	be	of	interest	to	Tarren-	Sweeney	(2021)	who	writes	
elsewhere	in	this	special	edition	that	the	inevitable	placement	move	within	the	TFCO	model	may	
in	and	of	itself	be	problematic.

In	2013,	the	NIS	conducted	an	analysis	of	the	average	number	of	children	and	young	people	
placed	in	each	of	the	open	TFCO-	A,	P	and	C	sites.	Whilst	a	very	small	handful	of	certified	sites	
were	regularly	offering	high	numbers	of	placements	(e.g.,	>7),	most	were	not	(e.g.,	<4),	and	this	
inevitably	drove	up	the	unit	cost	of	TFCO.

In	summary,	a	difficulty	in	recruiting	and/or	retaining	TFCO	foster	carers;	a	shortage	of	ap-
propriate	referrals;	an	inability	to	move	children	on	from	TFCO	in	a	timely	way;	an	inflated	clin-
ical	team	staff	cost;	and	short-	term	budgetary	and	strategic	planning	on	the	part	of	some	local	
authorities	were	all	perennial	issues	that	significantly	impacted	sites’	ability	to	deliver	the	model	
in	a	financially	prudent	way.

The	 learning	 gained	 from	 these	 sites	 helped	 to	 establish	 a	 new	 and	 critical	 step	 in	 the	
implementation	journey.	The	DfE	required	all	local	authorities	applying	for	grant	money	to	
undergo	 a	 substantive	 period	 of	 ‘Needs	 Analysis’	 work,	 thus	 enabling	 them	 to	 articulate	 a	
data-	driven	view	as	to	whether	or	not	a	particular	intervention	was	suitable	for	their	area	[see	
Meyers	et	al.	(2012)	for	a	range	of	considerations	that	an	agency	might	address].	Providing	
some	funding,	time	and	support	to	complete	this	phase	was	crucial	in	making	informed	de-
cisions	about	future	implementations.	The	aim	is	to	support	organisations	in	completing	the	
‘Needs	Analysis’	work	thoroughly	enough	to	ensure	the	local	context	is	adequately	prepared	
before	 moving	 onto	 the	 stage	 of	 implementation.	 Speaking	 as	 the	 Chair	 of	 the	 Children's	
Social	Care	‘What	Works	Centre’,	Alan	Wood	characterises	this	part	of	the	process	as,	‘Helping 
practice leaders to pause …	(and)	build a water tight case … before investing scarce resources in 
changes that may or may not work for them,’	(Turner,	2018).	Assessing	a	community's	needs	
involves	 gathering	 accurate	 data	 on	 the	 target	 population,	 clarifying	 the	 prevalence	 of	 key	
problems	and	then	identifying	the	interventions	that	are	most	 likely	to	address	these	effec-
tively	 (Pew-	MacArthur	 Results	 First	 Initiative,	 2016).	 Knowing	 the	 exact	 problem	 that	 an	
organisation	wishes	to	address	will	increase	the	likelihood	of	a	successful	programme	imple-
mentation	(Saldana	&	Chamberlain,	2013).
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CONTEXTUAL FACTORS

Loss of a key stakeholder

A	change	of	senior	managers	in	some	local	authorities	meant	that	the	loss	of	a	‘champion’	had	a	
detrimental	impact	upon	the	implementation	of	TFCO.	Saldana	and	Chamberlain	(2013)	found	
that,	when	this	happened	during	the	‘pre-	implementation	phase’	(i.e.,	analysis,	negotiation	and	
preparing	systems	for	implementation),	this	reduced	the	likelihood	of	programme	start-	up	being	
achieved.	Without	a	key	stakeholder	within	the	organisation	who	has	the	decision-	making	au-
thority	and	the	ability	to	persuade	others	during	the	process	of	implementation,	interventions	
may	 fall	by	 the	wayside	or	become	diluted	(Moir,	2018).	This	 is	a	 familiar	phenomenon	with	
incoming,	senior	staff	seeking	to	establish	their	influence	through	a	significant	service	re-	design.	
The	author	of	 this	paper	observed	 this	happening	 in	a	number	of	 local	authorities	where	 the	
desire	for	change	seemed	to	be	less	about	clear	evidence	gained	from	systematic	needs	analysis	
work	and	more	about	a	preferred	approach	for	operating	a	new	model.	Jefford	(2020)	found	that	
incoming	leaders	were	often	organised	by	short	time	frames	in	which	to	make	their	mark,	with	
financial,	political	and	inspection	issues	being	likely	to	influence	their	decision-	making	rather	
than	 long-	term	 strategising	 or	 hard	 evidence	 of	 outcomes	 and	 costs.	 He	 continues	 by	 noting	
that	 the	 leadership	 within	 the	 implementing	 organisation	 has	 to	 be	 ‘confident,	 enabling	 and	
collaborative’,	 whilst	 the	 environmental	 context	 should	 be	 ‘adaptable,	 functional	 and	 stable’.	
But	he	worries	that	turbulent,	public	sector	organisations	which	are	constantly	concerned	with	
dwindling	resources	and	high	levels	of	staff	turnover	may	not	always	display	these	characteris-
tics.	He	identifies	a	‘toxic	trio’	which,	when	present,	will	seriously	impede	the	implementation	
and	sustainment	of	most	evidence-	based	interventions.	These	comprise,	(1)	financial	pressures,	
(2)	change	of	leadership	and	(3)	poor	partnership	(within	and	between	agencies).	Whilst	it	is	not	
possible	to	eradicate	these,	 it	 is	 important	to	recognise	that,	without	mitigating	strategies,	 the	
likelihood	of	a	successful	implementation	is	very	much	reduced.

A changing landscape

In	2018,	 the	Local	Government	Association	(LGA,	2018)	reported	 that	by	2020,	 local	authori-
ties	will	have	faced	a	reduction	to	core	funding	from	government	of	nearly	£16	billion	over	the	
preceding	decade.	This	means	councils	have	lost	60p	out	of	every	£1	the	government	provided	to	
spend	on	local	services	in	the	previous	8 years.	They	predict	that	a	£7.8	billion	funding	gap	will	
exist	by	2025	if	nothing	is	done	to	avert	this.	Whichever	source	one	refers	to,	‘austerity	measures’	
within	the	UK	have	unequivocally	impacted	the	delivery	of	public	services.	This	contrasts	heav-
ily	with	the	early	2000s when	UK	government	investment	was	significantly	higher.

TFCO	 was	 originally	 part	 of	 a	 wider	 strategy	 to	 bring	 EBPs	 into	 the	 children's	 social	 care	
sector.	But	by	2015,	the	policy	lead	responsible	for	driving	this	within	the	DfE	had	retired	and	
many	of	the	other	senior	personnel	were	moved	to	other	duties.	There	was	a	change	at	the	di-
rector	level	within	the	NIS,	and	all	grant	funding	from	the	central	government	was	ceased	and	
replaced	by	a	‘fully	traded	services	model’	between	the	NIS	and	local	authorities.	The	aim	was	
to	pass	full	ownership	of	the	EBPs	initiative	over	to	local	authorities	in	the	hope	that	they	had	
had	enough	government	support	to	‘kick	start’	longer-	term	reform.	As	reasonable	as	this	was,	
many	local	authorities	believed	they	could	simply	not	afford	to	maintain	what	they	saw	as	‘high	
cost’	interventions—	no	matter	how	the	outcomes	compared	with	services	as	usual.	Some	sites	
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reported	a	wish	to	re-	allocate	the	budget	for	supporting	four	to	eight	children	a	year	in	a	TFCO	
site	and	use	it	to	provide	services	to	dozens—	if	not	hundreds—	of	other	children	and	families,	
albeit	at	a	much	less	intensive	level.	Restricted	finance	and	a	wish	to	extend	the	reach	of	services	
were	key	drivers	for	senior	social	care	managers.	Evidence	of	improved	outcomes	was	seldom	at	
the	fore	in	this	process.

WHAT IS THE PROBLEM THAT NEEDS TO BE SOLVED?

Sustainment is under- researched

TFCO	did	reach	a	reasonable	level	of	scale	within	the	UK,	and	it	is	therefore	possible	to	claim	
that	the	initial	implementation	had	a	degree	of	success.	This	supports	the	idea	that	we	may	in-
deed	have	improved	our	ability	to	adopt	and	implement	EBPs	over	recent	years,	(Shelton	et	al.,	
2018).	However,	the	ability	to	sustain	these	programmes	in	a	form	that	is	recognisable	is	less	well	
evidenced	or	researched.	Few	studies	have	investigated	factors	contributing	to	long-	term	sustain-
ment	(Lau	et	al.,	2019).	Not	asking	serious	questions	as	to	why	previous	programmes	have	failed	
is	a	common	and	unfortunate	problem.	Were	we	to	be	better	at	this,	the	insights	gained	would	
surely	yield	more	efficient	and	cost-	effective	 implementations	 in	 the	 future	 (Moir,	2018).	But	
perhaps	understandably,	host	organisations	and	licence-	holding	model	developers	seem	to	be	re-
luctant	to	dwell	upon	site	closures	(Jefford,	2020,	p.	228),	and	there	is	less	in	the	literature	about	
the	de-	commissioning	of	programmes	(Pinto	&	Park,	2019).	More	recently,	some	experts	have	
begun	to	prioritise	the	area	of	sustainability	claiming	it	is	one	of	the	most	significant	research	
problems	of	our	time	(Shelton	et	al.,	2018).

Theoretical core and component parts of EBPs

Evidence	from	trials	of	the	TFCO	model	have	not	been	enough	to	guarantee	its	long-	term	place	
within	the	UK.	Bach-	Mortensen	et	al.	(2018)	note	that	the	technical	aspects	of	an	intervention	
(i.e.,	model	fidelity)	are	typically	discussed	more	than	adaptation	and	modification	issues	(i.e.,	
the	fit	with	the	local	context).	Jefford	(2013)	found	that	his	concerns	about	achieving	appropriate	
clinical	standards	in	the	UK	with	the	MST	model	were	dwarfed	by	the	multiple	complex	system	
issues	he	encountered	during	set-	up.	Employment	law	differences	between	the	USA	and	the	UK	
were	just	one	example	of	where	significant	time	and	effort	had	to	be	directed	before	staff	could	
even	be	appointed,	let	alone	trained	to	deliver	the	intervention.	Bach-	Mortensen	et	al.	(2018)	sug-
gest	the	theoretical	core	of	a	model	and	its	component	parts	could	be	made	much	more	explicit	
so	 that	 future	 implementations	 can	 pay	 more	 attention	 to	 how	 these	 are	 set	 within	 different	
contexts	and	populations.	Of	course,	this	may	pose	a	challenge	to	programme	developers	who	
go	 to	great	 lengths	 to	protect	 their	 intellectual	material	 (or	 ‘brand’).	But	 if	 ‘pure	brand’	EBPs	
are	being	implemented	worldwide	and	yet	are	struggling	to	be	sustained,	there	needs	to	be	an	
honest	debate	about	how	social	care	and	health	services	can	change	this.	Licensing	and	model	
consultation	are	intended	to	help	sites	operate	at	similar	standards	to	those	the	model	developers	
created	when	originally	evaluating	the	impact	of	their	intervention.	But,	given	the	challenge	of	
sustaining	programmes	long	term,	perhaps	Bach-	Mortensen	et	al.	(2018)	are	correct	in	their	as-
sertion	that	an	organisation's	capacity	and	capabilities	must	be	attended	to	if	the	attrition	of	EBP	
sites	is	to	be	halted.	This	includes	looking	at	their	ability	to	work	in	partnership	with	the	model	
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developers	in	making	appropriate	adaptations	and	modifications	to	the	programme	so	that	it	has	
the	optimal	fit	with	the	local	context.

Implementation mapping

Fernandez	et	al.	(2019)	describe	a	process	for	planning	and	selecting	implementation	strategies—	
they	call	this	‘implementation	mapping’.	This	is	a	systematic	process	for	developing	strategies	to	
improve	 the	adoption,	 implementation	and	maintenance	of	EBPs	 in	real-	world	settings.	They	
highlight	the	need	to	articulate	the	causal	pathways	through	which	implementation	strategies	
are	effective.	This	can	advance	the	field	of	implementation	science	by,	(1)	highlighting	mecha-
nisms	of	change,	(2)	better	guiding	the	use	of	implementation	models	and	frameworks	during	
the	planning	process	and	(3)	improving	the	impact	of	implementation	strategies	on	outcomes.	
In	short,	the	aim	is	to	identify	those	implementation	strategies	that	are	most	likely	to	achieve	the	
desired	outcomes	and	to	systematically	apply	these	in	a	way	that	gives	the	EBP	the	best	chance	
of	thriving.

Hopeful signs for the future

Encouragingly,	the	TFCO	model	developers	have	turned	their	attention	to	understanding	more	
about	the	reasons	as	to	why	just	25%	of	sites	worldwide	in	the	past	decade	have	continued	to	sus-
tain	TFCO	whilst	the	remainder	has	not.	Saldana	et	al.	(2020)	set	out	to	share	their	findings	from	
using	the	‘Stages	of	Implementation	Completion’	(SIC;	an	eight-	stage	observational	tool	of	im-
plementation,	see	Saldana,	2014)	with	TFCO	sites	since	2015,	at	the	2020	Blueprints	Conference.	
They	claim	to	have	increased	success	in	helping	sites	to	sustain	TFCO.	Whilst	this	is	too	late	to	
reverse	the	decline	of	the	model	in	the	UK,	it	is	hoped	that	the	learning	will	soon	be	disseminated	
to	help	future	generations	of	implementers	across	the	world.

CONCLUSION

It	would	be	easy	to	claim	that	TFCO	has	not	worked	within	the	UK	and	that	the	model	has	failed	
to	deliver	 the	outcomes	achieved	 (or	promised)	by	 the	USA	model	developers.	However,	 this	
lacks	nuance	and	prevents	us	from	understanding	the	part	we	all	play	in	‘commissioning	and	
decommissioning’	expensive	interventions	and	the	implications	when	they	are	not	sustained.

The	closure	of	any	site	that	has	been	expensive	to	set	up	is	seldom	a	good	use	of	scarce	funds.	
Nor	does	it	help	the	morale	of	an	organisation	that	runs	the	risk	of	developing	‘change	fatigue’	
in	its	workforce	(Ferguson,	2011	citing	Kanter	2001),	as	well-	intentioned	initiatives	are	allowed	
to	simply	come	and	go.	Researchers,	 leaders,	 funders	and	policy	makers	have	concerns	about	
the	 long-	term	impact	and	value	of	 their	 investment	 in	discontinued	 interventions.	Ceasing	 to	
run	some	programmes	may	result	in	low	levels	of	community	support	and	trust	in	research	and	
public	health	institutions	as	we	move	forward	(Jefford,	2020;	Shelton	et	al.,	2018).

We	should	therefore	be	wary	of	investing	in	new	initiatives	without	first	having	a	good	un-
derstanding	of	our	tendency	to	frequently	de-	commission	them.	Perhaps	part	of	the	budget	for	
any	new	implementation	should	contain	a	contingency	fund	for	completing	work	on	the	reasons	
for	decommissioning,	and	these	findings	should	be	available	to	all	in	an	‘open	source’	way.	This	
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paper	is	intended	to	helpfully	add	something	to	the	wider	conversation	relating	to	programme	
implementation	and	sustainment.

The	original	evidence	base	associated	with	TFCO	remains	relatively	sound,	yet	 it	has	been	
difficult	to	replicate	this	within	the	UK	implementation.	The	overall	programme	in	the	UK	has	
been	met	with	so	many	challenges	as	to	render	its	continuation	here	nigh	on	impossible.	In	this	
paper,	the	author	has	attempted	to	share	some	of	the	learning	that	has	been	gained	from	this	
experience.	Whilst	TFCO	has	all	but	disappeared	from	the	UK’s	social	care	and	juvenile	justice	
landscapes,	part	of	its	legacy	should	be	to	serve	as	a	reminder	that	a	coherent,	evidence-	based	
treatment	foster	care	model	already	exists	in	the	world—	look	at	this	first	before	trying	to	invent	
something	new.	Whilst	no	single	programme	 is	a	perfect	 fit	 in	all	contexts,	commissioners	of	
similar	services	could	benefit	from	the	UK’s	experience	and	seek	to	improve	upon	this.	Returning	
to	the	quote	at	the	start	of	this	paper,	‘Learn from the mistakes of others’,	it	is	worth	remembering	
that	life	is	short—	and	resources	too	scarce—	to	simply	ignore	what	has	gone	before.

Anecdotally,	there	is	evidence	to	suggest	that	some	local	authorities	went	on	to	run	an	adapted	
version	 of	 the	TFCO	 model.	They	 reported	 having	 benefited	 from	 the	 structure,	 training	 and	
consultation	offered	by	the	manualised	approach	of	TFCO.	However,	they	found	the	certification	
criteria	and	model	requirements	too	restrictive,	costly	and/or	cumbersome,	and	instead	opted	
to	run	a	‘hybrid’	model	of	treatment	foster	care.	Whilst	no	data	regarding	their	levels	of	clinical	
competence	nor	the	outcomes	they	were	achieving	have	been	gathered	by	the	NIS,	it	is	encourag-
ing	to	think	there	is	a	longer-	lasting,	residual	benefit	to	the	foster	care	sector.
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ENDNOTE
	1	 The	exact	 figure	 is	 impossible	 to	 calculate	as	 there	was	a	mixture	of	 central	 and	 local	government	 funding	

throughout	the	15-	year	period.	Forty-	five	sites	were	set	up;	each	cost	around	£350 k	to	£400 k	per	annum	to	run.	
Some	were	open	for	up	to	9 years,	whilst	a	small	number	lasted	for	just	a	year.

	2	 The	NIS	had	a	‘Network	Partnership’	agreement	with	the	TFCO	model	developers	in	the	USA,	enabling	them	
to	train	and	consult	to	sites	within	the	UK.

	3	 The	author	was	very	close	to	the	implementation	of	TFCO	in	the	UK	for	many	years	and	is	well	placed	to	report	
upon	its	implementation	journey.	However,	it	is	acknowledged	that	this	proximity	can	bring	with	it	a	degree	of	
bias.

	4	 This	quote	 is	attributed	to	numerous	sources,	 including	Samuel	Levenson,	Oliver	Wendell	Holmes,	Eleanor	
Roosevelt	and	Groucho	Marx	to	name	but	a	few.

	5	 Programme	manager;	team	leader;	foster	carer	recruiter/supporter;	birth	family	coach;	education	worker;	skills	
coach;	individual	therapist	(TFCO-	A	only).

	6	 The	model	developers	state	 that	young	people	 leaving	the	TFCO-	A	programme	are	considered	to	have	 ‘suc-
cessfully	graduated’	if	they	have	(a)	completed	their	individual	programmes,	and	(b)	moved	to	a	less	intensive	
placement	such	as	mainstream	foster	care,	family	or	independent	living.

	7	 The	model	developers	deem	children	to	be	successful	completers	once	their	problem	behaviours	have	decreased	
to	a	level	whereby	a	permanency	plan	can	be	implemented	or	the	child	can	continue	in	his/her	current	foster	
care	placement	without	treatment.

	8	 Special	thanks	to	Dr	Kate	Friedmann	(formerly	of	the	National	Implementation	Service)	for	her	oversight	and	
presentation	of	the	outcome	data	in	recent	years.

	9	 Some	 sites	 were	 successful	 in	 submitting	 ‘pre-	intervention	 data’	 (T1)	 but	 less	 so	 when	 providing	 ‘post-	
intervention	data’	(T2)	–		or	vice	versa.	It	was	not	possible	to	detect	any	discernible	changes	for	these	children/
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young	people	using	partial	data,	let	alone	attribute	these	to	the	TFCO	programme.	Therefore,	incomplete	data	
sets	were	excluded	from	the	NIS’s	reporting.

	10	 In	total,	426	children	and	young	people	entered	TFCO-	A	(176	girls;	243	boys;	details	missing	on	7).	Exit	data	
exist	for	348	children	and	young	people;	190	were	successful	graduates	(55%);	complete	pre-		and	post-	CGAS	
data	exist	for	105/190	of	these	graduates;	complete	pre-		and	post-	PDR	data	exist	for	185/190	of	these	graduates.

	11	 The	Children's	Global	Assessment	Scale	(C-	GAS),	Shaffer	et	al.	(1983),	is	a	standardised	measure	that	allows	a	
single	rating	from	0	to	100	to	provide	a	global	level	of	functioning	in	children	and	adolescents.	The	higher	the	
number,	the	better	rated	the	young	person	is	assessed	to	be	functioning.

	12	 The	Parent	Daily	Report	(PDR),	Chamberlain	and	Reid	(1987),	is	a	checklist	for	foster	carers	to	note	behavioural	
problems	 during	 a	 24-	hour	 period	 with	 their	 young	 person.	 Research	 suggests	 that	 large	 numbers	 of	 daily	
problem	behaviours	can	result	in	placement	breakdown	(Brown	&	Bednar,	2006;	Chamberlain	&	Reid	1987;	
Chamberlain	et	al.,	2006;	Newton	et	al.,	2000),	particularly	when	a	carer's	stress	level	increases.	This	can	nega-
tively	impact	foster	carer	retention,	which	is	costly	(Ward	&	Holmes,	2008)	and	demoralising	for	the	foster	carer	
workforce.

	13	 In	total,	147	children	entered	TFCO-	P	(60	girls;	84	boys;	details	missing	on	3).	Exit	data	exist	for	126	children;	
118	successfully	completed	TFCO-	P	(94%);	complete	pre-		and	post-	PDR	data	exist	for	96/118	of	these	children.

	14	 (1)	 The	 Quality	 Implementation	 Framework	 (Meyers	 et	 al.,	 2012);	 2)	 National	 Implementation	 Research	
Network	Framework	(Fixsen	et	al.,	2005);	and	3)	Getting	to	Outcomes	Framework	(Chinman	et	al.,	2008)

	15	 See	Fixsen	et	al.	(2014)	‘formula	for	success’	regarding	implementation	of	evidence-	based	programmes	which	
is	characterised	as	effective	interventions	×effective	implementation	methods	×enabling	contexts	=socially	sig-
nificant	outcomes.	Each	component	within	this	formula	must	be	adequately	addressed	if	programmes	are	to	
become	mainstream.

	16	 This	element	may	have	rendered	the	target	population	for	TFCO-	A	in	the	UK	as	being	so	different	to	that	re-
searched	in	the	original	USA	studies,	that	the	likelihood	of	a	successful	implementation	was	reduced.
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