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Abstract
Internationally, research on juvenile fire setting and bomb making creates an empirically based rationale that
supports at least two intervention practices. First, there is a forensic mental health justification for remaining attentive
to the recurring public safety risks attached to these high profile cases. Second, there is a post-risk assessment
preference for using culturally responsive family therapy within a JFSB context. Largely, JFSB does not occur in
isolation from the family. The author argues that post-risk assessment family issues must be addressed as a means
to mitigate recidivism. The major purpose of this article four-fold when it comes to exploring the current research
literature and reviewing risk assessment methods. First, the articles discuss the prevalence of the JFSB problem
and referral matters. Second, the article stresses the necessity for forensic mental health adaptations to be made
during family therapy with respect to JFSB cases. Third, ethical and legal issues are examined along with culturally
responsive post-risk assessment family therapy specific to JFSB. Finally, conclusions, implications for practice,
research, training, and supervision are discussed.
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Introduction
Juvenile Fire Setting and Bomb Making (JFSB) is a major public
safety issue that transcends international boundaries. Historically,
the United States has been in the forefront for research and clinical
forensic practices related to JFSB. Typically, different clinical forensic
programs address by fire setters and bomb makers since they share
similar referral routes. Many of the JFSBs have garnered considerable
interest across several disciplines (e.g., fire service, criminal justice,
education, and mental health). Most researchers worldwide agree
that JFSB is a costly problem, both from a health care and economic
standpoint [1-3]. Of specific interest to family therapy, the assessment
and treatment of JFSB has proven to be challenging because of the
uneven availability of qualified professionals who can encounter these
juveniles anywhere from the time of the initial incident (i.e., fire setting
or bomb making), through legal authority processing, risk assessment,
public safety interventions, and to post-risk assessment treatment
(Johnson, In press). In sum, there is a paucity of ethically competent
service providers with the relevant expertise required for working with
these complex clinical forensic JFSB cases.

Juvenile fire setting (JFS) FEMA model
There are standards for what some might identify as best practices
contained in the most frequently used edition of the FEMA Juvenile
Fire setter Intervention Handbook [4], as well as in the recently released
National Fire Academy’s Youth Fire setting Prevention and Intervention
(YFPI) Manuals for training certification levels 1 and 2 [5]. The purpose
of these manuals and the associated training program is to instruct
and guide communities in the development and implementation of a
juvenile fire setter intervention program.
The FEMA endorsed model ostensibly designed for lowering
the future risk of juvenile fire setting was first published in 1979.
The model is “a formal process for fire setting behavior that includes
an intake, interview, education, referral, and evaluation…[and]…a
comprehensive strategy that addresses safety issues via educational
means” [6]. The stated goal of the JFS modeled program is “early
identification and intervention to prevent and control fire setting and
arson” [4]. The version of the program published in 2002 remains
J Psychol Psychother
ISSN: 2161-0487 JPPT, an open access journal

a primary model for the implementation of juvenile fire setting
intervention programs conducted through the fire service in the United
States. These juvenile fire setting programs are all educational in nature
and the academic backgrounds of the individuals implementing them is
bachelor level or lower. In this case, minimum academic and practicum
requirements often found in mental health trainings are not found
in the aforementioned practice guides. More problematic, there is a
dearth of relevant research to support the effectiveness (i.e., reducing
recidivism) of these educational programs for achieving public safety
much less their cultural responsiveness. In addition, a major difference
probably needs to be stressed (i.e., ethical informed consent to
participants) between the proliferation of JFS programs versus the less
than 10 national JFSB clinical forensic services provided by qualified
professionals (i.e., minimum a state mental health license) that attempt
to address the public safety risk assessment and intervention issues
stemming from these cases.
In addition, conceptualizing JFSB is further compounded by the fact
that there is wide variation in the psychometric properties of various
tools used with JFSB, which have clear implications for confidence in the
accuracy of the risk assessment relevant information they provide [1,7].
For example, dissertation investigation published in 2000 examined the
primary instrument used in the implementation of the FEMA model.
This investigation found both the instrument and the theory utilized
in the construction of the FEMA model lacking in validity [8]. A third
study, conducted in 1997 on a group of children referred to the Portland
Fire Department, found less than 42% of the children whose parents
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endorsed clinical levels of psychopathy on a well-respected, empirically
sound screening instrument were referred to mental health providers
after being screened by firefighters using the FEMA model [9]. The
average age of these three studies is 19 years old. The foundational
work responsible for the development of the instruments the studies
investigate is 36 years old. Despite its lack of validity as an empirically
supported method, the FEMA modeled practice of screening juvenile
fire setters may be assessed by some as a gold standard in the United
States. A review of the manuals and documented training procedures
from 1979 to 2013 reveal an absence of substantial revisions to the
theoretical model, standards of training, or implementation of FEMA’s
procedures for identification and disposition of juvenile fire setting
cases in 35 years. The 2014 printing of the new YFPI manuals provide
updated references for mental health related summaries. However, it
fails to make substantial connections between the information and the
applicability to the use of the FEMA model of categorizing juvenile fire
setting typology. A widespread use of any model lacking validation,
reliability, and strong empirical evidence of efficacy is concerning as a
public safety matter.

Basic risk assessment concepts and public safety matters for
JFSB
One thing that is clear, JFSB constitute a realistic potential threat
to public safety that by default requires a relevant public safety risk
assessment. Risk assessments are an accepted standard of practice in
forensic psychology and in other disciplines [1,3,7,10,11]. The current
advances in risk assessment for criminal behavior are supported
by important findings in regards to the applicability of treatment
components for individuals being evaluated. A study conducted by
Andrews et al. in 2006 [12] demonstrates that risk assessments, which
are paired with appropriate treatment, compliance management, and
reassessment at regular intervals, provide strong evidence for accurate
prediction of recidivism. Risk assessments without these elements were
negatively correlated with accurate predictions, meaning they were
statistically more likely to be wrong than right [12].
The FEMA model is a combination of first and second generation
models of risk assessment, as defined by the work of Andrews et al.
[12]. The first generation models relied ostensibly on the unstructured
judgment of the evaluator to identify the presence or absence of risk
for re-offending. This type of judgment includes gut feelings, anecdotal
knowledge, personal and professional experience, and common
sense. A statistical analysis of the predictive validity, in this case the
likelihood of correctly identifying a future fire setting behavior, for the
first generation risk assessment design was shown to be extremely poor
[12,13]. As an assessment tool, the FEMA Model also fails to include
ethnoracial factors or other developmental features that are particularly
relevant for JFSB post risk assessment family therapy cases.

DSM-5 quadrant, public safety and treatment
Diagnosis is central to public safety and treatment. Diagnostically,
the DSM-5 Quadrant uses four of the most commonly occurring
disorders to create a clinical portrait of a JFSB that is helpful during
interventions [14,15]. Interventions aimed at moderate to extreme high
risk JFSB are designed to reduce those public safety threat levels. In
this case, once the risk assessment levels have been reduced, based on
a second forensic evaluation, then the JFSB could be ethically referred
to a health care provider (i.e., family therapist) between recidivism
and address the post-risk assessment treatment issues. The public
safety framework for working with these cases necessitates the need
to recognize the relationship between recidivism and addressing these
J Psychol Psychother
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residual clinical concerns. Treatment of a DSM-5 clinical disorder
does not mitigate the public safety risk posed by the JFSB [14,16]. The
primacy of public safety means that a juvenile must be stable enough to
productively participate and complete an evidenced based intervention
program (e.g. Forensic Assessment Therapeutic Jurisprudence Model
or FATJAM; [14,17]) that is aimed at harm reduction issues associated
with the actual incident.
Perhaps the most important distinction that makes a difference
with regards to public safety is between a clinical versus a forensic
work in JFSB cases. The clinical work with a JFSB takes on a direct
psychotherapeutic outcome that often starts with a DSM-5 diagnosis
[14]. However, forensically assessing and culturally responsive
conceptualizing factors stress the priority of public safety that must
remain central to legal and clinical decision making with respect to all
JFSB cases [15,17]. Forensically, there is a much greater concern with
recidivism with respect to fire setting or bomb making because of the
obvious public safety ramifications. Among mental health professionals,
many practitioners acknowledge being inadequately prepared in many
areas specific to JFSB including comorbid behavioral or relevant DSM-5
psychiatric conditions [15]. Therefore, JFSB are more likely than not to
receive inappropriate and inadequate interventions. Perhaps even more
problematic from a potential harm perspective, these juveniles are often
excluded from receiving an accurate public safety risk identified.
FEMA recognizes both of their models as individual treatments
that are appropriate for use with disparate groups of juvenile fire setters;
however, FEMA does not offer any guidance for determining the
qualifications of forensic mental health service providers or post-risk
assessment family therapist. The FEMA model identifies these groups of
juveniles by the presumptive risk of future fire setting behavior. FEMA
considers the educational model to be appropriate for the group classified
as ‘little risk.’ The primary model of juvenile fire setter risk for the purpose
of identification and referral for treatment is achieved through a screening
conducted by non-mental health fire service personnel. No current study
adequately measures the efficacy or effectiveness of this practice. On a
professional level, can a substantial case be made that a person with BA
or lower be sufficiently trained to competently conduct such complex
risk assessments? Correspondingly, FEMA states the group of juvenile
fire setters classified as ‘high risk’ is most appropriately treated by referral
to a qualified mental health provider. Despite the obvious lack of relevant
professional guidance for such a referral, the reduction of juvenile fire
setting behavior is a multi-systemic or a collaborative effort involving
at least three primary disciplines. These disciplines are the fire service,
mental health, and juvenile justice. Each of these groups has methods
used uniquely within their discipline.
The family therapy literature is emerging in a number of clinical
and forensic areas (e.g. primary care or as fact witnesses). A logical
question to ask is to what extent can culturally responsive family
therapy be used within a post-risk assessment JFSB context? There
is a developing understanding of the family psychological processes
required for intervening with JFSB. This article frames support for
six areas that may address the aforementioned question. First, there
is a review the significance JFSB, which elaborates on the prevalence
and priority of these public safety cases. Second, the making of a JFSB
family therapy referral is discussed. Third, ethical issues in JFSB family
therapy are reviewed. Fourth, there is an exploration of the forensic
adaptations required for family therapy with respect to JFSB. Fifth,
culturally responsive post-risk assessment family therapy for JFSB
is reviewed. Finally, implications for research, practice, training, and
supervision are discussed.
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Prevalence of the Problem of JFSB
A major part of the reason for the added attention to fire setting
and bomb making is its wide-ranging prevalence rates. For example, the
reported rates of adult perpetrated violent crime incidents in the United
States have lowered steadily over the twenty years. In contrast, the rate
of all crimes perpetrated by juveniles is rising. Most crimes committed
by juveniles fall into the arena of property crimes [18]. The category
includes burglary; theft; motor vehicle theft; forgery, check and access
card offenses; and arson. According to the latest available research, the
rates of juvenile arson have mirrored the increased rate of other juvenile
crime over the last two decades [19].
Between 2005 and 2009, an average of 56,300 child-playing fires
reported to U.S. municipal fire departments per year. These incidents
caused, on an annual average, 110 civilian deaths, 880 civilian injuries,
and $286 million in property damage [6]. Juveniles accounted for 40.4%
of all arson arrests in 2010 [20]. Almost half of these arrests are children
under the age of 15, and nearly 7% were under the age of ten [21]. A
Federal Emergency Management Agency (FEMA) report, which
accounts for federally reported and tracked fire incidents, indicated
44% of home structure fires were caused by children aged four to six
playing with a heat source.
It is important to note that these statistics are for only the federally
report incidents; the actual number of juvenile set fires are known to be
higher. A recent review of the National Fire Incident Reporting System
(NFIRS) public data set established 354,513 arson incident reports of
juvenile involved fires from 2006 to 2011. These statistics may also be
misleading, as there are incidents which are reported more than once,
or incidents filed as a juvenile involved fire in which the juvenile was
simply present in the home and not an active participant in the fire
setting [22]. What is certain is that, as noted over three decades ago
in the 1974 Fire Prevention and Control Act, arson is both costly and
dangerous (Federal Bureau of Investigation [23]). The costs and injuries
stemming from the prevalence of JFSB speak volumes about the need
for attention to making proper forensic assessments and therapeutic
referrals.

Making a JFSB Family Therapy Referral
Referring JSFB to other mental health professionals is a sine qua
non for clinical forensic practice. To be appropriately referred, a JFSB
must achieve a low public safety risk assessment rating as a standard
of practice precondition for termination subsequent psychological
treatment [24]. A post-risk assessment and intervention referral for
continued treatment can have a two-fold benefit for a JFSB. First, it can
help solidify or seal the progress made at the time of termination in the
area of public safety, as well as, extend time to explore in more detail
previous but perhaps inadequately addressed family circumstances
or other issues [25-27]. Second, since a licensed a qualified mental
health JFSB provider is making the referral, their awareness of the
clinical forensic situation strategically places them (i.e., assuming
previously obtained valid and written permission to communicate with
providers) in an important gatekeeper and resource role to influence
any subsequent treatment or concerns about recidivism [28-31]. It this
case offering support to the post-risk assessment service provider in a
way that is likely to help reduce recidivism risks.

Challenges in deciding to make the post-risk assessment
family therapy referral
The decision about whether to refer appears to be impacted by
both individual and family factors. For example, there may be repeated
J Psychol Psychother
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episodes of non-compliance while the JFSB is in the process of
receiving the risk assessment and related interventions. During these
interventions an examiner may have observed dynamics (e.g. rigid
denial of the seriousness of the JFSB incident, inaccurate reporting,
or parental psychopathology) in the family that were of considerable
concern but not the focus of the previous sessions in any major way
[14]. A post risk assessment family therapy referral can also be made
as a malpractice risk management strategy if a forensic examiner has
reason to question the gains made by a JFSB. In terms of choosing
who to make a referral for family therapy, the licensed mental health
professionals chosen to be recommended (i.e., at least three) should
have some experience with working with forensic cases and feel
reasonably comfortable with possible court appearances (i.e., as a
fact witness) if it is required (reference for forensic family therapy).
The post-risk assessment referral should be thoroughly discussed
with the JFSB and their parent, as there are additional costs and time
commitments. In addition, the referring provider must assess the pros
and cons of any potential hardship to the family and JFSB (e.g. driving
distances, culture, school or language factors) possibly stemming from
subsequent family therapy.
There are reasonable challenges that must be kept in mind as these
JFSB referrals take place. The post-risk assessment referral requires
coordinating attention to the communications between the referring
forensic examiner and family therapist. It is also important for the
family therapist selected to remain sensitive to the public safety issues
that can reemerge during the course of post risk assessment treatment.
The standard of practice must include a signed release that authorizes
sending a termination summary report that contains a pre and postrisk assessment ratings for the JFSB [14,22]. The report would also
include supplying the therapist with all relevant clinical information
and specify the purpose of the referral. A forensic examiner may
also include a DSM-5 Quadrant rating which clarifies the diagnostic
picture for the JSFB [14,15]. A review of the literature reveals minimal
training and guidance available with regard to how to determine
the appropriateness of a particular case for mental health referral
for JFSB. Much of the reviewed literature tailored to US fire service
recommends that the interviewer rely on subjective judgment and the
self-reported responses of the juvenile fire setters and their families in
order to determine the appropriate disposition of the case. This can be
problematic in assessment of fire setting risk, even for seasoned mental
health professionals, as there is also limited knowledge of fire setting
within the general mental health profession [32]. Family therapy with
JFSB requires the service provider to make forensic adaptations with
respect to these cases.

Forensic Adaptations in Family Therapy Practices with
JFSB
There are several forensic areas where family therapy can be used
(e.g. family unification, custody disputes, divorce, etc.). The construct
of forensic adaptation refers to the legal proceedings adjustments that
are associated with JFSB. A forensic adaptation is the application of
family therapy for a criminal justice system issue [33-35]. In this case,
a JFSB has been charged with a fire setting or bomb making incident
such that they have reached a point in the process where at least an
empirically guided treatment is applied to mitigate public safety risks
for recidivism while address residual family issues.
Family therapy is one of the clinical services that can be provided to
post risk assessment JFSB. Unlike the risk assessment and intervention,
post-risk assessment family therapy is not likely to be mandated by
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the courts or probation. The JFSB and their families participate in this
treatment on more of a voluntary basis. As such, the focus on family
issues may evoke significant resistance to treatment or perceptions of
a less psychologically-minded patient [36]. Hence, there are caveats
associated with the family therapy role.
Forensically, family therapy with JFSB is a part of a larger therapeutic
culture with four adaptive practice caveats. First, a forensic adaptation
in family therapy practices with JFSB means that each session must
include a documented assessment of what can be an outstanding public
safety feature signaled by a reoccurrence of fire setting or bomb making
behaviors [1,15,37]. Second, this brief assessment should be performed
separately with the JFSB and the parent/legal guardian. Third, from an
interdisciplinary perspective, a consultation with the previous forensic
examiner may be advisable depending on the exact nature of recent
incidents. Finally, it is important to be mindful that JFSB and their
families can flexibly deny, distort, or minimize subsequent problematic
behaviors.

Forensic cautions and a family therapist’s role in work with
JFSB
As family therapists, the treatment with JFSB must be conceptualized
as a forensically-related mental health activity. Why? Fire setting and
bomb making perpetrated by juvenile has received increased legal
attention over the past decade [14,38]. The literature also indicates that
a large percentage of juvenile offenders have mental disorders but only
limited access to appropriate services to treat the diversity of family
issues that can present during their contacts with the justice system.
As part of their public safety risks, JSFB often present an additional
constellation of interpersonal difficulties surrounding their family of
origin or home culture. The course of any multisystemtic approach
involving family therapy is expected to include a blend of emotional
disturbances and occasional setbacks [33,39,40]. Many family therapists
are less familiar with the behavioral characteristics, prevalence and
public safety threats associated with JFSB. A caution for a sharpened
awareness of these risk factors is critical for family therapists, who
can almost predictably become more focused on some of the highly
charged family interactions and thus may overlook forensic warning
signs stemming from these cases [41-44].
As post-risk assessment service providers, therapist’s primary role
is to provide care for the JFSB family. Given the legal nature of these
cases, it must be assumed that the work of the family therapist functions
as forensic evidence in the broad context of these JFSB legal cases.
Forensically, post-risk assessment family therapists working
with JFSB cases would be designated as a fact witness as opposed to
an expert witness (i.e., paid independent professional). In theory, the
family therapist over time has collected critical information that makes
them eligible for being compelled to appear via subpoena where they
would provide sworn testimony. As a fact witness, a family therapist
would be expected to provide professional evidence of their post risk
assessment treatment with the JFSB. The evidence would include the
clinical records as a result of the various sessions. The family therapist’s
direct contact with the JFSB in this context is invaluable. In this case,
during the course of family treatment, the therapist has secured facts
(i.e., fact witness) and developed culturally relevant opinions regarding
the case [17,45].

How to be a more effective fact witness in JFSB family therapy
cases
Daubert is one of the standards used by several states to gauge
J Psychol Psychother
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the scientific credibility of the work of professionals in various legal
contexts. In the application of the Daubert standard in practice, a
family therapist’s testimony is ostensibly designed to assist the “trier
of fact (i.e., usually a judge)” to understand the therapeutic evidence
or other clinical facts in the JFSB case. Historically, family therapist
comparatively receive a paucity of training for developing the skills
required for providing testimony [21,32,46,47] To little surprise, the
thought of providing testimony in open court can be quite anxiety
provoking and daunting for most therapists. There are at least four
practices that a family therapist can do to prepare for the testimony in
these JFSB cases. First, carefully study the circumstances surrounding
the original referral. Second, make sure all the documentation is
appropriately completed for the case. Third, define and deliver services
within a specified area that allows circumscribed testimony only for
what was observed during contacts with the JFSB. This means avoiding
offering opinions or speculations that go outside the scope of the actual
clinical work that the family therapist was initially charged to perform
(i.e., do not offer opinions about future fire setting or bomb making).
Fair warning, the attorneys on both sides of the case, may attempt to
get the therapist to opine on a host of other matters that support their
perspective on the case or refute the opposing counsel. Finally, obtain
legal consultation as necessary. The overall view that emerges is that
despite the public safety risk challenges, family therapy seems to be an
appropriate option for JFSB. There are ethical issues to consider when
working with JFSB cases.

Ethical Issues in JFSB Family Therapy Work
Mental health professional associations (e.g. American
Psychological Association, American Counseling Association and
National Association of Social Workers) are packed with ethical
standards usually written as codes. For example, the AAMFT includes
eight principles (American Association for Marriage and Family
Therapy [AAMFT] [48]). These standards guide how service providers
should ethically structure their practice and each of the aforementioned
professional associations share several codes in common (e.g.
confidentiality and competence). From an interdisciplinary standpoint,
a family therapist that is aware of the various ethical codes has an
informational and clinical practice advantage in understanding how
they may apply to JFSB. At a minimum, the ethical standards serve
the purpose of reducing malpractice risk when working with JFSB.
There are wide ranges of ethical issues that are of significant practical
importance to family therapy; however, confidentiality, informed
consent, diagnosis, diversity and competence are probably the most
prominent ethical-related issues that a family therapist may be expected
to regularly confront in their work with JFSB. An example of the public
safety relevance of applying the ethics for a family therapist is noted by
a case where repeated fire setting behavior was not reported to group
home staff despite being disclosed in several sessions (i.e., with signed
permission to share information). The rooms of the two groups home
sustained major damage stemming from the fire set by this juvenile. The
hard conclusion here that is difficult to disagree with, there is public
safety risks associated with JFSB work. In other words, there is an
overarching concern about non-malfeasance (i.e., do no harm).
Public safety has the prevention of harm as a core element in
defining it. Based on the prevalence of JFSB, harm avoidance (i.e., nonmaleficence) is a justified metric that can be ethically and legally applied
to JFSB cases whenever behaviors reflecting underlying principles (e.g.
beneficence justice, and respect for autonomy) of a family therapist’s
work have been called into question. These concerns are dependent on
the competence of the therapist with respect to JFSB work. In terms of
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competence, the AAMFT third ethical principle is competence. This
principle clearly indicates in Principal 3.1 that ‘‘Marriage and family
therapists pursue knowledge of new developments and maintain
competence in marriage and family therapy through education,
training, or supervised experience.” To ‘‘maintain competence’’ implies
that a therapist upholding this principal will be able to treat each client
effectively [48]. The emphasis on competence assessment has been a
part of the mental health profession for several decades [49,50]. While
there is no ubiquitous definition, competence in this JFSB context
refers to the knowledge, skills, attitudes, values and judgment needed
to implement and use them appropriately with these cases.
The applications of ethical standards are expected to evolve as an
outcome of the professional work performed in various clinical and
forensic areas like JFSB. It could be argued that one of the greatest ethical
tensions in practice with respect to JSFB is the mental health provider’s
incapacity to recognize self-deceptions around their competence [32].
A competency self-audit is recommended in consideration for the other
issues attached to these cases [51]. An ethical analysis or decision making
framework may be of some assistance [52,53]. Since JFSB work is not
usually a primary area of expertise for many family therapists, by default
it carries with it an extra public safety burden for a family therapists to
exercise scientific responsibility (i.e., understanding the applied clinical
forensic science). Too often, competence in working with these cases
can be confused with how much general education or training one has
received in the distant past, instead of how much targeted experience or
specific training can be documented recently that they have learned and
are able to demonstrate through effective JFSB work [14].
On the upside, the AAMFT guidelines do provide ethical
scaffolding for family therapist’s decision making analysis. These codes
focus on providing reasoned and coherent ways for finding answers
to the questions associated with JFSB. The awareness and judgments
around these ethical matters are critical in this safety sensitive treatment
process. A family therapist is also ethically expected to manage the
ethnoracial factors present in various JFSB cases. That means they
have integrated ethical, professional and societal obligations in order
to ensure that their work is culturally responsive (i.e., exploring a wide
range of ethnoracial, social, cultural, linguistic), strives to be objective,
reliable and is at least empirically guided [16,17,44].

Culturally Responsive Family Therapy for JFSB
Being culturally responsive means that a mental health provider
can assess a range of clinical forensic issues and then appropriately
introduce at least empirically guided interventions that are congruent
with the life experiences of the patient. There are four reasons why
culturally responsive family therapy can be useful with JFSB. First, is
the universal recognition that culture is embedded in the context and
practice with JSFB [34]. Second, families of origin are preloaded with
home cultural factors that function as a significant etiological agent
during course of any treatment [54,55]. Third, an analysis of the fire
setting and bomb making behaviors are laden with stressors that fuel
adaptation challenges unique to the family. Finally, research reinforces
a combination of needs for cultural continuity in the treatment of
mental health issues that can function as aggravators or mitigators for
recidivism. In addition, there are family therapy methods that have
empirical support (e.g. BSFT, FFT, MST) that underscore their use in
working with family characteristics found in offenders [11,28,56-58].

Family characteristics of JFSB
No pattern or psychological profile of an actual incident can be
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constructed that distinguishes various JFSB. Family structures are also
not found to have predictive features substantially suggestive of JFBS
behavior. Yet, decades of research reveal that problematic behaviors
like JFSB can arise from a personal past or current emotional situation
which is byproducts of family life [59]. Juvenile arsonist families have
been assessed as disorganized and dysfunctional [60,61]. Family life is
at least a double-sided psychological coin that can have a negative or
positive impact on a JFSB. In this case, a family system can increase
the likelihood of JFSB or contribute in substantial way such that
reoccurrences are reduced.
A JFSBs larger sociocultural environment contains interpersonal
tendencies (e.g. bad boundaries, poor adaptability to stress) and
cognitive schemas that shape how they function in the world (i.e., make
decisions or exercise judgment). For example, parental practices, levels
of rigidity, style and psychopathology can impact multiple levels of a
juvenile’s functioning [47,62] Parents can sometimes be described as not
psychologically available or unresponsive [37]. The level of supervision
is often poor with little emotional connectivity to their children [63,64].
Other research focuses on family and parenting factors as important
correlates for “troubled” fire setters [14,38,60,63,65]. These factors
may include variables of the parents themselves, such as alcoholism,
presence of psychopathology, or absenteeism. They may also cover
parenting behaviors such as ineffective or inconsistence discipline,
domestic violence in the home, modeling of inappropriate uses of fire,
or lack of supervision. There is very little research on the protective
parental factor of fire setting reduction or cessation. Several studies
have found heightened parental awareness through education can
reduce the number of fire sets in the home for some cases [14].
To little surprise, the aforementioned family structures were also
found to have influence on the development of antisocial tendencies
in juveniles. In terms of JFSB, whatever conditions are assessed as
operating within a family, they have not functioned in a way that
follows a predictable trajectory to judgments leading to fire setting or
bomb making. Ethnoracially, a JFSB family may present with a host
of dynamics (denial, distorting, or minimizing) surrounding the fire
setting incident and the other circumstances resulting in actual family
therapy referral. The legal and psychological attention stemming from a
JSFB incident can significantly alters family functioning and may draw
attention to other historical events that may be not openly discussed but
can nonetheless function as treatment obstacles [66-69].

Family therapy obstacles within an ethnoracial context with
JFSB
Ethnoracial factors create the need for a meta-framework that can
be used in the practice of family therapy with JFSB cases. Different kinds
of JFSB can exert diverse influences on the family therapy practice. It
cannot be assumed that the current evidence based models (e.g. MST)
methods or techniques can be appropriately applied in a culturally
responsive manner. The application is hindered by a comparatively
paucity of existing information that make it difficult to apply some
of these methods. There are at least four obstacles with respect to
family therapy in JFSB cases. First, can the documented competencies
(i.e., cross-cultural and clinical deficiencies) of the service provider
sufficiently meet an independent review? In other words, the service
provider must be able to provide clear and convincing evidence of their
competence in implementing a culturally responsive approach to family
therapy that meets the diverse ethnoracial needs [70]? Second, to what
extent do current evidence based family therapy models invalidate or
get applied mechanistically in the absence of a cultural psychohistorical
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context (e.g. acculturation, cultural mistrust, denial of mental health
issues, help seeking dispositions, language, stigma and differing world
views) with every service provider for the group it is being used [69,7176]? For example, biracial and multiracial backgrounds are predictably
relevant to treatment but a search on several databases (e.g. PsychInfo,
FamilyTherapyResources.Net, etc.) failed to result in a substantial body
of literature for guiding family therapy with the aforementioned racial
backgrounds [77].
Third, to what extent is the post-risk assessment family therapy
plagued by diagnostic problems [78,79]. Finally, a general scarcity of
empirical investigations reveals a failure to engage the complexity and
variability found in ethnoracial diverse families that results in another
flaw any subsequent cultural analyses. Despite the aforementioned
obstacles, being culturally responsive is the cornerstone of family
therapy that can offer a more nuanced analysis and informed
intervention strategy for the specific challenges in these cases.

A culturally responsive approach to JSFB
A culturally responsive approach to family therapy in JFSB case
requires four elements at a minimum (Figure 1). First, an accurate
and defensible self-assessment of competencies associated with being
culturally responsive [50]. Second, an ability to conceptualize the case
from the ethnoracial prism of the family [16,17,80]. Third, familiarity
with at least empirically guided approaches that have demonstrated
some efficacy with the clinical forensic issues presented in the case [81].
Finally, familiarity with the legal requirements attached to the case [48].
In terms of practice and training, no assessment, diagnosis, or
treatment can appropriately take place without significant inclusion
of ethnoracial and cultural factors [22,71,82-84]. For example, while
identified as relevant to both practice and training, the construct
culturally responsive is not comparatively well represented in family
therapy.
Baily et al. [54] found some positive cultural theme movement in
the Journal of Marital and Family Therapy from 1990 to 2000. However,
the topics of culture, ethnicity, and race are more noticeable by their

selfassessment

legal
requirements

ethnoracial
prism

empirically
guided
approaches
Figure 1: Four elements of culturally responsive treatment.

Figure 1: Four elements of culturally responsive treatment.
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relative neglect in key professional resources used by MFTs. For
example, ethically, there are 87 AAMFT Codes but less than 1% of those
codes actually speak to issues of culture and race [48]. The Commission
on Accreditation for Marriage and Family Therapy Education’s [85]
who sets standards for MFT programs encourages a commitment
to multiculturally-informed education. There are 128 AAMFT core
competencies for marriage of family therapy and less than 1% of
them are actually devoted to being culturally responsive [48]. There
are four domains where these competencies are listed. A summary
of the descriptors used for those competencies includes cultural,
culturally sensitive approaches, culture/race/ethnicity and vulnerable
populations. Domain 4 (therapeutic interventions) contains the largest
number of MFT core competencies (i.e., 3) that are specifically related
to cultural responsiveness.

Towards a culturally responsive framework
In JFSB practice, being culturally responsive requires examining and
questioning several unchallenged assumptions about the therapeutic
process. Among the questions yet to be comprehensively answered for
some service providers are:
·

If an independent ethnoracial audit were made of your work
in this case, what would be the most vulnerable competency
points?

·

What cultural or ethnoracial factors did I consider in this case?

·

How did those factors impact how I approached working with
this case?

·

Ethnoracially, every theoretical approach has caveats and
limitations. How are these factors expected to impact the work
required in this case?

Few of the traditional theories were originally crafted to address
the full range of clinical issues presented by historically underserved
ethnoracial groups in the United States [16,73,86-90]. That is, many
of these theories have not been systematically tested in order to
create a solid empirical foundation for their application with diverse
patients [16,91-93]. In this case, systematically testing cultural utility
hypotheses would permit us to evaluate where these theories have
ethnoracial strengths and deficiencies. In the end, it would improve the
cultural responsiveness of these theories. Many family treatment issues
presented by JFSB can be initially evaluated clinically by prioritizing
a combination of three criteria, although these criteria are far from
exhaustive of the important clinical issues raised by any family therapy
that aspires to be culturally responsive. The criteria are: (a) ethnoracial
acumen; (b) cross-cultural problem solving; and (c) the ability to
empathically conceptualize as the other.
Ethnoracial acumen means the service provider takes to the time
to learn about the ethnoracial history of the family across generations
and the complexities of culture that was shaped by their experiences
in the world [16,36,94,95]. It is nearly impossible to escape the fact
that ethnoracial factors are embedded organizing principles for family
therapy with JFSB. In order to effectively work with these families, it
is important to understand how psychohistorical events have come
to shape the formation of their varying cultural contexts. Post-risk
assessment therapy challenges families to understand how their own
functioning can affect their relationships with each other and can link
to JFSB. There are some cross-cultural norms that are ingrained in the
psychological fabric of diverse ethnoracial groups that must be learned
and used in the delivery of services (e.g., African-Americans [96]; or
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Latinos). In other words, there are some critical assumptions that should
guide treatment. Cross-cultural problem solving uses knowledge of
diverse groups to listen, interpret, and the make decisions. Empathically
conceptualizing as the other means the ability to completely divest and
refashion experiences, training and ways of being in a manner that enters
the affective and cognitive or world view framework of the patient (i.e.,
become the other [97]). Culturally responsive in this expanded context
does not mean the provider agrees with or endorses the patient’s view
of the world. Yet, instead of reflexively dismissing or marginalizing
issues presented by diverse families, a culturally responsive provider
has developed the ability to understand (i.e., flexible and responsive
framework) the logic of behaviors and seemingly misplaced emotions
(e.g. critical race theory [98]).
The end result is the experience of the JFSB family is they tend
to feel affirmed by the provider. For example, Kossak [99] suggested
that Hispanic clients are more willing to consider and comply with the
treatment regimen when they have a sense of being understood and
have developed trust in the service provider while consistently address
issues of power, privilege, racism, and oppression. A JFSB incident
coincides with resulting contacts with legal authorities and mental
health professionals which are often assessed as a stressful life event
that clearly present challenge for children and their families. The home
ethnoracial culture of the family means the family therapist is deeply
connected to an objective of contextualizing interventions aimed at
salient post-risk assessment JFSB issues by temporarily losing their own
sense of self long enough to be effective or approach understanding the
families distinct world view.
It may be somewhat naïve to assume that being culturally responsive
in family therapy with JFSB can be achieved through a single theoretical
orientation. It is also not recommended to artificially inject ethnoracial
into any traditional family therapy approaches in an effort to somehow
make it culturally responsive. The intent here was to address some of
the gaps, misconceptions, and incomplete knowledge about post-risk
assessment family therapy with JFSB. For example, Szapocznik et al.
[100] has demonstrated the effectiveness of Brief Strategic Family
Therapy (BSFT) with troubled Latino youth. Similarly, Bernal and
Saez-Santiago [101] crafted eight element scaffolding for interventions
that can be used with diverse families. Admittedly, culturally responsive
can be a rather nebulous clinical term. Still, there is growing empirical
and practical evidence that speak to the advantages of considering
its importance within the provision psychological services to diverse
families.

Implications for Practice, Research, Training and
Supervision
Despite the prevalence of JSFB, comparatively little is known
about this complex issue within the context family therapy. As an
essential part of the post-risk assessment treatment, the competencies
of a culturally responsive family therapist working in conjunction
with a forensic psychologist can fill a critical practice role in working
with JFSB [26,55,102]. The ethnoracial context of therapy with JFSB
varies from case to case but is largely driven by a patient’s known risk
assessment [1,12] The hallmarks of culturally responsive family therapy
includes an ongoing assessment of public safety issues, collecting,
analyzing, interpreting and intervening in the context of the families
multigenerational cross-cultural life experiences [103,104]. Public
safety is a major area of concern when it comes to JFSB and family
therapy represents another way to facilitate it in practice. For example,
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the family therapist plays a central role in monitoring JFSB behaviors
that possibly signal deterioration in their functioning in a way that
might lead to recidivism. Culturally responsive post-risk assessment
family therapy means knowing how and when to shift into back and
forth between the lingering clinical issues and the priority-setting for
safety needs in JFSB cases.
There is a gap between the practice and science in JFSB that
poses a perplexing dilemma. On the one hand, there is an everexpanding list of treatment evidence that has demonstrated to be
efficacious for a number of mental disorders and clinical issues. On
the other hand, these interventions are not well represented in the
post risk assessment treatment of JFSB. In fact, there is a paucity of
investigations that examine family dynamics and post-risk assessment
culturally responsive treatment with JFSB. Future studies in these areas
would have the potential of offering additional insight into the family
structure and functioning as it pertains to the precursors and residual
responses in the aftermath of a fire setting or bomb making incidents.
Investigations could also explore the role that family members would
play in the process of the post-risk assessment treatment as well as
the differences between JFSB and non-JFSB subjects. Similarly, within
cultural group differences in JFSB is also a worthy area of subsequent
research.
There are three considerations that merit attention when examining
the implications for culturally responsive family therapy training and
supervision. First, it would be a mistake to underestimate importance
of the ongoing need for public safety assessment with supervisees
working with these cases. Second, it can be reasoned that supervision
must to be adapted to complexity of the JFSB case and competence of
the family therapist who may use ill-advised customary approaches
without sufficiently considering the public safety elements of the case.
For example, it is probably more advisable that at a minimum, licensed
mental health professionals with forensic expertise should be used in
these post-risk assessment family therapy cases due to the potential of
court involvement. Since many family therapists do not have substantial
experience with JFSB cases, supervision would need to change in
accordance with the growth of a supervisee [46,47,105]. Finally, forensic
training issues probably need to be more intentionally incorporated in
an already crowded MFT curriculum. Overall, this article has helped
initiate a family therapy dialogue that aimed to clarify the breadth and
multifaceted nature of culturally responsive work with JFSB.
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