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ABSTRACT 

KARE KI MA 

A CO TE TA ALYSIS OF FIVE SCHOLARLY JO URNALS: WHAT 
HAS BEEN WRITTEN ABOUT MEDICAL 

FAMILY THERAPY? 

MAY 2010 

The family is the context in which diseases are managed and treated. Often, 

hospitals and medicine are a new culture through which families have to navigate. 

Medical family th rapy is the biopsychosocial treatment, by family psychotherapists, 

within a famil y sy terns framework, of individuals and families who are dealing with 

medical problem (McDaniel. Hepworth, & Doherty, 1992). A medical family therapi t 

can provide the support patients and families need as they accompany them through their 

expen ence. 

Medica l family therapy is defined in a variety of ways across disciplines in the 

h a lthcare field and within the field of family therapy itself. It has been described as 

psychotherapy, collaborative care, and even as a family therapy model. The purpose of 

this research proj ect was to ascertain what has been written about medical family therapy 

in five scholarly journals, Family Process; Families, Systems, & Health ; Family Practice; 

the Jo.urna f of Family Therapy; and the Journal of Marital and Family Therapy, since the 

phrase medical family therapy was coined in 1984 by McDaniel, Hepworth, & Doherty. 

The fir t part of this research project was a content analysis to determine the 

frequency of artic le with the term medical family therapy published in all five scholarl y 
VI 



journals and which discipline generated those articles. The second part of this inquiry was 

a qualitative analysis of those articles with the term medical family therapy in its content 

to determine what is being written about medica l family therapy. 

There wa a total of 5.234 articles, 48 of those (0. 92%) contained the term 

medical fami ly therapy in its content. Families. Systems, & Health generated the majority 

of medical family therapy articles, containing 4.43% of the total of its published articles. 

Family Process had 0.12% of its total of published articles pertaining to medical family 

therapy, the .Journal of Family Therapy (.15%), Journal qf Marital and Family Therapy 

(.93%), and the journal of Family Practice had no articles containing the term medical · 

family therapy. Family therapy and medicine were primary contributor , with the 

majority of authors contributing some role in academia as well. Five salient themes 

merged: Agency and communion, the role of power, col laboration, culture, and 

knowledg ba e and competency. 

Re earch in the efficacy of medical fami ly therapy in the treatment of physical 

illn ss i extremely rare, with only two randomized contro l studies noted. Family 

therapi ts can have a significant impact in the health and well-being of patients , families, 

and communities, and their expertise in systems is sorely needed on a more global level 

in policy making. Research needs to be done by family scientists and family therapists in 

this area. 
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CHAPTER I 

INTRODUCTION 

Medical family therapy is distinguished from other discipline by "its constant 

attention to medical illness and it role in the personal life of the patient and the 

in terpersonal lite of the family ." (McDaniel, Hepworth, & Doherty, 1992, p. 4 ). The 

di ·ciplines fbehavioral medicine and consultation-liaison p ·ych1atry traditionally focus 

on the indi idual patient, work within a biomedical model, which include diagno ing 

and pathologizing behavior, and do not have e tensive training in family systems 

(McDaniel t al. , 199 ). Thi chapter will elaborate on the need and development of 

medical famil th rapy, it social utility, and integral role in collaboration with the fi Id 

of medicine. 

As acute illnesses have been effecti vely managed or eradicated by medicine, 

chronic di eases have become of primary concern today. Chronic illne s impacts patients 

and their familie · on multiple levels: physical, emotional, mental, social, spiritual, 

cultural , developmental , and financial. It is in the context and environment ot:family in 

which di ease develops and treatment often takes place (Doherty & Baird, 1983~ Watson 

.& McDaniel , 2000). A family member is often the caregiver, as cost and managed care 

has shift d care from ho pitals or nursing facihties to home (Campbell , 200 ; McDaniel 

& Campbel I, t 998), and ther is evidence that caregi · ers suffer more from depression 



and anxiety in addition to physical illnesse (Campbell , 2003; Gauthier, Vignola, Calvo, 

Cavallo, Moglia, Sel litti , t al., 2007). 

lncrea ed pccialization of physicians, technological advances in biomedicine, 

and an increase in the exorbitant cost of healthcare have created tremendous burdens on 

patient and their families (McDaniel et al. , 1992). Advances in neonatal medicine have 

~nabled very low birth weight preterm infants on the edge of viability to urviv , but not 

without consequences to parents, families, and communities. Patients and families are 

confront d with new ethical, legal , and religious dilemmas that can impact them for a 

lifetime (McDan iel et al. , 1992). Ri sks of intraventricular hemorrhage (bleeding inside 

the brain), Ii fi threatening n crotizing nterocolitis ( injury to the bowel), and patent 

ductous artcriosi ( opening in the heart) which may require surgical intervention, are 

extremely high in premature infants. Parents experience the stresses of unknown long

term outcome of dev lopmcntal delays and disabilities in addition to present and future 

financia l stre e . They also e perience tremendous loss and grief, such as lo sofa 

perfect n wbom baby, lo s of dreams, and, initially, the lo s of their role as parents. A 

medical family therapi t can provide th support families need as they accom~any them 

through the e, perience. 

Burdens on families are al o created by treatment protocols of chemotherapy, 

radiation, and/or surgical interventions for the diabrnosis of cancer (McDaniel et al., 

1992). The rnnes can often be seen as an additional famil y member, affecting role 

reali gnments or activating old family patterns of re ponse to griet: loss, illness, and care 

giving (Ellenwood & Jenkins, 2007~ McDaniel et al., 1992; Rolland, 1994 ). Similar to 
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parents who have a premature infant in the neonatal intensive care unit (NICU), familie 

with chronically ill members may be unaware of their own developing symptoms of post 

traumatic stress related to the on et and course of the illness (Ellenwood & Jenkins, 

2007). The medical family therapist sees the family as members who may need care 

themselves, rather than only as a resource for health care professionals to tum to for help 

with the patient (McDaniel et al., I 992). 

AIDS touches the developmental, social, cultural, spiritual , physical, emotional, 

and mental well-being of pati nts and their families, hitting the core of family functioning 

and its rules surrounding love, sexuality, and trust (McDaniel et al., 1992). P ychosocial 

services must be provided to a highly vulnerable population who lack resource on 

multiple levels. Healthcare professionals working with these patients are at greater risk 

for contracting the virus and even greater risk for burnout (McDaniel et al., 1992). A 

medical family therapist is neccs ary to help the staff and medical team in addit ion to the 

patients and their families. 

Families are also linked to illnesses brought on by lifestyle choices such as 

addictions and eating disorder - smoking, alcohol, obesity, anorexia, bulimia - which are 

commonly seen in physicians' offices and hospitals (McDaniel et al., 1992). Due to 

multidimensional causes and implications, a medical family therapist brings an essential 

treatment approach by his/her knowledge of famihe and working systemi ally within a 

biopsychosocial framework. A medical family therapist helps to negotiate through the 

larger healthcare system which includes insurance, the medical team, the hospital, and a 
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fa mily's own ystem, while considering the typology of the illness and developmental life 

stage of the family ( McDaniel et aJ., 1992 ). 

Medical family therapy i not solely the addition of a family therapist to the 

healthcare team ~ it brings an w paradigm in which there exist relation hips among all 

involved in trcatm nt (Doherty & Baird, 1983 ). In addition, knowledge of medications, 

disease, and medical treatments are essential. For example, diabetes and some blood 

pressure medication · can affect sexual functioning, and thyroid problems can present as 

depression, forgetfulnes , and fatigue . 

!lines can elicit a en e of hopelessness and isolation. The goals of medical 

famil y th rapy are toe tabli ha sense of agency and communion (McDaniel et aJ., 1992). 

Medical family therapist help patients and familie achieve a sense of autonomy by 

making their own choices regarding their health and illness (agency), and, to achieve and 

maintain a en e of connection with the healthcare team, their ocial networks and the 

community ( communion). 

The conn ction between mind and body, and the influences and perceptions of 

stres ors having . ignificant impact on health, well-being, and illness have been 

establi hed. Sociocultural , biochemical and cellular levels are affected by the stress 

respon e (Haddy & Clover, 200 l ). There is no separation of the mind from the body. For 

optimal care in meeting the needs of patients, physicians have to· consider the 

psychosocial realm and family therapists have to consider the biological. McDaniel, 

Hepworth, and Doherty ( 1992) stated thi eloquently: 
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The age of innocence i over. We now know that human life is a carnies cloth 

pun from biological, psychological , social and cultural thread ~ that patients 

com with bodi , a well as minds, feelings, interaction patterns and belief 

systems, that there are no biological problems without psychosocial implications, 

and no psychosocial problem without biological implications. (p. I) 

Family Practice Medicine 

It was the discipline of medicine, not family therapy, which recognized the need 

for and embraced thi inte6>Tation of mind-body-spirit (McDaniel et al. , 1992, Troost & 

Fil inger, 1993). In the early 1800s, physicians had close relationships with their patients 

and families attending to the spiritual, emotional, psychosocial, and physical needs with 

minimal equipment and surgical techniques (McDaniel et al., 1992). In the early J 900s, 

the shift towards evid nee-based cience 6>Tew, and with it evolved an increase of 

specialization in medicine. The prevalence of family physicians or general practitioners 

(GP) gradua lly d clined. This decline in general practitioner (GP) or family practice 

phy icians, along with the public concern and perception of fragmented, 

c >mpartmentalized care, led to the development of the discipline of family medicine in 

1979 (Denni , "'The History of Family Medicine," p. 8). 

In the 1970 , th re was also a new paradigm developing within the field of 

medicine. Engel ( 1977) challenged the traditional biomedical model, which reduced 

patients and th ir diseases to biological and physical processes, and proposed a more 

comprehensive model which considered the relational aspects of being human. The 

biop ychoso ial model was the integration of general ystems theory and biology. It 
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attempted to understand how psychophysiologic responses impact somatic factors , how 

communicat1on of symptoms and treatment interventions are impacted by a patient's 

understanding, and how relationships between the patient and health care providers affect 

communication and treatment (McDaniel , Hepworth, & Doherty, 1992). The dominant 

biomedical model continu s to be the rubric of medical practice~ however, the discipline 

of family medicine has gone forward in inte!,YTating biology and family systems theory. 

The Development of Medical Family Therapy 

The development of the sp cialty of family practice in the field of medicine 

coincided with the increasing popularity of the discipline of family therapy. The field of 

family therapy was thriving in the middle of the I 970s and 1980s with the opening of 

new schools and th pioneer in the field to lead them. In the family therapy fiel d, 

application of family systems to medical problems was exemplified by the works of 

Minuchin, Baker, Ro man, Liebman, Milman, and Todd (1975) with the p ychosomatic 

fami ly model and research of family interaction processes related to diabetes and asthma. 

[n 1977, John Weakland publi shed, "Fami ly Somatics: A Neglected Edge", bringing the 

application of family system theory to health and ill ness. His stance was a critical one 

towards the di sci pl ine of family therapy, which separated itself from the arena of physical 

illness, limiting its scope of practice and research. A patient's emotionaJ involvement in 

the family system is a major component towards the understanding of disease processes 

( Weakland). 

Medical family therapy grew out of the field of family therapy. McDaniel , 

Hepworth, and Doherty coined the tenn in 1984, during their invol vement in training 
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ml":dical students and residents introducing a biopsychosocial systemic perspective. 

Family sy terns theory began to be used by family and psychiatric nurses in 

understanding their work with patients and families (Gi llis, Highley, Roberts, & 

Martinson, l 989~ McDaniel et al., 1992). The medical family therapist was integrated 

into the medical team, collaborating with doctors and nurses to addres the 

biopsycho ·ocial a pects of health and illness (McDaniel et al., 1992). 

Statement of the Problem 

Medical family therapy is defined in a variety of ways across disciplines in 

the healthcare field and withi n the field of family therapy itself It has been de cribed as. 

psychotherapy together with psychology and psychiatry, and psychotherapy in the fonn 

of collaborativ healthcare, not nece sari ly involving families. The different definitions, 

in tum, impact how medical family therapy i perceived and practiced. The use of the 

term medical famil th rapy i not found con istently within the literature. This presents 

a problem with credibility, establishing its legitimacy in the healthcare field, and the 

process of re e rch. Kuhn ( 1996) posits the si!-:,rnificance of developing a universally 

shared language within a scientific paradigm, so researchers in that field and across 

di scipline can ork v ith and understand each other. Underlying principles and 

assumptions are needed to provide the framework upon which to practice, and guide the 

dire tion of research. 

Purpose of the Study 

The purpose of this tudy was to ascertain what i being written about medical 

family therap in five scholarly journal s: Family Process~ Journul ofA,!uritul and F'amily 
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l'/1empy~ Journal ojFun11ly f'herapy; Furmlies, ,<..,),,stems, ~ Health~ and Fami~v J->ructice , 

since the phrase medical fam ily therapy was coined by McDaniel , Hepworth, and 

Doherty in 1984 until 2009. 

Research Question 

The general research que tion guiding this analysis was the following: What has 

been written about medical family therapy in selected scholarly journals (Fumi(v J>rocess ; 

.Journal <fMaritu/ and Family therapy; .Journal q/Fumily therapy; Families, 5,~ystems, 

& Heuflh ; and Family Pracl1c )? This research question provided the framework for the 

coding and analy i of articles containing the tenn medical family therapy as the 

p ychotherapy component in h althcare. 

Definition of Terms 

For the purpo e of this tudy, the following oper~tionaJ definitions apply : 

A/edical Family l'herapy: The biopsychosocial treatment, by family 

psychotherapists, within a family ystem framework, of individuals and famihes 

who are deahng with m dical problems (McDaniel et al., 1992). 

8iup.,ychosocial Approach: The inclusion of biological, psychological, social , 

cultural, and developmental factors in healthcare assessment, evaluation·, and 

treatment of families and illness (McDaniel et al., 1992). 

( ·otluhorut ion: Partnership between medical providers and family therapi ts 

wi thin a biopsychosocial approach to h alth and illness (McDaniel_ et al. , 1992). 
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Assumptions 

The following assumptions ground this investigation : 

I. There are no biological symptoms without psychosocial issues and no 

psycho ocial problems without physiologic implications (McDaniel et al. , 

1992). 

2. Minimal research exist on the efficacy of medical family therapy in the 

treatment of famihe coping with physical illne ses. 

3. Medicin and family therapy working in a collaborative practice, leads 

to optimal healthcare. 

4. All familie cope with illness and health-related issue . 

. Family dynamic impact illness and illness impacts family dynamics. 

6. Fam iii and their members need support and care in their own right. 

7. fami lies can be a buffer/ upport or a stressor for patients . 

. Upon diagnosi and treatment, the patient, the family, and the healthcare 

team becomes a ·ystem. 

9. Chronic diseases have their own development and time·phases (Rolland, 1994 ). 

Delimitations 

The delimitations for the purpose of this research study are the following: 

I. Only refereed articles published from 1984 until 2009 which contain the term 

m di cal family therapy ere the focus of this ·tudy. 
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2. On! the elected journals Fumi~v J>mcess: l'he .Journal ofA/untul and Fwm~v 

J'herapy; Fumilies, ,\),1slems, & Heu/th; lhe Journal ojFumily lherupy: and 

Fam1(v Prue/ice were the ample for this inquiry. 

Summary 

Thi chapter discuss d the necessity, development, and role of medical family 

therapy as an integral component in collaboration with medical care. Biomedical 

advances in diagno is and treatment interventions create tremendous burdens for patients 

and fami lies that can impact them for a lifetime. Medical family therapy works within a 

biop ycho ocial syst mic framework alongside medicine to attend to patient and their 

families, in addition to pro iding upport to the medical team. ince then: are various 

interpretations in how m dical family therapy is defined, the purpose of this study was to 

ascertain what is being written about m dical family therapy in five scholarly journals 

incc the phrase medical famil therapy was coined by McDaniel, Hepworth, and 

Doherty in 1984 until 2009. 
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CHAPTER II 

LITERATURE REVIEW 

This chapter will provide a review of literature on illness and families apart from 

those art icles which will be included in the research sample. The articles obtained from 

the literature re i w w re generat d from the journals included in the study sample. 

Linvi ll e, Hertlein, and Lyness (2007) conducted their own lit rature review of medical 

fam ily therapy and a knowl dged along with Campbell (2003), the lack of randomized 

control tudi . in medical family therapy, or in the efficacy of family therapy as a 

treatment intervention for patients and families coping with chronic illness. 

History and Development of Medical Family Therapy 

In the 1970 , family therapy and family practice medicine were evolving and 

growing. As Eng I ( 1977) challenged the reductionistic biomedical model for a more 

comprehen ive biop ychosocial paradigm, family systems theory was beginning to be 

applied to phys ical illne ses. However, the realization that families affect the course of 

il Ines and any exac rbation has been known as early as the 1920 . The Peckhai:n 

, pcriment (Ransom, J 983) was a longitudinal study on fami lies in a community health 

center in London which demonstrated the recursive relationship of families and health , 
' . 

and illness. In 193 7, the Mac Proj ct, a longitudinal study of 15 families in the United 

States, demon trated the mutual influence of families and health, and elicited the 

cooperation of public health, m dicine and psychiatry at Cornell Medical College, and 
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social work and nur ing at New York Ho pita! (as cited by McDanie l, Hepworth, & 

Doherty, 1992 ). 

Curiously, as family th rapi sts were slow to embrace the inte1:,rration of the 

bio logical with psychosocial components in health and illness (McDaniel et al. , 1992), 

many of the pioneers in family th rapy, (Carl Whitaker, John Weakland, Salvador 

Minuchin, Lyman Wynne, and Murray Bowen) did. Whitaker, along with Malone, co

authored a chapter in th ir book, The Roots of P.\~vc.:hotherapy ( 1953), elaborating on the 

biological foundations of psychotherapy (as ci ted in McDaniel et al. , 1992). Bowen ' s 

theory of the family can be described as an evolutionary theory, with the primitive brain 

and the more evolv d component of the brain playing a role in differentiation, which is 

the ability to separate 6 eling from thinking in order to make thoughtful decisions, as 

opposed to decisions ba ed on emotional reaction. 

Later, in the middle to late 1970s, as family systems theories were thriving, 

Sal vador Minuchin, and hi colleagues, Rosman, Baker, Liebman, Milman, and Todd 

( 1975) applied structural famil y therapy to illness, describing the psycho omatic family 

model. They found fami ly interaction patterns influenced the conditions of diabetes and 

asthma. Minuchin , tructural family theory had also proved effective in treating anorexia 

nervosa patient and their families (Minuchin, Rosman, & Baker, 1978). Lyman 

Wynne· s work with chizophrenia connected the biological with psychosocial and 

communication characteristics of the family (McDaniel et al. , 1992). Weakland ( 1977) 

spurred di cu ion in the field of family therapy by challenging therapists and researchers 

to broaden the scope of their di cipline to include biology. 
12 



An integral tep in the growth process of a new sc ientific paradigm incl udes the 

creation of scholarly works and journal which provide a forum for publishing 

theoretical, cientific, and clinical information to further research (Kuhn? I 996). Family 

,\vs/ems Medicme was founded in 1983 by Don Block, Donald Ransom, and Michael 

Glenn. It wa a pion eringjoumal in its time because it connected scholars acros 

<li -ciplines with its focus on family systems and mental and physical health and il lness. 

Collaboration with family therapy and family practice medicine began with 

McDaniel , Hepworth, Doherty, Baird, and Campbell . fn 1983, Doherty and family 

practice phys ician Macaran Baird co-authored a book for fami ly practice physicians 

entitl ed, Family t herapy and Family Medicine. They elaborated on how the family 

system and physical illnesse and/or common complaints seen in the physician's office 

were integrally connected, and gave the family practice physician insight in how to 

recognize and approach symptom of a psychosocial nature, in addition to knowing when 

to refer for more in-depth therapy. 

McDaniel, Hepworth, and Doherty coined the term, medical family therapy, in 

1984, during th ir involvem nt in training m dical students and residents introducing a 

biopsycho ocial syst mic-per pective. Their book, Medical Family therapy: A 

B10p. y cho, ocial Approach to Families with Health Problems ( l 992), is a comprehensi e 

work describing th evolution of medical family therapy within the discipline ·of family 

therapy, and the nece sity of integrating mind and body in the treatment of di sease. John 

Roi land ( 1994) expanded this biopsychosocial model by developing his Family Systems

Il1 nes Model, to incorporate the typology of illness. In addition to the family s tern, 
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ii Ines cs have characteri ·tics that impact family dynamics~ and different diseases present 

differently in terms of acute and chronic events. The initial diagno is of an illne (acute 

phase), it chronic phase (learning to cope), or pretenninal/terminal phase each impose 

developmental and p y hosocial demands on the family . The developmental stage of the 

fami ly and their e perience of the illness requires ignificant con ideration as well. 

Selected Applications 

hronic illnesses like diabetes, asthma, and hypertension have physiological 

changes that can be measured by laboratory values or diagno tic tests such as that which 

measure pulmonary function . elf-reports of function and improvements in living with 

illness i al o a valid measurement (Campbell , 2003). Although many adults are coping 

with chronic dis ases, like diabetes, there are more studies of children who have chronic 

illnesse and their family functioning than wi th adults. 

Ochs, Seemann, Franck, Wr dcnhagen, Verres, and Schweitzer (2005) pre ented 

a mi ed-method tud of 38 children and adolescent<;, which looked at changes in family 

interaction patterns and therapy outcome at a nine month foJlow-up in a child and 

famil y-oriented psycho ocial treatment program for pediatric headaches. Treatment 

consi t d oft n child and adol scent group hypnotherapy session , three parents' 

evening , ( hich focused on helping parents com_municate questions, feeling , and 

pr~blems regarding their chtld 's headaches, as well as addressing parenting and family 

i ues surrounding the headaches), and three ystemic family interviews/ counseling 

essions with a therapi st. Participants with po itive fami ly interaction changes showed a 
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64° o reduction of global headache burden. Only a 17% reduction was noted in families 

whose interactions remained unchanged or worsened. 

The only randomiz d control trials of family therapy for childhood illnesses are 

two looking at se ere childhood asthma (Campbell , 2003). A total of 55 children were 

included in these two trial . The objective was to as ess the ffects of fami ly therapy in 

addi tion to medication versu medication alone. One study ~ howed pulmonary function 

tests and daytime wheeze improved in the family therapy group compared to control . 

The other study, (with diffi r nt measurement of outcome) noted the family therapy group 

showed improvement in overall clinical asses ment and number of impaired days (Yorke . 

& Shuldham, 2005). 

Knowl dge of sp cific diseas sand their typology and course of illness is a 

requirement for family therapi ts to have when working with families in clinical settings, 

as families cope with illne s. These classical works provided the foundation for 

additional research. 

Summary 

This chapter pr ented an overview of the history of literature which provided the 

foundation for further inquiry in the field of fami ly systems medicine and medical family 

therapy. The clas i work · of the pioneers in the . field of family therapy with regard to 

physical health and illness coincided with the growth of family medicine during the same 

time period. I though more r search of family dynamics and illness exi ts. with 

childhood di ea and condition , much more needs to be done with adult . 
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CHAPTER III 

METHODOLOGY 

This chapter expla ins the content analysi methodology chosen for this research 

project. Content analysis is a "research technique for making replicable and valid 

inferenc s from texts (or any other meaningful matter) to the contexts of their use" 

(Krippendorff, 2004, p. 18). Artwork, images, symbols, and other artifacts may be 

identified or defined as te t~ however, for the purpose of this project, text was confined to 

the written \ ord. Thi methodology stems primarily from the social and behavioral 

sciences, and follows the rule and standards of scientific research (Neuendorf, 2002). 

This research project is a de criptive analysis, identifying and describing articles 

which contai n the tenn medical family therapy. Constructs, assumptions, properties, and 

the defi nition of medical family therapy (from chapter one in this study) focused the 

researcher on certain concepts and helped derive coding rules and values by the way the 

concepts w re defined (Potter & Donnerstein, 1999, p. 259). Operationalization of this 

study took the form of classifying, coding, and analyzing the data (Babbie, 2004). Key 

words, salient themes and/or topics from the articles chosen from the five journals, were 

recorded. 

Sample 

The purpose of this study was to ascertain what is being written about medical 

family therap in five scholarly journals since the term medical family therapy was 
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coined by McDaniel , Hepworth, and Doherty in 1984 until 2009. The sample population 

for this research study included articles in all issues of the five peer-re iewed journals, 

Family l'rocess; Families, .C..,ystems, & Health; Journal of Marital and Family 'f'herapy; 

Journal <4Family Therapy; and Family Practice published from 1984 to 2009, which 

included the term medical family therapy in its content. Book reviews, honorariums to 

any particular cholars, introductions, commentaries and responses, and forwards were 

excluded in thi inquiry. 

Family Process was chosen because it is a multidi sciplinary int mational journal 

that contributes to research, training, and theory of families and family therapy (Kaslow, 

''About Family J>roce, ·s", para. 1 ). It is indexed in Abstracts of Research in Pastoral Care 

and Counseling, Abstracts for Social Workers, Care and Counseling, Family Re earch 

Database, Inde Medicus, Psychological Abst acts, Sage. Publications Family Studies 

Abstract, Soc ial Work Research Abstracts, Sociological Abstracts, Social Services 

Abstracts and the International Bibliography of Periodical Literature on the Humanities 

and Social Service (Family Process, "Sub criber information", para. 2). Family Process 

is a ignificant re ource for mental health practitioners regarding research and theory of 

fam ily system for clini al practice. 

The Journal of Marital and Family Therapy is published by the American 

As ociation for Marriage and Family Therapy and has over 20,000 subscribers. Current 

research, theory, and clinical practice in the area of marital and family dynamics are 

exemplified through peer-reviewed, scholarly works. [t is indexed in multiple databases, 

including: EBSCO, AgeLine Database (AARP), Current Contents/Social & Behavioral 
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Sciences, Family Inde , Index Mcdicus/MEDLINE (NLM), MEDLINE/PubMed, 

Proquest Database , Psychological Abstract /PsychINFO (APA), SCOPU (Elsevier), 

and Social Sciences Inde Abstracts (Journal q{lvfarital and Family Therapy, "Journal 

information"; Journal of Marital and Family lherapy, "Aims & scope' '). 

Fhe Journal oJFamily Therapy was chosen because of its systemic focus and its 

origins from the United Kingdom. It is published by the Association for Fami ly Therapy 

and Sy temic Practice. Its y temic framework guides the content of the journal when 

publishing current scholarly works in research, theory, and clinical practice with couple , 

fami lies, and broad r professionaJ networks and groups. Its global perspective is seen in 

its editorial board which includes leading profes ionals and academics from around the 

world (.Journal ojFamily Therapy "Journal information"). 

Families, ,">'y.,·I. ~ms, & Health, ( originally titled Family ~ );stems fvfedicine ), the 

journal for coUaborative healthcare, is published by the American Psychological 

Association ( PA). It is a multidisciplinary journal that publishes scholarly works on 

research~ training and theory with a particular focus on collaborative family healthcare 

(Famdies, ,\ystems, & Health, "Journal description"). It is indexed on multiple databases 

including: Academic ear · h Complete, Alt-Health Watch, CINAHL, Current Abstracts, 

Family tudie Abstracts, MEDLfNE, PsycINFO, Psychology and Beha ioral Sciences 

Collection, PubM d, SCOPUS, and Socio)ogica) Abstracts (Families, .~~vstems, & Health, 

'"Abstracting and Inde. ing Coverage"). 

The journal of Family Practice is a peer-reviewed journal which includes 

cv1d "nee-based res arch and practice in the discipline of family medicine. PubMed, 
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McdLi nc with full text, Academic Search Complete, P ychology and Behavioral Sciences 

Collection, and I Iealth and Wellne s Resource Center are among the databases on which 

it is indexed (Family Practice, "Abstracting and Indexing Coverage"). 

Population 

Thi ample population for this research study included articles in all issues of the 

five journals published from 1984 to 2009 which contained the term medical family 

therapy in its content. rticles were defined and described as theoretical , research, 

training, or clinical practic . 

Data Collection 

The researcher retrieved a11 i sues of the four journals published from 1984 to 

2009 from Texas Woman' University library. Family Practice journal was retrieved on

li ne from Loui iana T ch University. Each article was read and analyzed by the 

researcher who kept in mind the primary research question, "What has been written about 

medical family therapy in elected cholarly journals?" Articles which include the term 

medi cal fam ily therapy were read in detail and coded by content. 

Categories for Coding 

Content analy i is a research methodology which considers the nature of content. 

Manife t content is that which is easily observable, such as a written word or phrase in a 

text (Potter & L vine-Donnerstein, 1999). The researcher scanned each issue of the 

journals se lected for this study for content of the tenn medical fami ly ther':1PY- Those 

articles which contain the term medical family therapy were then read and evaluated by 

the researcher. 
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Lat~nl conit:ni i~ lht: unJeclying meaning of text, the depth of the communi cation 

(Babbie, _004 ). Reading t ts, phrase , or paragraphs is a qualitative process a the 

r ader int rpr t the meaning of the written ord. The researcher began the process of 

categoril ing it f rmation b · elect ing k y ords or phra e which related/described 

medical family therap and then documented on the coding sheet (Appendix A). The 

researcher al o mad narrative note about the article and its content. 

The Coding Worksh et includes the name of the journal, full citation of the 

art icl e, a 'edi 1 for narr tive notes, and predetem1ined categories of theory/academia, 

esean.:h, training, and dinical practice. Documentation of author(s') professional 

credentials and affiliation wer al o included on the Worksheet. 

Treatment of Data 

Thl: total numb r of articles from each journal were recorded to provide a 

basdine in order to obtain percentages and frequenctes of the occurrence of medical 

family therapy journal articles. After reading the article, the researcher documented 

author and hi /her profe sional affiliation, in addition to key words, and phrases. Data 

regarding th disciplin of the author were presented quantitatively. The primary content 

themes in tht: article wen: prt;;senteu. as qualitative u.ata. Appendix B contains a list of the 

articles from each of th five journals that met the selection criteria to be included in thi 

study. ppendi Ai th Coding Worksheet which provided th structure and guidelines 

for the pre ntation of the data. Initially, the researcher addressed each of the categories 

individually to obser e primary content themes whjch would emerge. However, a strong 

similarity of content was appearing acros each of the categories. To simplify and obtain 
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more uniform re ult , the categories were then grouped together in round three of the 

coding process which illuminated more uniformity among the categories regarding salient 

themes. Reducing data aid in creating manageable representation units to work with and 

highlights content which matters (Krippendorf, 2004). Tables were created to represent 

the results along with a narrative. 

Credi bility and Trustworthiness 

R plication is significant to validity in social science research (Babbie, 2004~ 

Kri ppendort: 2004 ). The researcher has mapped out the purpose and nature of the study 

along with its methodological procedure in order for others to replicate this research. A 

content analysi is va1id "if the inferences drawn from the available texts with tand the 

test of independently available vidence, of new observations, of competing theories or 

interpretations, or of being able to infonn successful actions" (Krippendorf, p. 313). 

To increa e the validity of the coding process, and trustworthiness of the results, 

two independent coders familiar with the qualitative inquiry process reviewed and coded 

articles randomly elected independent of the primary researcher. One independent coder 

who volunteered to assist i_n this study has an independent practice, is a licensed 

professional counselor (LPC), had recently obtained a PhD in family therapy, and works 

in a university setting. The second coder had also recently obtained a PhD in family 

therapy and i also currently working in a university setting. Neither has a medical 

backf,TfOund. 

An orientation and brief training session for the independent coders was 

conducted prior to participation. The primary researcher summarized the purpose, 
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rationale and us of the Coding Work heet for thi research pr ~ect. The research 

que tion which guided thi study was given to the rater along with the definitions and 

Coding Work heet. 

A total of eighte n out of the forty eight articles were independently coded. One 

independent cod r read and analyzed ten articles, and the other coder read and analyzed 

eight article , each identifying key concepts and primary content themes which em rged. 

One Coding Worksheet was completed for each a11icle. The coders then met with the 

researcher and di s us ed the results. ach cod r was in agreement with key concepts and 

emerging theme and did not have additional recommendations or changes to the process 

or the Coding Worksheet. 

Summary 

This chapter laborated on the methodology of the content analysis research 

wh ich wa impl ment d for thi project. This sample population for this research study 

included article in all is u of the five peer-reviewed journals, Family Process; 

Families, ,\)1stem,·, & H a/th; .Journal ofMarital and Family Therapy; Journal of Family 

lherupv,· and Family Pructice published from 1984 to 2009, which included the term 

medical family therapy in its content. K eping in mind the research question, "What has 

been written about medical family therapy in selected scholarly journals?" the researcher 

read and analyz d ea h of the artic1es, selecting key words and phrases. Categories for 

coding sho ed emerging themes and topics. Data were documented on a coding sheet. 
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Two independent coders familiar to qualitative analys is reviewed and analyzed 

randomly :cl cted articles for key concepts and primary content themes to contribute to 

the trustworthin ss of the proce s. Each coder was in agreement with key concepts and 

~merging themes and had no additional recommendations or changes to the methodology. 
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CHAPTER IV 

RESULTS 

This re earch project is a descriptive analysis for the purpose of ascertaining what 

has been writt n about m dical family therapy in five scholarly journals since the tenn 

medical family therapy was coined by McDaniel , Hepworth, and Doherty in 1984 until 

2009. The sampl population for this research study included articles in all issues of five 

peer-reviewed journal : Family Process; Families, Systems, & Health; Journal of Marital 

und Family lherapy; Journal of Family Therapy; and Family Practice which included 

the tenn medical family therapy in its content. This chapter will discuss the results of the 

study in two parts: The manif t content of the inquiry expressed quantitatively, and the 

latent content of the inquiry which is the qualitative component of the study. 

The manffe t cont nt, that which i visibly observable, is xpressed quantitatively. 

The number of article from ach journal was recorded to provide a baseline in order to 

obtain perc ntages and fr quencies of the occurrence of medical family therapy journal 

article within th twenty-fi e year time period (see Table 1 ). The total number of articles 

in the Journal o/Afarital and Family 111erapy observed from its table of contents was 

860, eight (.93%) of which included the term medical family therapy in its content or 

title. The Journal r?f"Famzly Therapy contained one article(. l 5%) with medical family 

therap in it content out of the 664 articles published. Fl1mily Process also published one 

article (. 12%) ithin the time period (1984 until the end of2009) among the 836 total 
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num ber of published article . Fumilies, Sys/ems, & Heu/th (known as Family Systems 

Afedu.: ine when initially reated) published the majorit of the medical fam ily therapy 

articles in thi inquiry which total d 38 ( 4.43%) out of the 858 articles written. 1 he 

medical journal, Family l)ractice , did not have any artic les with the term medical family 

therapy in it cont --nt, out of a total of 2025 articles; however, the term biopsychosocial 

appeared in the titles of articles from the table of contents. Biopsychosocial does appear 

in the d finition f medical family therapy in Chapter I of this study, which was a key 

term found thr ughout th articles taken for the qualitative component of this study. 

Table I 

F amilie~·, Systems, & H ea Ith 858 38 4 .43% 

Fami~v Process 836 0.12% 

Journal of Family Therapy 664 0.15% 

.Journal of Marital and 860 8 0.93% 
Family Therapy 

Family Practice 2025 0 0 

Total 5234 48 0.92% 

In addition, the researcher compiled a list of the disciplines contributing the 

published article . Famil therapy generated 31 authors, and 19 authors were from family 

medi ine. Two author , in addition to being physicians, were family therapists. 
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Contributing di sciplines of author are seen in Table fl. A majority of the authors 

participated both in academia a well as clinical practice. Out of the total 48 article , 

21 were under the category of clinical practi~e, J 3 were categorized as research articles, 9 

articles were d scri pti of the training of medical family therapists, and the remaining 5 

the researcher categorized a th oretical. 

Table 2 
Discipl ine of uthors Publishing Medical Family Therapy Articles from the Five 
Journal 

Healthcare Di cipline Number of Authors Publishing Medical 
Family Therapy Articles 

Fami ly Therapy 31 

Pediat:Iic Medicine 3 

Family Medici n 19 

--
P ychiatry D Family Medicine 6 

Psychiatry 4 

Behavioral Pediatrician D Family Therapy 2 

Phy ician i tant 2 

P ychology/Other P 'ychotherapy 11 

- - ------
Behavioral c1ence 4 

ursmg 5 

>--- ----

Social Work 2 

-Osteopathic Medicine l 

----- ---
... hild Development and Family Relations 8 

Table 2 cont 
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Table 2 (continued) 
Disc ipline of Authors Publishing Medical Family Therapy Artic les from the Five 
Journals 
MBA l 

Family ocial c1 ences 3 

Applied and Profe sional tudie I 

Cente r fo r the Study of ddiction and I 

Recovery 
Lifespan Family Healthcare l 

Qualitative Content Analysis 

Each article was read and analyzed by the researcher who kept in mind the 

primary re ear h question, "What ha been written about medical family therapy in 

selected scholarly j ournals?" Articles which included the term medical family therapy 

were read in detail and coded by content under the predetermined categories of theory, 

research, clinical practice and training. The following five primary themes emerged after 

the third round of the coding process, which appeared across each of the broader 

categories: Ag ncy and communion~ the role of power; knowledge base and competency~ 

collaboration~ and culture. 

Agency and Communion 

The goals of medical family therapy are to establish a ense of agency and 

communion (McDaniel, Hepworth, & Doherty, 1992). Agency refers to helping patients 

and families achi v a ense of control and autonomy by making their own. choices 

regardmg managing their own health and illnes , and, communion refers to achieving 
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and maintaining a sense of connection with the healthcare team, their social networks and 

the community, as illnes can elicit a sense of helplessness and isolation. The theme of 

establi hing a sen e of control and developing meaningful relationships and connections 

with the physician, the re t of the healthcare team and family, friends and the outside 

community was pre alent throughout the literature. Agency and communion are 

necessary and sign ificant components to establishing patient and family-centered care. 

Listeni ng to patient and families is a necessary and significant component to establishing 

agency and communion. D eper connections and relationships with the physician and 

healthcare team promote improved compliance to treatment, which is important since 

the famil i the contc t within which diagnosis, treatment and management of health and 

illness occurs (Doherty & Baird, 1983). 

Giving up the control of managing and coping with•i11ness to the patient and 

family require tru t and re pect for patients' and families' wisdom and expertise. Trust 

and re pect come with d per connections with patient, family, and healthcare team 

which develop through improved communication and dialogue within the family, 

betw en the pati nt/family and healthcare providers. 

/\I though many of the families with chronic illness are healthy functioning 

families, they may n ed assistance with learning effective coping skills. In order to 

manage chronic illness effectively, patients and families need to increase their knowledge 

of the diagnosis, which is often done with psychoeducation. An additional strategy to 

help familie cope more effectively focuses on "putting illne sin its place", maintaining 

a ense of fami l unity and identity without the illness becoming the identify1ng factor in 
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the family , which is often the case. "Putting illness in its place" incorporates the attention 

to progre in individual de elopment in addition to the progress of the family unit and its 

deve lopment and life stage . The medical family therapist helps create illness narratives 

and hope, and conn ction by shared meaning (Sellers, 2000~ Harrington, Kimball , & 

Bean, 2009). Th medical taff, along with the therapist and patient, become learners and 

teacher for each oth r. The act of li stening, without judgment, to the experiences and 

narratives and meanings patients and families hold is essential. This can al so facilitate the 

personal and profe ional growth of each of the healthcare team members. 

E ·tabli hing communion connects patients and families to community resources 

and organization for infonnation and/or support, increases the staffs understanding of 

the patient's indi idual experience and establi hes a better relationship with the healthcare 

system (Ander on, Huff, & Hodgson, 2008). There is a continued assessment and 

reevaluation of how the impact of th healthcare system is affecting the patient, family 

and course of illn s (Leahy, Galbreath, Powell , & Shinn, 1994). 

Dav y, Duncan, Fo ter, and Milton (2008) reported on a case in an AIDS 

pediatri and adol ent clinic' transition from traditional to integrative care with 

medical and fami ly therapy ·providers. Long-term medical and psychosocial support is 

required for I UV patients and their families. Improving communication and "putting 

illnes in its plac "is e emplified in the case of GB, a twelve-year-old Latino boy who 

wa HIV+, and living wi th his grandmother. GB was diagnosed at infancy, born to a 

known HIV mother with e ere mental health issues and drug addiction. 
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G B's grandmother insisted the healthcare team refer to her as "mother" 

because, "I'm the only mother he has known." Grandmother often admitted that 

she went back on her word regarding punishments and consequences, because she 

fee ls bad that he is HIV + and his mother abandoned him. Grandmother tended to 

give GB double me sages about being too sick and infantile to be punished, but 

not too old to do chores around the house. The family therapist respectfully 

challenged the parenting style of the grandmother, encouraging her to use a 

clearer and more direct tyle of communication about expectations and rules in 

her home . Team members then modeled clear and direct communication with the 

grandmother in their interactions. (Davey et al., p. 353) 

"The staff, by seeing progress through concrete results, was able to focus less on 

fami ly chaos during medical vi sits .... The staff was also able to see concrete evidence of 

im proved medication adh rence" (Davey et al. , p. 354). 

Listening to the patient's experience of and beliefs and meanings around the 

illness is a compon nt to establishing agency and communion. Latz and Baird (1994) 

documented dialogu b tw en the therapist and a forty-five-year old woman continuing 

cardiac rehabilitation: 

At the first session, Mary greeted me saying, "Where were you 

when [ needed you?" My response was, "[ don't know, but I'm here now 

and ready to listen." Mary began to describe her biomedical experiences 

and spoke about how she made sense of her life over the last three years. 

She to ld me she had undergone bypass surgery a year ago. It had taken her 
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d ctors almost three years from her first complaint of exhaustion to their 

r commendation for urgery. l asked, "I-low do you think this happened?" 

Mary repli d, "I don't know, but my symptoms of possible heart problems 

began when I was forty-two years old and I began feeling tired all the 

time" . Mary had e plained away her exhaustion as part of everyday life 

with two teenage ( 14 and 17) sons. She also worked outside the home. Her 

hu band liv d and worked 250 miles away because he was unable to find a 

local job. ( Latz & Baird, p. 205) 

Mary has a serious di sease ( ischemic heart disease) that is di fficuJt 

to diagno e early and has complicated medical and surgical treatment. At 

thi point, he remain angry and fru trated and does need a way to 

pro s h re perience and associated feelings. The therapist is 

1mm diatel helpful by just listening, but would be even more helpful by 

inviting the primary care physician and the patient's family members to 

join thi important family discussion. (p. 206) 

"Her anger toward her phy ician can be addressed most helpfully with the 

phys ician pre ent. If the therapist had invited the physician and family members, 

e eryone would be abl to offer per pectives on this difficult experience." (p. 206) ··Mary 

and her family, howe er, did not agree with the physician that her condition was a major 

health problem. I ask d, "How did you and your fami ly decide that your condition wasn't 

eriou ?" h tat d, "Everyone knows that young women don't have heart problems." 

(p. 207) 
31 



Another illu tration of the process of agency and communion is from the article 

by Radomsky ( 1996) in which she describes experiences in the doctor-patient 

partnership. 

In the following tory about Karen, I see the healing process as not just a 

matt r of m d t rmining the correct patient label by the usuaJ diagnostic 

approach and then applying the right treatment. Rather, I see a balance between 

being with Karen in a way that allows her space to value her own perspective 

about the h aling journey and my need to act in a way that is respectful of this 

proce . ( p. 498) 

'"Paradoxical ly however, I've noticed that when I'm more willing to take the risk of 

bei ng with my patients and being respectful of my patients' healing process, I'm less 

c haust d.'' (p. 02). 

Munshower (2004) describes how he coordinated group visits for his diabetic 

patients and an additional family member to address issues surrounding the care and 

management of diabete , and time management for the physician to meet the needs of his 

patients. 

Gue ( peak r over the course of the year included a dietitian, an 

ercise therapist a nephrologi t, an opthalmologist, a vascular surgeon, a 

podiatrist, and a dennatological nurse practitioner. They each generally 

poke fo r about a half hour and also gave out educational materials, which 

th pa ients tored in binders . .. . The dialogues were lively. As the group 

members became more knowledgeable about their disease, they asked 
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mor informed questions and offered more incisive observations. They 

I amed to kid with each other about their respective situations . . . . I 

e pected that the patients' increased knowledge of diabetes would change 

th ir relationship with their disease. In my mind, education is the road to 

empow rm nt. I watched many of my patients gradually get their arm 

around their di ease like they never had before. 1 saw many of them follow 

through on g tting tests and making lifestyle changes that we had 

discus d fore er but that they had not been ready to undertake .. .. I also 

had not anticipated how strong the influence of the patients would be on 

ach other - ·tronger than the medical information provided. (p. 499) 

A compon nt of agency is helping families cope more effectively. This is 

exemplified in an e cerpt from the article by Muchnick, Davis, Getzinger, Rosenberg, 

and Wei ( 1993): "Putting illness in its place helped patients to take better control of 

their Ii e . It al o helped the doctor to focus time, energy, and resources, on medical care 

of the patients.,. (p. 175) 

Knishkowy & Herman ( 1998) documen'a case study of a patient named ~uth 

who pre nted with muJtiple physical and psychosocial symptoms: 

Regardle of scientific justification,. pre 'cribing antibiotics is often 

intlu need by "clinical information of a nonphysical nature." . . ·. For family 

do tors, pre cribing a drug that makes little scientific sense, as with Ruth, may be 

a mean of pre rving the physician-patient relationship so that more rational 

therapie uch as empathy, ma be brought to bear. Such decisions may also have 
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broader implications when considering the "family as a unit"(Ramsey & Lewis, 

1990). ( p. 327) 

Communion is e tablishing connections with family, friends, and community. 

Harkness & Nofzi ger ( 1998) demon trate thi in an excerpt from their article: ·' . . . [He J 

al o upported our ideas on referring Mr. Smith to a dual diagnosis program for more 

intensive outpatient car ." (p. 447). 

The Role of Power 

Pow r as a th me, perm ated multiple levels of each of the categories. It was 

fo und in relation hip , within and between the patient and family, the physician, and 

other healthcare pro id rs, and with the medical family therapist as the leader of the 

collaborative proce staking a "one down position". Power issues were seen beyond the 

healthcare setting in th political and economic levels, the hierarchy in medicine, and 

through the ho pital/h althcare sy tern and insurance industry/Health Maintenance 

Organization ( HMO) which dictate services patients can receive and the time physicians 

can _ pend with their patients. Medical family therapy is aware of and addresses power at 

each of th e le el in addition to being mindful of the power illness has over the family. 

The fo l lowing are e. ample of the role of power embedded in the process of providing 

health care. 

Bell , Wright, and Watson ( 1992) interpreted the term medical family therapy as 

one which creat s di tance b tw en other h althcare disciplines. 

The term "medical family therapy" can imply that the medical narrative is 

more ignifi ant than other narrati es (p. 35). Medicine has a rich tradition of 
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power, influ nee, and hierarchical prestige, which can hinder its curiosity about 

knowledge g nerat d by other disciplines .. .. another xample of physician 

myopia wa..<; evidenced at a 1990 conference called a "Symposium on the Family 

in Primary H alth are." Although professionals from a variety of disciplines 

were in it d, the focus of the entire conference was on trategies to improve 

fami ly m dicine's practice and research with families ... By family therapy not 

making a border cros. ing to other lands such as family nursing, social work, 

ociology, and anthropology, family therapists are left with a skewed and limited 

view of oth r disciplines' knowledge and clinical competency in working with 

familie with physical health problems. (p. 36) 

Grauf-Grounds & Sellers (2006) elaborated on creating internships and 

sp cial jobs form dical family therapists : '"We strategically' solicited physicians, nurses, 

and clinical deci ion makers who might welcome the help provided from a 

p ychotherapist who could be placed within their medical site." (p. 232) The article 

elaborated further showing the underlying role of power in the healthcare system: 

... Some of th enthusiastic physicians we met with were part of a clinic 

that was hou ed inside a larger organizational tructure. This factor meant the 

decision-making power no longer re ided with the attending physicians but rather 

with a m dical director over several clinics or with another administrator. 

Generally the larger the medical organization and the more complex its structure, 

the long r it t ok to launch a ite. (p. 236) 
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Leahy, Galbreath, Powell, and Shinn ( 1994): -- . .. Add to this the fact that mental 

health is the only ervice to which a patient can self-refer, while also being the only 

benefi t with significant co-payments and limits associated with visits there, and you 

begi n to see om of the complexitie involved in a collaborative effort." (p. 438) 

The Uni rsity of San Diego's marriage and family therapy training program, and 

a fa mily medicine re idency based in a large health maintenance organization, Sharp 

Healthcare, are integrating care in order to practice within a collaborative framework 

(Patterson, Bi choff, Sch rger, & Grauf-Grounds, 1996) .. .. These therapists will have 

Jes autonomy than therapi t in the past because utilization review and federal clinical 

practice guidelines will affi ct treatment planning (Sanderson, 1995). (p. 8) 

Lareau & Nelson ( 1994) focu ed on prevalence and feasibility of a 

physician/coun elor liai on practice. " In Great Britain, whether the physician pays the 

counselor or whether the counselor bilJs for services, the physician is ultimately 

responsible for the patient" (p. 38). The role and status of the physician is paramount in 

the healthcare y t m in addition to the public perceptions contributing to this status. 

"The intern [medical family therapist] discovered that some interventions were 

most ffective when delivered by the physician and members of her natural support 

system' ( Ga win ki , Edward , & Speice, 1999, p. 4 77). In this same article, the authors 

th n elaborated on part of the training/orientation to the medical setting: 

The family therapy intern joins the new physicians during an intense week 

of orientation. This e perience a11ows the intern to establish relationships with 
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phy ician outside the work environment and helps to diminish the hierarchy 

problems that commonly e,, ist in medical settings. (p. 4 79) 

Linvi lle, Hertlein, and Lyness (2007) commented in their literature review of 

medical fam ily therapy: '"Many ti mes, the focus seems to be on how psychotherapists can 

better collaborate w,th physicians and there seems to be less of a focus on how physicians 

can better collaborate with therapist '' (p. 94 ). 

The literature de cribes the physician and/or nurse practitioner being the ones to 

initiate referral to them dical family therapist in addition to the physician setting the 

tone fo r patient-therapist relationships. Aspects of agency and communion (improved 

patient/family relationship and deeper connections with the physician) impact how 

power influence the process of treating and managing patient needs and is exemplified 

through the following exc rpts: 

" .. . The m dicaJ providers initiate the collaborative care approach during a 

patient's routine medical vi it" (Phelps, Howell, Hill, Seemann, Lamson, Hodgson et al. , 

2009, p. 1 4 ). 

Reust, Thomlinson, and Lattie ( 1999): " .. . However, to state the obvious, none of 

these benefits can accrue to 'patients or healthcare systems if patients do not show up for 

th ir b havioral h alth appointments after the referral by the physician" (p. 400). 

Regardi ng the referral process, clusters of behavior and language emerged . 

. . . ( I) ph ician extolling positive qualities of the mental health facility , 

e .g.," e hav a cooperative relationship," or, "we have an excellent facility here 

onsi te,", (2) ph ician preparation and exploration of mental health perceptions 
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\ ith patient, e.g., encouraging patient, checking affective responses to the idea of 

th referral , normalizing mental health referraJs .... (Reu t et al., p. 405) 

.. . Th rapi ts believed that when the referral to psychotherapy is initiated 

by a trust d, resp cted phy ician, the patients' respect for that physician transfers 

to the th rapi t. . .. Therapists also believed that patients' positive relationship 

with their physician - and the patients' perception of the referral as a prescription -

cnhanc d the benefits of p ychotherapy. Finally, therapists believed that physician 

referral increa d cli nt attendance rates. (Todahl, Linville, Smith, Barnes, & 

Miller, 2006 p. 52) 

. . . I was often pre ent during the physician's consultations with the 

patient, and I decid d that the be t way to become part of the system initially was 

to tak a "one-down" stance in the triad .. . Due to the different routines of the 

two up rvi ing phy icians, the methods of integration into the system were very 

different. With one doctor I was a part of the initial examination/interview 

pro e s .... (Much.nick, Davis, Getzinger, Rosenberg, & Weiss, 1993, p. 275) 

Knowledge Base and Competency 

McDaniel, H pworth, and Doherty ( 1992) dispelled the notion that it is not 

enough to place a family therapist in a medical/healthcare setting and call it medical 

fami ly therapy. Although knowledge and competency was explained ·in detail with 

articl s de criptive of the training proce s of medical family therapist interns, this theme 

emerged in the other categories as well. The eight ites across the country providing 

po tgraduat cour s, doctoral programs, inservice programs, clinical site training and/or 
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fe llowships in medical family therapy are University of Rochester, Loma Linda 

University, eattl Pacific Universi ty, Wake Forest University, Uni versity of Minnesota, 

University of Chicago and Ea t Carolina University. Nova University has also an 

establi shed Family Sy terns Heal th Care Clinical Specialist degree to meet the need for 

training fami ly therapists to work collaboratively with medicine as part of a family

focus d h althcare team (Muchnick et al. , 1993 ). 

The traini ng ite at University of Rochester Department of Family Medicine for 

family therapy doctoral students utilizes an interdisciplinary collaborative team approach. 

The theme of the internship experience encompass immersion into a multidisciplinary 

healthcare etting, e po ure to diversity of patient population, the redefinition of own 

understanding of systems, sharing, exploring the self as therapist and the development of 

a cohort of train e ( awinski, Edward, & Speice, 1999). The internship experience 

highlights the salient themes of collaboration, culture, importance of knowledge within 

the medical ar na, and awareness of power and medicaJ hierarchy. Similar to the other 

medical family therapy sit s, the University of Rochester integrates knowledge in the use 

of th Diagnostic and Statistical Manual of Mental Disorders (DSM) reference text, 

p ychopharmacotherapy, psychoeducation treatment and family therapy. An expanded 

awarene s of the integral role the larger social systems play in the lives of families is 

introduced through the diversity of the population and the complex psychosocial issues 

which present in thi busy urban setting. 

Uni er ity c nters for medical family therapy provjde training in psychosocial 

cum ulum which incorporates a biospychosocial model with systems theory (Harkness & 
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Nofziger, 1998). In an outpatient oncolo!:,>y clinic, familiarization and education on 

medica l protocol and radiation medicine, treatment effects, equipment, diagnoses, and 

language is a prerequisite (Yeager, Auyang, Brown, Dickinson, Goldstein, Jaffe, et al. , 

1999). Seattle Pacific University offers a trai ning certificate in medical family therapy. 

Like the other site , core requirements for the outpatient clinic include physiology, 

knowledge of medical issues and of the medical profession regarding collaboration and 

use of common language. Therapists' beliefs of spirituality and health are also explored, 

as intern wi ll be confronted with issues concerning pain and suffering, life and death 

( Grauf-Grounds & ellers, 2006). 

Building awareness and a knowledge base in the culture of medicine, diagnoses, 

protocols, collaboration, pharmacology, biology/physiology, family systems and 

illnes /health existed in all the curriculums. Specialized training at the Chicago Center for 

Family Health practices a family centered collaborative model of healthcare which 

includes the fami ly ystems approach, developmental and family life cycle, a resilience 

framework, and knowledge regarding the typology of illnesses (Rolland's family systems

illness model). At this site, a social justice and advocacy orientation are more evolved 

and organized (Rolland & Walsh, 2005). 

The training sites differed in how medical · family therapy was implemented, as 

each clinic adapted this integration of medicine and psychotherapy to meet unique needs. 

A biop ychosocial approach integrating medical family therapist interns into a medical 

pra tice/clinic e olv d due to multiple factors : A general acceptance across disciplines of 

a biop ychosocial systemic paradigm to guide practice, physician frustrations with 
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limited time and/or expertise in treating patients with multiple complex psychosocial 

issues (Muchni k et al. , 1993), and the creativity of healthcare providers and instructors 

in e panding the site for medical family therapy interns. Many training sites were 

affiliated with university programs, and the universities and programs were known to 

medical practice within the community. Clinics with medical family therapy interns 

were al o more cost effective than hiring a licensed medical family therapist. The 

following exampl s are fro m the theme of knowledge base and competency: 

" . .. One of the important tasks for family systems health care educators is to 

prepare graduate for collaboration with health care professionals . . . "(Much.nick et al. , 

1993, p. 27 1 ). " . .. [t was n cessary to enter the doctor's worldview in order to build a 

bridge between the two culture . . . We knew that the cultural exchange had occurred 

when w began to h ar the doctor ' talk reflect family therapy language" (p. 276) . 

. . . Educated together, physicians and therapist can achieve a level of 

comfort and under tanding about each other's field that does not occur in 

traditional training prof:,rrams . ... When I first arrived at the Family Medicine 

C nt r, I sp nt considerable time learning how to read medical charts and . 

becoming fami liar with common diagnoses. (Harkness & Nofziger, 1998, p. 443) 

Rolland and Walsh (2005) elaborated within their article workshops to in~rease 

knowledge base and competency, encouraging supervisors of medical family therapist 

interns to take advantage of the e offerings as well as other healthcare disciplines. 

Examples of these workshop are as follows : 

41 



... In 2003 , CCFH (Chicago Center for Family Health) began offering a 

new certificate format in a series of monthly workshops: 

• ... Families, Illness, & Disability: An r ntegrative Approach. 

Provide overview and clinical application of Rolland's Family 

System fllness Model 

• ... Parental Illness or Disabi1ity: Meeting the Challenges of 

hildrearing. Addresses issues with children and adolescents ( e.g. , 

s paration/dependency); separating illness from person; honoring 

trengths~ building community of care; including extended kin 

• ... Aging, Chronic lllness, and Caregiving. Addresses key 

challenges: Sons and daughters, couples, diverse cultural 

e pectations challenges with dementia, and balancing eldercare 

with other life cycle demands 

• . . . Living and Loving Beyond Loss. Examines legacies of 

complicated or traumatic loss; applies Walsh's Family Resilience 

Framework to foster healing and adaptation ... (p. 296) 

Recommendations to supervisors of medical family therapy interns mirror those 

for the interns them elves : 

Shadow a physician. An effecti ve way to get quickly immersed in 

medical culture is to shadow a physician in an outpatient or inpatient 

etting . .. Vi it the medical setting. Visiting the medical setting where 
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students are placed is important at the beginning of an internship and 

throughout a trainee's internship. A supervisor could visi t the setting for a 

numb r of reasons, including live or case report supervision and to attend 

lectures on a vari ty of topics . . . Read the fo undational medical family 

therapy texts and journals. The Appendix provides a list of key books and 

journals devoted to the practice of family therapy in medical settings. 

tt nd multidisciplinary conferences. The Collaborative Family 

Healthcare Association (CFHA), The Society of Teachers of Family 

M dicine ( TFM), and Society of Behavioral Medicine (SBM) organize 

conference focused on families in health care and multidisciplinary 

treatm nt in medical settings .. . Have access to resources on pharmacology. 

dwards & Patterson, 2006, p. 41) 

Culture 

A biop ychosocial approach to care is often implemented because of the high 

i ncidenc of comorbidity seen in the physician's office, the diversity of culture and 

incr ased comple p y hosocial needs of the patient. Culture is not only attended _to with 

families in family therapy, but within the healthcare system, the clinic/office environment 

and the proce of clinical practice, including meanings of time, physical space, ~anguage, 

paradigm, and patient motivation (Edwards & Patterson, 2006). Specific diseases, when 

treatment and management is ongoing for long periods of time, are enveloped in their 

own culture. [n addition, how illne s is diagnosed, treated and managed is influenced by 

the social and political zeitgeist. 
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The following is an excerpt from an article Davey and coll eague (2008) had 

written citing a 2003 article from Mitrani , Prado, Feaster, Robinson-Bati ta, & 

Szapocznik: 

dditionally, there has been a profound effect on low-income African 

American and Latino families who tend to be disproportionately affected by HIV/ AIDS 

in the United tates, highlighting the need for both family centered and culturally 

sen itive approaches" (p. 350) . 

. . . The second modification used to increase collaboration was a 

change to include a different community agency with a history of 

providing family therapy with more focus on culturally sensitive care, 

including in-home family services, allowing for closer collaboration 

between staff and agency workers and the use of culturally sensitive 

y t mic therapeutic models. ( Davey et al. , p. 352) 

... A unique strength of our program is the population we are able 

to reach. Our patients include primarily African American and Hispanic 

populations in eastern North Carolina whose income ranges from ~ero to 

$30,000 dollars annually ... Having bilingual providers on our team was 

also critical , in ofar as it facilitated the building of rapport, collec~ing 

accurate data, and conducting effective therapy. (Davey, et al ., p. 137) 

_ .. Depending on the amount of experience a physician has with 

Latinos, with omatization, or with integrated care, such symptoms may or 

may not indicate to the physician that there is a psychological component 
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involved. The best approach for somatization ( regardless of a patient's 

ethnicity) is an integrated biopsychosocial approach, yet many physicians 

misinterpret ymptoms and try to use a purely biomedical framework 

(McDaniel et al. , 1992, cited in Willerton, Dankoski, & Martir, 2008). 

"Ha ing a culturally competent medical fam ily therapist on the treatment team 

could increase the likelihood that such symptoms be recognized as involving an 

emotional ba is" (Willerton et al., p. 20 l ) . 

. . . There are four main reasons why the presence of medical 

family therapists in medical settings could increase and improve mental 

health care for Latinos: (a) their physical presence integrated into a 

medical practice would reduce access and availability barriers for Latino 

patients~ ( b) family therapi sts, because of their family systems approach, 

may be most culturally congruent for working with Latinos and their 

families .. .. (Willerton et al. , 2008, p. 203) 

ulture in clinical practice is illustrated in the following excerpt: " . . . The interns 

collaborated in the day-to-day work of biomedical professionals and promoted a ~ultural 

exchange betw n the per pectives of ystemic therapy and biomedicine.' ' (Muchnick et 

al., 1993 p. 272) 

" ... We came from various back-grounds, but we learned the medical culture by 

working in it. '' (Yeager et al. , 1999, p. 428) " . .. Radiation treatment represents a whole 

new world for them, and a whole new language." (Yeager, et al., 1999, p. 429) 
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·" ... It i critical that medical family therapists develop a fine-tuned 

under landing of how medical culture differs from psychotherapeutic culture and how to 

navigate with ease, compassion, and savvy within a medical setting with all medically 

tra ined personnel" (Grauf-Grounds & Sellers, 2006, p. 231 ). 

Diseases have their own unique characteristics and accompanying meanings held 

by society, families , and individual . 

. . . Typically framed as a function of ethnic, racial , or religious 

characteristics, culture contextualizes family dynamics and the associated 

interactions between therapists and family member. We suggest that 

culture may transcend ethnicity and race and that other sociodemographic 

groupings can also be included in its discussion and definition . 

(Harrington, Kimball, & Bean, 2009, p. 16) 

" .. . mo t families who experience the diagnosis of a child with cancer become 

participating members in the 'culture of childhood cancer.' As such, they become pa11 of a 

cultural group with its own unique terminology, traditional practices, rites of passage, and 

individual-and family-focused demands. " (Harrington et al., 2009, p. 16) 

Collaboration 

ollaboration is the partnership between medical providers and family the~apists 

within a biopsychosocial approach to health and illness (McDaniel et a1. , 1992). 

Collaboration is found throughout the categories, with slight variations in how it is 

practiced and adapted to a particular medical setting. Collaboration relates to integrating 

the biological and p ychosocial for more effective, holistic, quality care (Davey et al. , 
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2008 ~ Gel lerstedt & Mauksch, 1993; Fogarty, 1996; Navon, 2005 ; Ruddy, Farley, 

Nymb rg, & Hayden, 1994) and the role of the medical family therapist in practice with 

medicine and other healthcare disciplines. Medical family therapy is often defined as 

collaborati ve care. One of it underlying premises is that there is no separation between 

the biological and psychosocial levels. "All human problems are biopsychosocial systems 

problems" (Doherty, McDaniel , & Hepworth, 1994, p. 34). MedicaJ family therapy brings 

a biopsychosocial systems perspective to treatment and management of illness that is 

unavailable in an established area of psychotherapy (Doherty et al. , 1994). ft is attentive 

to the recur ive re lationship between families and illness (Yeager et al. , 1999). 

A coJlaborative practice aids physicians in their role, decreasing stress 

(Harrington, Kimball , & Bean, 2009) and increasing job satisfaction (Sellers, 2000) is 

cost e ffecti ve ( Wein r & Lorenz, 1994 ), and provides a comprehensive biopsychosocial 

approach. Collaboration challenges time management (Sellers, 2000). 

A side effect of having medical family therapists and physicians working side by 

side expands care to be more comprehensive: it broadens the view of problems presenting 

symptoms in context (Leahy, Galbreath, Powell , & Shinn, 1994). The working aIIiance 

betw en physician and family ·therapist influences each other's treatment of the patient 

(Ruddy et al. , J 994~ Fogarty, 1996). A therapist-patient-family relationship contributes to 

knowl dge and r sources of the collaborative healthcare team (Doherty et al. , 1994 ). 
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Muchnick and colleagues ( 1993) noted that co ll aboration helps physicians by 

addre sing: 

• frequent utilizers of healthcare 

• time constraints of physician to meet psychosocial needs of 

patients and families 

• patient/family's emotional responses to diagnosis/ illness 

• limitations of MD expertise 

• complex issues, vague complaints, somaticizing families 

• conservation of resources for all levels: patient, family, staff, 

financial, and administrative (Rolland & Walsh, 2005). 

" .. . In th rapy, ara disclosed that one of the men who had sexually abused her 

used the guise of 'playing doctor.' This made medical visits extremely_ anxiety provoking, 

and made it difficult for Sara to trust Dr. Farley." (Ruddy et al., 1994, p. 329) '·Had her 

medical and psychological treatment been performed separately, it is unlikely that her 

physician would ha e realized the possible consequences and meaning of certain medical 

procedure for ara .. . ·· (Ruddy et al., 1994, p. 337). 

Prest, Fitzgibbons, and Krier ( 1996) documented a case of an eighteen-year-old 

bo . who had been injured in a motor vehicle accident resulting in massive brain _injuries. 

Mary was his mother. 

Dr. Fitzgibbons reported that Mary ·had been visiting the clinic 

regularly, presenting "everything from a broken thumb to gastritis." In 
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addition to her grief over her son and uncertainty regarding the future , 

duri ng these vi its Mary reported that she and her husband Jack disagreed 

about their son's prognosis and care .... (Prest et al. , 1996, p. 387) 

... Dr. Fi tzgibbons also expressed her concern for Mary's we ll-

b ing, pointing out the number of symptoms she was dealing with that 

seemed related to stress and anxiety. I (medical family therapist) joined 

the discu ion by asking them to reflect on their roles within the family . [ 

asked them about their perceptions of how these previously functional 

roles had become problematic during this family crisis. All family 

members agreed that Mary was bearing a disproportionate burden .... 

(Prest et al. , 1996, p. 391) 

"' ... Medical family therapists, among other psychosocial providers, are often 

called upon to provide consultation to health care systems" (Seaburn, 1994, p. 183 ). '"The 

CEO contact d me at the time of a young patient's death, which had greatly affected all 

the staff, be ause he was concerned about the impact of such deaths on the Center's staff 

and medical professionals" (S abum, 1994, p. 184). 

'" .. . Despite th demands of a busy practice, the physicians manage to stay true to 

the biopsychosocial model. Two of the five physicians have postgraduate trairung in 

fami ly therapy and maintain small family therapy practices" (Ruddy et al. , 1994, p. 327) . 

. . . The physician reported that having a family therapist in the 

office was a great help with a constant problem - the lack of time ... Seeing 

many patient with serious life-threatening illness didn't leave much time 
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for conversation with family members about problems they were facing in 

managing the disease. (Muchnick et al., 1993, p. 273) 

" ... her intent is to act as the bridge between medical and mental health 

disciplines by shifting the team's focus to a comprehensive, biopsychosocial perspective." 

(McDaniel , Hepworth, & Doherty, 1992, cited in Phelps, Howell, Hill , Seemann, 

Lamson, Hodgson, et al. , 2009, p. 135.) " ... Medical family therapists work to foster an 

environment of encouragement where patients can begin to explore their choices while 

applying recommendations from the collaborative team." (Phelps et al., 2009, p. 136) 

·· .. . Specifically, a MedFT [medical fami ly therapist] may be an ideal fit given 

their extensive training for integrated care work in medical contexts and skills at 

maneuvering the systemic, contextual, and cultural barriers common when mental health 

serv1ce are merged with a traditionally biomedical clini'c" (Phelps et al., 2009, p. 138). 

Summary 

Thi chapter discussed the results of this content analysis which contained both 

quantitative and qualitative components. [t was a descriptive analysis for the purpose of 

a certaining what has been written about medical family therapy in five scholarly 

journals from 1984, when the term was first created by McDaniel, Hepworth, and 

Doherty, until 2009. The qualitative component included all articles containing the term 

medical family therapy in all issues of the five peer-reviewed journals, Family Process; 

Families, Systems, & Health; Journal ofMarital and Family Therapy; Journal ofFamily 

Therapy; and Family Practice, were read in full and then reread and coded for emer!:,ring 

key concepts and themes. The quantitative component expressed the total nwnber of 
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articles in the twenty-five year tjme period with the total number of articles containing 

the tenn m dical family therapy in its content, in addition to what discipline was 

prevalent in publishing trends, and which category (clinical practice, theory, research, or 

training) the articles described. 

Fumilies, Systems, & Health contained the majority of articles with a prevalence 

of 4.43%. The disciplines of family therapy and family medicine generated the most 

articles regarding medical family therapy. The themes which emerged as a result of the 

coding proce s were: Agency and communion, the role of power, knowledge 

base/competency, culture, and collaboration. The themes emerged across each category . 

( clinical practic , theory, research, and training), were intertwined, and had mutual 

influence over each other. The articles demonstrated how a comprehensive, holistic, 

biopsychosocial approach with a systemic lens impacts complex family and healthcare 

dynamic . 
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CHAPTER V 

DISCUS IONS, LIMITATIONS, CONCLUSIONS, IMPLICATIONS AND 

RECOMMENDA TlONS FOR FUTURE RESEARCH 

Discussions 

This chapter discusses the findjngs within the present day context and healthcare 

environment, and the need for more comprehensive and systemic thinking. Findings are 

then related to present implications for family therapists, in general, and 

recommendations for research. Limitations of this inquiry are also discussed. 

The biomedical model is limited in its sole focus on disease and biological 

processes, and the inability to address the complex psychosocial issues and fami ly 

dynamics which influence the course and processes of health and illness. The uniqueness 

of medical family therapy lies in its biopsychosocial and systemic approach to 

intervention with patients and fami lies coping with medical illness. It is a change in 

paradigm in how medicine is practiced and disease occurs. All diseases have been 

demonstrated to be biopsychosocial in nature which can be influenced by biomedical and 

psychosocial proce es (Campbell & Patterson, 1995). 

Campbell (2003) stated, research affirming the efficacy of family therapy in the 

treatment f physical illness is in its infancy. Research exists regarding how the 

perceptions of stress can affect the body, contributing to illness, and the recursive 

relationship between the influence of family dynamics and health and illness (Kannai, 
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2009), but research focusing on the efficacy of (medical ) family therapy in the treatment 

of chronic ii Ines is rare. There were only two randomized, control studies which showed 

a significant decreased utilization of healthcare with family therapy intervention 

compared to ind ividual psychotherapy (Law & Crane, 2000; Law, Crane, & Berge, 

2003 ). There have been no other randomized control studies demonstrating the efficacy 

of medical family therapy in the treatment of medical illness. 

Although studies with families and their influence on health and illness date back 

to the 1920s, there has been stagnation in research in this area. This could possibly be due 

to the Depression and World War 11, among other global events, in addition to the growth 

in specialized medicine and direction toward fragmented or compartmentalized care. 

Correlating with fragmentation is an individualistic and reductionistic lens through which 

conditions are addre sed. The specialty of family medicine, created in the late 1970s at 

the time when the discipline of family therapy was flourishing, recognized the need to 

return to a more comprehensive biopsychosociaJ approach. 

Limitations 

Onl refereed articles published from 1984 until 2009 which contained the term 

medical fami ly therapy were analyzed from the journals Family Process; Families, 

... \ystems, & Health; Family Practice; Journal of Family Therapy; and Journal of Marital 

and Family Therapy. The researcher looked at all the issues in each of the journals within 

the twenty-five year time period. A majority of the counts obtained were from viewing 

the Table of Contents from the hard copies of the journals; however, four years of 

Famz/ies, sy terns, & Health, and two issues from the Journal of Marital and Family 
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lherupy were missing and were obtained and viewed on-line from the Texas Woman's 

Library site. The entire contents for the medical journal Family Practice was obtained 

and viewed on-line through Louisiana Tech University Library access. 

Reviewing the materials on-line may influence results, as there may be 

differences in reading and processing materials electronically from viewing a book in 

hand. The view of the Table of Contents in f 'amilies, ::,,ystems, & Health may have 

appeared more compartmentalized in the physical books holding the journal volumes. 

One e ample of this was an article written by McDaniel (1992) which was originally 

included for qualitative review. Upon printing out the article, and obtaining a physical 

copy of the journal issue, the article was discovered to be under the commentary section, 

which was excluded from the focus of this study. 

Thi inquiry is also limited in its exc usion of nursing, social work, and other 

healthcare professions which work and contribute significantly to the health and well

being of families. The number of articles generated in this study is by no means 

exhaustive of articles containing medical family therapy in its content. The Journal of 

Family Therapy was chosen related to its European (UK) origin and systemic 

perspective, as chronic i11ness is a global concern. The researcher came across an article 

on medical fami ly therapy ( describing a case study of a mother with Chron's Disease and 

her on) in the American Journal of Family Therapy, which was not a journal included in 

this study. 

The five cholarly journals selected are well respected, widely circulated, and are 

a quality sample within the fie ld of family therapy. Families, Systems, & Health , which 
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generat d the majority of articles, had created a section for submission of articles to the 

journal ti tled Medical Family Therapy Casebook. This was done after the book Medical 

Family l11erapy was published in 1992, by McDaniel , Hepworth , and Doherty. McDaniel 

was/is a contributing editor of the journal. Mindful of the limitations, the benefits of a 

comprehen ive biop ycho ocial approach were apparent in the literature. There sti ll 

needs to be more research done regarding medical family therapy's efficacy in the 

treatment of physical illnesses, and an agreement among multiple disciphnes for a 

common language to be used for guiding research. 

Conclusions 

In a certaining what has been written about medical family therapy, this inquiry 

focus d on five scholarly journals relevant to family therapy and healthcare. A content 

analysis was done revealing that the use of the term medical family therapy is not a 

universally hared or accepted phrase, and is defined and practiced in various ways, from 

group intervention without any psychotherapist mentioned (Munshower, 2004 ), to a 

family therapy model (Kowal & Johnson, 2003), to, more accurately, a biopsychosociaJ 

sy temic framework within which any psychotherapeutic interventions can be.applied. 

The t rm biopsychosocial was prevalent throughout the literature. Even though 

Famil Pra ·lice had no article with the term medical family therapy, article~ containing 

the term biop cho ocial did appear. It was just not the focus of this inquiry to evaluate 

tho e article . [n addition to the fields of family therapy and medicine, there were other 

healthcare fie lds generating articles and contributing to a much needed expanded view of 

health and il lnes . Thi i encouraging. 
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The five themes generated from the qual itative analysis were prevalent across 

each of the categories and exhibited a mutual, intertwining, and recursive re1ationship 

with each other. A sen e of agency and communion are established by attending to power 

and cultural i sues within the healthcare system, and often the broader social , political , 

and economic y terns, in addition to the family system. To be an advocate for patients 

and fami lies requires a knowledge base and competency in family systems, culture, 

medic ine and di seases. uccessful collaboration of family therapy with medicine and 

other healthcare disciplines requires knowledge and competency, awareness of power 

structure (and perhaps intervention toward obtaining less imbalance of power) and 

culture of the clinical site. Deeper connections with patients and families is transforming 

to a system. Letting go of control to families and entering in a partnership with them 

tran forms the power tructure, and changes the culture· of the environment. The literature 

ugge t that including relational work in all levels of complex multiple systems of 

healthcare i necessary for optimal, cost effective, and quaJity care. 

Practicing from the premise that there are no biological problems without 

p y hoso ial significance and no psychosocial issues without biological effec!s, 

incorporation of a systemic and biopsychosocial approach is pragmatic. The literature 

emphasize the need to normalize and make collaborative care standard. Some of the 

benefit di cus ed included improving relationships, increasing job satisfaction, 

decreasing burnout, improving compliance to treatment, decreasing hospitalizations, 

providing continuity of care, team building, decreased use of psychotropic medications, 
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decreased utilization of healthcare/office visits/phone calls, helping healthcare providers 

with time management and proving cost effectiveness. 

Intere tingly, the e five themes relate to the current status of family therapy in 

the treatment of phy ical illness and in the medical environment: Economic and political 

trends supporti e of compartmentalized medical care, reimbursement issues, stigma 

a sociat d with mental health care and mental illness (Lareau & Nelson, 1994 ), and the 

different culture and structural differences in the fields of medicine and family therapy 

(Clark, Linvi11 , & Ro n, 2009) disciplines may be problematic. Once more, the themes 

of power and culture emerge in the broader context towards achieving a collaborative 

effort. Humans are social beings and exist in relationships. Who is more qualified than 

family th rapists to take a position as one of the primary healthcare provider resources? 

Implications 

The benefits of pursuing research in utilizing a biopsychosocial systems 

framework i upported by the literature. I believe we are at a crossroad. Collaboration 

does not mean combining two disciplines with similar lenses, like medicine and 

individual psychotherapy, but expanding the view of how illness and health m~nifests 

with in a person to a relational perspective. Family therapists, and other systemic thinkers, 

can impact the way health and illness is viewed, treated, and managed, and can steer 

practice and research towards a more effective model. 

Fami ly therapists practicing outside the primary care setting, should be mindful 

of the physical health of their clients, in addition to any medications they are taking, and 

hould stablish communication with their clients' primary care physician as necessary. 
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Thei r interventions can effect medical management and treatment. Collaboration with 

medical family th rapi sts and their expertise on families and systems provides an 

expanded lens in which to view and treat illness. 

McDaniel ( l 992) states that the economic cost of establishing a collaborative 

practice are not as influential as resisting a shift to a new paradigm and sharing power. 

Enge l ( 1977) confronts his colleagues as to whether comfort in professional identity and 

status stunts progress towards improving the human condition. There is a problem with 

accepting medical family therapists by other psychosocial providers (Grauf-Grounds & 

Seller , 2006). There is also a mistrust of physicians on the part of therapists who may · 

have an antl-medical belief ystem (Gawinski et al., 1999). 

I beli ve the differences in the culture, structure and focus of family therapy and 

medicine is what make the integration and collaboration comprehensive and effective. 

The difference in perspectives broadens the view of presenting problems or symptoms in 

context (Leahy, Galbreath, Powell, & Shinn, 1994). Physicians and medical family 

therapists can work on the same goal for the patient with different tools (Clark, Linville, 

& Rosen, 2009 ). 

Managed care, patient reluctance, unavailability of therapists in rural communities 

( on-site collaboration much more utilized), financial issues, lack of adequate feedback to 

physician by therapists, lack of understanding what an LMFT is, and the stigma attached 

to mental health care also provide obstacles to collaborative process (Clark et al. , 2009). 

Training ites for medical family therapy interns are also difficult to find. 
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Health and healing within a family context is encouraged and supported, or 

discouraged and prevented, by the larger political and socioeconomic systems in our 

comm uni tie (Rolland & Walsh, 2005). In the wake of heated healthcare refonn debates 

family th rapists, ystemic thinkers, need to play a more active political role. Integrative 

care - mental health services WITH medical treatment - should be standardized care. 

, 

Behavioral sciences are given a low priority in sciences (Weiner & Lorenz, I 994). There 

are disadvantages to change. Family therapists and systemic thinkers can provide a 

broader len to view the complex health problems and solutions in context. Family 

therapi sts have an important role in the treatment of physical i11nesses. Medical family · 

therapy provid s the framework within which to practice and to collaborate with other 

healthcare di ciplines. 

Recommendations for Future Research 

Re earch on family therapy as an intervention for the treatment of physical 

diseases is at the point where research on families and schizophrenia was thirty years ago, 

and most of the research on family interventions was not conducted by family researchers 

or ba ed on family science (Campbell , 2003 ,). 

Campbell' (2003) review of evidence of family intervention and its impact on 

physical health and illness expand on the particular areas for research in the family 

cience field which is p rtinent to the practice of medical family therapy: Observational 

research on families and health to identify family variables. and specific family processes 

which influence health and illness needs to be done. This will facilitate evidence-based 

practices in fam ily therapy. Randomized control trials with marriage and family therapy 
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need to be based upon family theories and family science. Measured outcomes can be 

brought to insurance companies and can increase recognition, credibility, and support by 

healthcare provider for family therapists in medical settings. 

Intervention studies should measure multiple outcomes within broader family 

systems including indi idual patient, family members' physical and emotional health, 

quality of dyadic. relationships within a family system, and overall healthcare costs 

(Campbell, 2003). Interventions attentive to gender and diversity is an additional area in 

healthcare in which research is lacking. Future studies should include all different types 

of families in structure, culture, and ethnicity. Most current studies are conducted with · 

White middle class families (Campbell, 2003, p. 276). Family therapy is attentive to 

these issues. 

Res arch comparing traditional medical practices and those with medical family 

therapi ts n ed to be done measuring cost effectiveness, utilization of healthcare, job 

satisfaction, rate of hospitalizations, and patient compliance. Outcome studies across a 

variety of chronic illnesses comparing medical family therapy intervention to controls 

need to be done. Studies comparing family therapy treatment to medication al?ne are also 

lacking. 

Studies w ithin an action-oriented framework can be beneficial in demonstrating 

medical· family therapy's social utility. Many chronic diseases are attributed to lifestyle, 

and family hi tones are connected to predisposition of disease. Obesity has become a 

focus for United tates' first lady, Michele Obama, as it has been associated with chronic 

diseases of diabetes, heart disease, and cancer. Family therapy should assert their position 
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as the mo t qualified resource on families AND ystemic theories, and conduct, among 

other types of research, longitudinal studies. Although fami]y therapi sts take a "one down 

position" within a co11aborative practice, the discipline of family therapy should not be 

quiet. Fami ly therapy needs to educate the public and the medical profession regarding 

our knowledge and e pertise, and we need research to support this position. Family 

therapi ts can have a significant impact in the health and well-being of patients, families, 

and comm uni tie , and their expertise in systems is sorely needed on a more global level 

in policy making. 

The age of innocence is over. We now know that human life is a seamless 

cloth spun from biological, psychological, social and cultural threads; that patients 

come with bodies, as well as minds, feelings, interaction patterns and belief 

systems, that there are no biological problems without psychosocial implications, 

and no p ychosocial problems without biological implications. 

(McDaniel, Hepworth, & Doherty, 1992, p. l) 

The di tinction between physical and mental disorders is an artificial and 

cu lturally determined one (Campbell & Patterson, 1995). Fami.ly therapists and 

physician should be equal partners in helping patients and families coping with chronic 

ii Ines . The goals and tenets of medical family therapy provide a foundation for a new 

and different way of healthcare delivery. 
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