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The term Medical Family Therapy (MedFT) was coined in the early 199034Mel,
Hepworth, & Doherty, 1992a) by a team of family therapists and a family psgisbISince
then there has been growing interest in MedFT, including the expansion afgnaiograms and
an increasing prevalence in the academic literature. While this groasbiigng, if MedFT is
going to continue to move forward and gain credibility in the healthcare sységimdtitioners,
researchers, and scholars must first establish a common lexicon, that eag greund the
MedFT'’s professional identity, regulatory oversight, and scientist-poaetitmodels. The first
article presented in this dissertation highlights the available literatuMedFT and identifies
ways to further MedFT research initiatives and possibilities. The secticld & based upon
based on responses from an expert panel of MedFTs and includes an analysis of their
perspectives on how MedFT should be defined, practiced, and taught.

The first article is a non-systemic literature review thattilises the state of MedFT as
well as reports on the similarities and differences present in itsamyfriavailable definitions.
Additionally, the article presents the theoretical foundation and skill set @ Meas found in
the applied clinical literature and foundational research. Researchers vehsthidied MedFT

interventions or incorporated MedFTs as interventionists in models of cliniesh@also



reviewed. Overall, 65 articles were reviewed and three distinct themegeehiieam the
process: 1) the inception of MedFT, 2) MedFT skills and applications, and 3) MedFT
Effectiveness and Efficacy Research. During the review of théskesyvariations in the
definition of MedFT included or excluded concepts such as: collaboration, fameyrsysir the
biopsychosocial perspective. These variations appeared to reflect the gliatisand
educational background of the practitioners, the focus and generalizability esé&agah.
Additionally, these variations will affect the future of MedFT as either Emi@tion to be
practiced by a wide variety of professions or a profession to be licenseemugatly. Upon
reviewing the literature and articulating the existing gaps, ie@r¢hat the most salient need for
future research is a cohesive definition of MedFT, quality science that deatesss
effectiveness, and educational guidelines for those desiring to be MedHRiiqrexd.
Therefore, three recommendations are made: 1) those with expertise in MagHEach a
consensus on a definition from which practice, training, and research can groe/NBAFT
intervention framework must be strengthened through research, and 3) agreenarfgarhes
reached on a MedFT curriculum with which to train future practitioners andasshol

The second article is the results of a research study conducteddesaitay of the
recommendations suggested in the literature review. A modified Delphi (Dalkey,L183tne
& Turoff, 1975) study was conducted bringing together 37 panelists with MedFTtisgger
identify the current definition of MedFT, its scope of practice, and educatiomgdetencies
believed to be essential to those who practice it. After analyzing theseveatiscovered that
several of the foundational elements of MedFT discussed in McDanie(E2@2a) still hold
true, including the importance of collaboration, the connection to marriage and faendpy as

a parent discipline, and the overarching goals of agency and communion. The biopsgtchosoc



(BPS) model (Engel 1977; 1980) also a foundational element of MedFT (McDeaigl e
1992a), remained fundamental; however, the expert panel also argued for the incltison of
spiritual dimension of health to be addressed. Panelists endorsed MedFT agypmimari
orientation, a way of thinking; leaving it open to be practiced in a wide afissttings with a
variety of conditions. However, some panelists also believed MedFT to be a dayelopin
profession. Also discovered was a general consensus for what a core MedFTucarwouild
include. MedFT students should have a strong theoretical base and clinicak skifasaly
systems theory and the BPS framework, as well as comfort and skill working miedical
settings and collaborating with medical professionals. MedFTs should Hefamith a variety
of diseases, illnesses, disorders, and disabilities, as well as have takes icoarsas such as
psychopharmacology, MedFT theory, medical culture and collaboration, ancetaanmiltl illness.
Panelists called for MedFTs to be involved in the creation of healthcare poli@isbydrovide
psychosocial support to medical professionals in an effort to help them to avoidearegi
burnout, compassion fatigue, and improve patient care. Recommendations for futuoh resea

clinical practice, and education in MedFT are offered.
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Chapter 1: Preface

The origins for this project are slightly embarrassing. Who would enroll in aciledi
Family Therapy doctoral program and then, after a year in the program, agletiti®n, “What
is Medical Family Therapy exactly?” | was drawn to Medical Fafinerapy instinctually, not
because | read the program description. | came because | valued mysneagienience in
Marriage and Family Therapy and believed that Marriage and yaimdrapists, with a systems
orientation and self-of-therapist focus, had a unique way of viewing clients aextga came
because for most of my young life | had a front row seat to the connection betwbedyhand
the mind through personal experiences. Medical Family Therapy was, fdreamext logical
step in combining my master’s education and my desire to improve patients’ andsamil
experiences through practice and research. And yet, | still strugglethovit to articulate its
value to my friends and family and colleagues.

After many discussions with my major professor, Dr. Jennifer Hodgson, wverdd
ask for clarification on the role of Medical Family Therapy, we arriveletlecision that this
guestion needed to be answered by all of those currently working in the field aidMeainily
Therapy. My desire was for the field of Medical Family Therapy to astabbme consensus in
practice, training, and research expectations, such that this sub-disofptiaeriage and family
therapy could continue to move forward. In order to do this, | felt that there needeal to be
meeting or conversation of sorts amongst those who have expertise in the field. KOV Mizr
brought the Delphi methodology to my attention and from there a study was born.

The first article is a review of the available MedFT literature. @hisle helped cement
both the similarities and the differences that currently exist in how Med#&firsed, practiced,

and taught. It was clear to me that, just like a city must be carefullyguaammd mapped, that a



discipline must also be given that same amount of attention. If growth is not doheanise
thoughtfully, it can lead to splintering, forging ahead in many different direcaind lack of any
real progress. The second article is my attempt to assist in the mapgedutiire of MedFT
and its role in the healthcare system. | believe that if MedFTs can unitecaitel & cohesive
body of literature and training, they can also create a professional identitg wdlas can be

understood and whose role may be perceived as essential in the changingreeithem.



Chapter 2:

Operationalizing Medical Family Therapy: Building a case for consensus



Abstract

Medical Family Therapy (MedFT) is a relatively young sub-spgcfalinded initially at the
intersection of Marriage and Family Therapy and Family Medicine. Tiesdeen much growth
since its inception in the 1980s but a need exists for refinement of its definition, @edpe
direction. The purpose of this literature review was to (i) illuminate thereliftes among
existing definitions of MedFT, (ii) review the history and growth of MedFT, anadport on
available research that has been specifically conducted on MedFT. Sex#ytintes that met the
inclusion criteria were reviewed and three distinct themes emerged froprdbass: 1) the
inception of MedFT, 2) MedFT skills and applications, and 3) MedFT effectivenessfeady
research. Results suggest targeting the following for future résaadcdevelopment: the
creation of a lexicon of MedFT interventions, effectiveness and efficadies, and

identification of core curriculum and competencies for training.

Key words: Medical Family Therapy, collaboration, family systems, biopsgcials



Introduction

Medical Family Therapy emerged from its parent discipline ofiagerand family
therapy (MFT) in the 1980s when the role of family therapists extended intealtaécare
system through research, teaching, and clinical practice. McDaniel,atpand Doherty
(1992a) coined the term, medical family therapy (MedFT) to refer to theqera€ therapists
working with patients and their families who are coping with illness and who fallow
biopsychosocial systems perspective and a collaborative model of candle| Hertlein, and
Prouty Lyness (2007) wrote a review of the literature illustrating Meattd family
interventions as the primary mode of psychotherapy and with a MedFT as part of an
interdisciplinary team. Linville et al. asserted that their review puteduae value of
collaboration and served as a first step toward demonstrating MedFTveffests. However,
they challenged MedFTs to come to consensus regarding the definition of MedR& f
purposes of launching MedFT effectiveness research from a unified platform. Madfie
potential to play a significant role in changing America’s ailing healte system; however,
more research must be conducted to substantiate its efficacy, effectj\eamesinique
contributions.

Several other mental health disciplines also provide needed mental healtbsservic
medical settings; however, the intensive training that MedFTs receive yirapgystems theory
to their work with individuals, couple, families, and healthcare providers/systzossgrimary,
secondary, and tertiary care settings offers something important and uniquke(ket al., 2007;
McDaniel et al., 1992a). While the intention of this review is not to create adhgr@among

mental health providers based on who is most qualified to work in a medical seting, it i



designed to elucidate the unique strengths of MedFTs for the purpose of definireganioig
this rapidly emerging sub-specialty.
Theoretical Conceptualization of MedFT

George Engel, through his groundbreaking biopsychosocial (BPS) model (1977),
challenged all healthcare providers to think about healthcare from a holispegive. In the
beginning, mental health providers were leery of involving themselves with lieaiist
biological issues. Conversely, most biomedically-oriented physicians Wesineither their role
to be involved with their patients’ mental health nor within their expertise to raangeaburn
et al., 1993). However, with comprehensive training in systems theory the merital heal
discipline of marriage and family therapy (MFT) was well suited to begmitige the mind-
body divide.

In the early 1990s, McDaniel et al. (1992a) labeled family therapists whalspsetin
integrating a BPS and systems perspective as, “medical familpistsrtaMedFT is a fast
growing sub-specialty within its parent field of MFT; however, its debnieand scope of
practice varies in the literature. For example, the element of collatioratone term that varies
across definitions of MedFT even in some of the earliest publications (Dohebagriél,
Hepworth, 1994; McDaniel et al., 1992a). It was initially included as part of thealrig
definition (McDaniel et al.), but the same set of authors later seemed toollalaocation more
as an essential strategy rather than a core part of its definition. Guareimg programs have
also differed on the inclusion of spirituality as part of the BPS approach|lass\iee direct
mention of the family therapy parent discipline and systems theory (EBadingaJniversity,
2009; Mercer University School of Medicine, 2008; Seattle Pacific Uniye2tL0). One of the

most recent attempts to define MedFT was put forth by Linville et al. (2007).d&fiexed it as



an approach to healthcare from a BPS perspective, informed by systems theorpgspenosis
a variety of clinical settings where, “The patient’s interpersonatiogiships are believed to play
a key role, and collaboration exists between the family therapist and othtechesl
practitioners” (p. 86). However, Linville et al. noted that this was their ownitefi
constructed by reviewing those in the literature and was not validated throagtches

Among MedFTs, recognizing the biological, psychological, and social dimertgions
mental health appears to be central to their research, teaching, and ptastiae. In 1994,
Doherty et al. challenged therapists to step back and consider if their focuspsgdhesocial
was just as myopic as those who adhered strictly to the biomedical paradigm. Auy tmadi
focus on the BPS, they emphasized that concern for and understanding of psychosocial
influences is critical in healthcare provision, “There are no psychosocial psohlighout
biological features, and there are no biomedical problems without psychosaciedseép. 34).
MedFTs not only focus on the BPS model, as well as the spiritual dimensions to health
(Anderson, Huff, & Hodgson, 2008; Hodgson, Lamson, & Reese, 2007; Phelps et al., 2009), but
have uniquely combined it with general systems theory (GST) (Von Bertgla@8§) and
circular causality (Bateson, 1979). They believe that the system undanakamdoes not exist
solely within the patient, but also in the circular collaborative intemagtbetween the patient
and the healthcare system, the patient and his/her family, and between and amealjhtaré
providers themselves (Brucker et al., 2005) which all may be influenced by natodics|
published research, or best practice guidelines.

MedFT is grounded in the research, theory, and application of collaborative mmbdels
care (McDaniel et al., 1992a; Ruddy & McDaniel, 2003) that involve providers, patients

families, and other members of influential larger systems. Rooted in thigimsys



conceptualization of collaborative care are two overarching goals: aged@ommunion
(McDaniel et al., 1992a; Seaburn, Lorenz, Gunn, Gawinski, & Mauksch, 1996). Agency is a
concept originated by Bakan (1969) that, when applied in a healthcare settirggtaefe
patient’s personal choices in dealing with illness and the healthcare gik&t&aniel et al.).
Communion is defined as a uniting of people including both familial and community support that
can surround a patient during his/her iliness (McDaniel et al.). In the prattMedFT both of
these concepts help the clinician empower patients to take an active role indheg pecess.
These primary concepts ignited the practice of MedFT and since then thargdras
blossomed, revealing opportunities for growth and development in training, researcimiaat
application.
Medical Family Therapy Training

MedFT training opportunities in the United States, such as those occurring atstiee' sn
and doctoral-levels (Brucker et al., 2005; Grauf-Grounds & Sellers, 2006) ran courttersart
growing recognition nationally and internationally. At the time of thisewythere are eight
professional MedFT preparation programs in the United States including twoalloleigrees,
one master’s degree with an emphasis in MedFT, and six programs that ¢ffieatzs. East
Carolina University launched the first MedFT doctoral program in fall 2005 (20QB) with
University of Nebraska-Lincoln (UNL, 2010) initiating their doctoral program in 2086. T
University of San Diego offers a master’s degree in MFT with an opteanphasis in MedFT
(n.d.). Four institutions of higher education offer certificates of study iFVleSeattle Pacific
University (SPU, 2010), Mercer University (2008), the University of Nebraskeeln, and
Drexel University Online (2010). Two educational institutions also offer dicaté in MedFT

but have named it differently. Nova Southeastern University’s (NSU) catéfis titled “Family



Systems Health Care” (NSU, 2009), and The Chicago Center for Family Heslttificate is
named, “Families, lliness, & Collaborative Healthcare” (Rolland &3aP005). These six
certificate programs have shared the foundational underpinnings of workintamilies
dealing with illness from a systems perspective; however each alsorhaslam characteristics
that make it unique.
MedFT Institutes

By definition, institutes are brief, intensive training programs offer@dspecific field of
study. Two training programs currently offer MedFT institutes. The Uniyes§Rochester
Medical Center (URMC) has offered a MedFT summer intensive institufie’ foonsecutive
years (URMC, 2010). Through this institute mental health professionals recewmegtia
mental health and healthcare collaboration, systems consultation, and exafrofipssiider
issues and their potential to impact patient care. In addition, the Chicago foeRamily
Health (CCFH) has offered a five-day summer institute (Rolland & Walsh, 2005edon
training professionals and healthcare providers in how to effectively assifiet coping with
chronic iliness, loss, and other health related problems.
MedFT Internships and Fellowships

At the time of this review, internships were an essential part of preparatiofTirait
MedFT at the master’'s and doctoral educational leltalsby immersion in the culture that
students learn how the biomedical context is different than a traditional mentaldueaext,
how to interact and effectively collaborate with other healthcare profekssiand how to speak
the language of collaboration (Brucker et al., 2005; Grauf-Grounds & Sellers, 2886rn et
al., 1996) While the availability of internship sites varies, a few of the doctoral-ieternship

sites have been at the University of Rochester (Seaburn et al.), the Uynioekebraska, and



within the Departments of Family Medicine at the University of Conngctiéepworth,

Gavazzi, Adlin, & Miller, 1988) Dartmouth Family Practice Residency at Concord Hospital in
New Hampshire (Bill Gunn, personal communication, January 24, 2010), Duke University
Cancer Support Program (Tracy Berger, personal communication, January 26, 201&nesd J
D. Bernstein Community Health Medical Center (Jennifer Hodgson & Angeladmmpersonal
communication, March 4, 2010). Other internship and training sites include thosetlat Seat
Pacific University, which has tailored internships toward students’ ste(&rauf-Grounds &
Sellers), the University of San Diego (n.d.), and the Chicago Center folyFd@ailth (CCFH,
2003) affiliated with the University of Chicago.

Along with the development of specialized training programs and field plateme
opportunities was recognition of the unique supervisory needs for MedFT traineesgnorki
healthcare settings (Edwards & Patterson, 2006). Edwards and Pattersaceeféoar main
elements to consider when supervising a MedFT: understanding medical culturstamntliieg
the trainees fit into the system, investigating the patients’ biologicdsnaad paying special
attention to the self-of-therapist in a medical setting. While MedFTs hesreibterning in
healthcare settings for over 10 years (Gawinski, Edwards, & Speice, 19855s & supervisors
who are trained in MedFT and who have experience working in medical settindgeriayted.
Only with respect for diverse healthcare providers, a variety of healiploies, and awareness
of cultural and ethical differences can a MedFT successfully astnmta a medical setting
(Patterson, Peek, Heinrich, Bischoff, & Scherger, 2002) and these can all besizegbbi@ough

MedFT supervision.
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Cultural and Paradigmatic Differences

In order for MedFTs to interact in a medical environment, they are typicaihed to
appreciate differences between medical and mental health professiohalsratital foci,
confidentiality, language, schedule availability, and such logistipsaasice space (Edwards &
Patterson, 2006; Patterson et al., 2002). At the foundation of understanding differenees betw
medical and mental health is demonstrating respect for both the patient and tihetoomsrof
mental health and biomedical providers (Seaburn et al., 1996). For example, a MekiR§ wor
from the family systems paradigm may understand that there are multijgesfplaying a role
in the patient’s life. In contrast, providers working from a biomedical paragigmarily tend to
focus more linearly on the source of health problems from their own expert perspeliftitie
& Bernard, 2000; McDaniel, Campbell, & Seaburn, 1995; McDaniel et al., 1992a; Seaburn et al.,
1993). However, the biomedical paradigm, even though critiqued as myopic, playsrarakess
role in healthcare (Patterson et al., 2002) for example if someone is alkutehexample, she
is not always manifesting stress through her physical being. Sometimesthreat is just a sore
throat in need of an antibiotic.

Differences also exist in the resources that inform mental health prs\vater
physicians’ conceptualization of a patient’s case. Physicians aimyldogeéat patients based
on research studies and evidence-based best practice guidelines (Insktetkooie, 2001);
however, this kind of information is often not available for the wide range and combination of
mental health issues (Patterson et al., 2002). The available evidence-besteddite support of
MedFT interventions, screening tools, and models of collaboration is only in its begteges

(Linville et al., 2007).
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In the medical setting physicians have an ethical responsibility tathesapatients and
do whatever is necessary to ensure optimal health, including open collaboratiat imithouse
providers and staff and other specialists (Blount, 1998; McDaniel et al., 1992a; Sealyrn et
1996). The Health Insurance Portability and Accountability Act (HIPAA) of 198&ted a
unifying policy around patient health information for a variety of healthcare prsdaited
States Department of Health and Human Services [USDHHS], n.d.) such that p&tienation
was confidential and only accessed when necessary for treatment. loratidHIPAA mental
health providers must follow ethical standards related to confidentialioneasf the
profession’s core values, which is especially crucial to patients due togima stitached to
mental health services (Patterson et al., 2002). MedFTs are trained to integratelves into
the medical setting and work collaboratively to ensure that legitimate iafimm relevant to the
treatment plan, is exchanged in an ethical manner between providers hathsetting (Edwards
& Patterson, 2006: Grauf-Grounds & Sellers, 2006).

Because respect and understanding are essential to a productive colalescitange,
MedFTs must also understand important differences in the traditional langudge treetwo
cultures (Edwards & Patterson, 2006; Seaburn et al., 1996; Seaburn et al., 1993). Most MedFTs
are trained to become familiar with and use the language and abbreviations ofenedici
(Bischoff, Lieser, Taratua, & Fox, 2003; McDaniel et al., 1992a; Patterson 20@2; Seaburn,
Lorenz et al.) when constructing case notes and verbally discussing shagats phtiaddition,
in order to enhance communication and collaboration, MedFTs are typicallydttaibaefly
and clearly summarize a patient’s situation, without using complex psychothenguage

(Bischoff et al.).
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Differences between medical and mental health providers’ clinical fi@ceiocludes
length of appointment time (Alfuth & Bernard, 2000; McDaniel, Campbell, & Seaburn, 1990;
Seaburn et al., 1996), as well as allowance of interruptions (Edwards & Gatz086).
MedFTS are trained to work in 5-15 minute segments, as well as traditional 50 minute
appointments. Physicians’ work pace is both short and quick and, because theyygameaall
the top of the medical hierarchy, those working with them often are requireddo their pace
(McDaniel et al., 1992a). When working with providers most MedFTs anticipate apidtada
these time change differences and interruptions, and are skilled in the applicéti@h thierapy
and evidence based models (e.g., CBT, Solution-Focused therapy) so they can aptiferm t
demands of that setting (Patterson et al., 2002).

Relationship building, networking, and continued collaboration with the healthcare team
are critical to the successful integration of MedFTs in a medical s€hiwtterty et al., 1994,
McDaniel et al., 1992a). Just as in therapy, the MedFT’s strongest assat coltaborative
work is their ability to build relationships (Bischoff et al., 2003; Grauf-Groun&elers, 2006;
Seaburn et al., 1996). To do this, MedFTs must first observe and understand their role in the
system. By respecting the hierarchical structure of the medicaxtomest MedFTs are skilled
at determining the expected level of their involvement (Bischoff et alerBatt et al., 2002).
They are trained to strike a balance between taking a “one-down” position Wwagraay play
the role of learner versus teacher while also being able to convey theiagalummbers of the
healthcare team (Bischoff et al.; Campbell & Patterson, 1995). For examplengriow and
when to ask the providers the critical opening question, “How can | help you?” (S&burn

Lorenz et al.) is a basic skill. Joint meetings between the therapist, providgratzent can also
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be beneficial to the therapist-provider relationship as well as incrgasingler and patient buy-
in to the integration of therapy (McDaniel et al., 2001) into the treatment plan.

Once a MedFT is established as a member of a healthcare team, compruslahsi are
critical in managing referrals and maintain collaborative relationshisthe patient, family
members, and other providers. To accomplish this, MedFTs apply a variety of contimaanica
modalities through use of the systems consultation model (Wynne, McDaniel, & \/888&).
This model involves identifying the person making the referral as well as hes particular
goals and desired outcome for the consultation. The MedFT is then able to naviggteehein
a way that is helpful to both the patient and the referring physician. Rlagtimethe referral
process seeming like a dead-end street to the provider, this model faalitatesn level of
communication among the team members. MedFTs also take advantage of comnguiziceati
to-face with providers, often in the form of hallway consultations with very bo@efersations
highlighting the most salient aspects of the case (Seaburn et al., 1996)JHT $4a&re not co-
located with the provider, he or she may need to be persistent. Email and telephone
conversations are critically important to maintaining collaborativeioakships (McDaniel et al.,
1992a). Communication and collaboration appear to be two of the most important skills of
MedFTs, for it is through these mechanisms that provider and practitioner issigtreased
and MedFT interventions are delivered (Anderson et al., 2008).

MedFT Interventions

MedFT interventions can include psychoeducation, a combination of psychoeducation
and family relational work, as well as direct therapeutic work with thdyg@ampbell, 2003;
Linville et al., 2007; Patterson et al., 2002). In the seminal Kadlical Family Therapy

McDaniel et al. (1992a) laid some groundwork with the creation of seven techniques of MedFT
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aimed at the overarching goals of agency and communion: (a) ascertafomggition about the
patient’s and/or family’s biomedical concerns, (b) soliciting the illnesy,5(c) respecting
defenses, removing blame and accepting unacceptable feelings, (d) nragreéective
communication, (e) acknowledging developmental stages, (f) increasiegtjsaand family’s
sense of agency, and (g) providing a soft termination to ensure the patient’st saithfor
returning to therapy if necessary. While effectiveness and effitadies are needed in these
seven MedFT-specific interventions, they have been illustrated in non-eamhpase studies
involving a woman with end-stage Crohn’s disease and her son (McDaniel et al., 2001), a
woman with breast cancer and her spouse (Burwell et al., 2008), as well as part of f@mode
working with polytrauma rehabilitation (Collins & Kennedy, 2008).

One of the most recent texts designed to provide mental health providers with tools for
success is a handbook of interventions for therapists working in medical settings drents
with healthcare issues (Linville et al., 2007). Contributors to this text offéristerventions as
the biopsychosocial-spiritual (BPS-S) interview (Hodgson et al., 2007), connfzstiigs with
their natural support systems (Grauf-Grounds, 2007), managing anger (Wamdike|.2007),
improving communication and self-awareness (Pflaffy, 2007), as well offesisglf care
therapist strategies (Lamson & Meadors, 2007). While the interventiced ilisthe text are
generally written for all mental health disciplines, the focus séamsly to be on interventions
relevant in a medical context with a couple or family, a service MedFT&ideel en delivering.
Unfortunately, empirically supported interventions that illustrate the fajeaf MedFT skills
are insufficient in number.

In the past decade, researchers have begun to determine how to methodologicadly capt

the complex financial benefits of MedFT services. For example, Law and @@0® found
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that patients as well as members of their families experienced a droputridagion of medical
services when marital therapy was included in their treatment (L&ne&e). Law, Crane, and
Berge (2003) found this drop particularly noticeasble among patients labeled aslizgts uti
who typically presented with chronic pain or somatization disorders. Resedrakieralso
demonstrated a decline in healthcare services, when family therappl®syed) for youth
diagnosed as having conduct-disorder when (Crane, Hillin, & Jakubowski, 2005). Wini&sCra
work is key to demonstrating the value of mental healthcare, as well as thefwalurking with
the family as a whole, it did not evaluate the specific elements of cgrerieerventions, theory,
collaborative models) provided by therapists and the type of training eaieckspecific to
working in collaboration with a healthcare system. The data were garnaredifyrfrom
insurance company and HMO databases, and thus do not provide detailed information about the
guality and type of interventions utilized.

As MedFTs move into an increasing range of professional placements, ntitarsevill
need to be empirically studied and refined to highlight the unique contributions of MedFTs and
to determine if they fit the needs of patients, providers, and the medical syssegea
However, without consensus on a definition of MedFT, there is a propensity to losgitador
and scientific focus, purpose, and understanding of who is trained to do this work.

Aims of Literature Review

This paper aims to (i) illuminate the differences among existing definitiokiedFT (ii)
review the history and growth of MedFT and (iii) report on available reseaichahdeen done
specifically on MedFT. The results will be used to target areas within MimtRuture research

and development.
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Literature Review Method

The scope of MedFT extends broadly across a variety of specialties and health
conditions, thus necessitating a search for MedFT articles or reviewsheahbispeer-reviewed
professional publications was needed. In seeking to determine the extesd 6T Nbcused
publications in the literature, a search was conducted using several datAbadesiic Search
Premier, ProQuest, Psychological and Behavioral Sciences, PubMed, PsyclofotiBles and
EBSCO. The search included the following parameters: 1) English langudbgezys 3) the
full phrase “Medical Family Therapy” in the abstract or title. Additignal manual search of
the journal ofFamily Systems Medicine (later renamed Families, Systems, and Headth)
conducted to identify earlier works referencing MedFT in a section of the jountitéd e
Medical Family Therapy Casebook.total of 65 articles, empirical and non-empirical, fit the
search criteria. The annual numbers of publications from 1992 to 2009 are iltustratgure 1
(Appendix A). Based on the main subject of the article the resulting litenatisreategorized
into the following three themes: 1) The Inception of MedFT 2) MedFT Skills andcapphs,
and 3) MedFT efficacy and effectiveness research.
The Inception of MedFT

While clinicians were already practicing MedFT in the late 1980s (R&ddgDaniel,
2003), it was not until the early 1990s that the practice was introduced into riue tee
(Doherty et al., 1994). McDaniel et al's primer teMedical Family Therapyas published in
1992 with written reviews that followed one year later in the journa#glofescence
(Anonymous, 1993), as well &amilies, Systems, Medicif@hapiro, 1993). It should be noted
that three articles were published contesting the emergence and coiningeofritivdedFT (Bell,

Wright, & Watson, 1992; Czauderna & Tomson, 1994, Lask, 1994). Bell et al. asserted that the
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word medical was limiting focus to the biological. Czauderna and Tomson andrjaskl ghat
the concept of MedFT was not new and had been implemented in the United Kingdom prior to
McDaniel et al.’s coining the phrase MedFT. Since these early days of MedFT saaridor
researchers have applied MedFT constructs in a variety of settingstaradwariety of illnesses
and disabilities.
MedFT Skills and Applications

A discussion of the clinical application of MedFT with infertility issueswne of the
earliest publications in the field (McDaniel et al., 1992b). In this paper, KeDet al. defined
MedFT as an approach to psychotherapy with elements such as the BPSigerspec
collaboration, and family systems, as practiced by family therapitaviocus and awareness
on a medical condition. The authors then presented clinical case examples deimgnsiiaus
MedFT strategies they found helpful with couples facing infertility. Anotloéiet for MedFT
work was in a section of the journ&amilies Systems Medicinefamed later dSamilies,
Systems and Health)his section was entitleedical Family Therapy Caseboakd was
intended to be a forum for clinicians to present a clinical case alongsitenaentary by a third
party (Cohen, 1995, Gellerstedt & Mauksch, 1993; Knishkowy, 1998; Leahy, Galbreath, Powell,
& Shinn, 1994; Ruddy, Farley, Nymberg, & Hayden, 1994; Weiner & Lorenz, 1994; Weiss &
Hepworth, 1993). While the case studies often illustrated MedFT concepts suclalagratn
(Cohen; Ruddy et al.), and the BPS perspective (Cohen), the authors did not offettiardefi
MedFT. Additionally, in several articles it was not clear if the climaeceived any training in
MedFT (Cohen; Gellerstedt & Mauksch; Knishkowy; Ruddy et al.). However, therengas
exception as Weiner and Lorenz outlined in great detail Weiner's self-tileghiT skills by

immersion and observation of the medical culture. The MedFT casebook provided an initial
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attempt to provide a formal forum for discussing the integration of any mentdl beatice in a
medical setting, rather than aiming to specifically advance and refipeatice of MedFT
itself.

Authors have applied the concepts of MedFT to various patient populations (Burns, 1999;
McDaniel, 1994; McDaniel, Hepworth, & Doherty, 1995). Genetics and infertBityns) and
reproductive technologies (McDaniel) were areas in which authors deesdfelMvell suited.

In a non-research based article pairing MedFT with patients coping witimsiamily
reproductive technologies (i.e. — known donors of egg or sperm), McDaniel defined MedFT
according to the original definition, with a focus on the BPS perspective, agsaaalency and
communion, and referred to psychologists as the potential interventionists. Iniad afpical
paper, Burns called for MedFT to be used as a guide in genetics counseling idititlyinfe
Though the Burns definition of MedFT also referenced McDaniel et al.’s defirfit992a),

there were differences such as the lack of inclusion of collaboration, agesoymunion. In
1995, McDaniel et al. proposed a framework for applying MedFT to patients thought to be
somatizing; however, the proposal was not research based.

Soon thereafter, authors published clinical case examples outsideMédRr@ Casebook
(Streicher, 1995), with one author identifying interventions (i.e., genoghanhMedFTs used in
their clinical work (Ragaisis, 1996). Interestingly, in that journal a&tiRlagaisis also made the
case for psychiatric consultation-liaison nurses to be MedFTs and defefellMis a
combination of elements such as systems theory, systemic belief thezisythaory,
communication theory, developmental theory, structural-strategic thearyh@mvork of Milton
Erickson. Absent from Ragaisis’s definition was reference to collaboratitve &RS model.

During the mid 1990’s revealing MedFT'’s skills and applications, Campbell andsBatter
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(1995) published an expansive literature review on family-based interventiopsitpattedly
served as the foundation for MedFT. They defined MedFT based on the McDani¢1892h)
text, and called for all family therapists to receive training in MedFWedlsas complete
academic courses found in traditional medical curriculum such as psychopblagyaéuthors
turned their attention toward how to implement MedFT programs and develop crosgtraini
experiences with medical professionals (Harkness & Nofziger, 1998; Yeaerlé&99).
McDaniel, Hepworth, and Doherty (1999) published an article outlining the shared thfemes o
iliness, regardless of the particular diagnosis, that may arise durigigTMeich as guilt vs.
forgiveness or isolation vs. connection.

In the early 2000s, authors expanded upon the theoretical perspectives and practice of
MedFT, referencing stories of clinical success (McDaniel et al., 20050wWjdHutton, & Kass,
2002). McDaniel et al. (2001) presented a clinical case study about their vordnalder adult
diagnosed with Crohn’s disease and her son. A leading example of integrateldesaneyrked
from a definition of MedFT that referenced the BPS perspective with faneitgpy and
recognized the affect of the physical on the emotional while working toward dleajagency
and communion-eminist Perspectives in Medical Family Therayys published jointly as a
book and as a volume in tdeurnal of Feminist Family Therapin this publication, several
articles used the term “Medical Family Therapy” in the title or abs{iBischof et al., 2003;
Dankoski, 2003; Dankoski, Pais, Zoppi, & Kramer, 2003; Edwards & Patterson, 2003; Hertlein,
2003; Pratt, 2003; Prouty Lyness, 2003; Smith-Lamson & Hodgson, 2003). Only one of these
articles (Bischof et al.) was research related and will be discusdeel next thematic section.
Several of the articles offered ideas on training for MedFTs (Edwardgt&rfon; Smith-

Lamson & Hodgson) and using training techniques, rooted in family therapyasuive
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supervision with family practice residents (Dankoski et al.), but none of thepdesented were
research based. One article was a clinical case study used to preserauimg wogether of
feminist family therapy with MedFT with special focus paid to the conadEgency and
communion (Hertlein). Interviews were also conducted with MedFT leadera Slef2aniel
(Pratt) and Shobha Pais (Dankoski) regarding their career paths and currestsrae related to
feminism. To round out this edition of the journal, a preface written by the editor, Ryméygs,
challenged MedFTs to remember that individuals’ health must be consideredthvitisocial
context. In this special issue, several authors defined MedFT straight frdvicBraniel et al.
(1992a) textbook (Bischoff et al; Hertlein; Smith-Lamson & Hodgson), anckvidaivards and
Patterson did not define it or reference an existing definition, the connectioeebetedFT

and family therapy was specifically noted. This compilation of journallestsignified an
increasing interest in MedFT. Since its publication, there have been four boaksréBigrge,
2005; Degges-White, 2005; Oberman, 2006; Rosenberg, 20 noimist Perspectives in
Medical Family TherapySimilar to the interviews conducted in this journal and book an
interview was also conducted with Bill Doherty, a leader in MedFT, raggtds career path,
including his collaboration with Susan McDaniel and Jeri Hepworth regarding M&gddFT,
however, was not the focus of the interview (Jencius, 2004).

As the 2000 decade progressed, programs, healthcare interventions, and clinical
recommendations related to MedFT were published for diseases such as @iRdigteson,
Barnacle, Pretorius, & Paulman, 2004), fiboromyalgia (Preece & Sandberg, 200&loferm
and chronic fatigue syndrome (Szyndler, Towns, Hoffman, & Bennett, 2003), and cancer
(Burwell, Brucker, & Shields, 2006; Dankoski & Pais, 2007). While these authors indicated

MedFT in the treatment of patients with these diagnoses and their familigswo articles
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were research based and the research was not related to MedFT, but toidinsgddietween
family dynamics, resiliency, and fibromyalgia (Preece & Sangdkaard patient symptomalogy,
diagnosis, immediate family, and type and duration of intervention (Szyndley. &Vhlle not a
research study, Robinson et al. illustrated the importance of including MedFTs en mult
disciplinary and collaborative treatment teams for patients diagnosedialtetes. They created
a model at the University of Nebraska Medical Center to address comorbidetinatis
diabetes, such as depression. They stated that the MedFT’s systemiewntgakills
expanded the illness definition beyond its usual biomedical terms. The MedFT who was
consistently available for consultation was reportedly a key component to as$ulcckescal
outcome (as per the medical student’s report). The unique element was that thegpveside
students in either MedFT or medical school and were being cross-trained toolabkmatively
with one chronic illness. While it is known that the interventionists were styddmis is not
known is the MedFT training (master’s or doctoral), courses, or experiencésethat
interventionists had prior to participating in this study. It would be difficult pbaate this
model without knowledge of the level of training of the MedFT so as to ensure thiy fadel
how MedFT was applied. Additionally, the goal of this article was not to highlighMl&a#-T's
skills, but rather to focus on the benefits of cross training students on an interdhsgipgiam.
Interestingly, definitions of MedFT are not provided in either the Preet&amndberg (2005) or
Robinson et al's (2004) article.

Lastly, in theoretical articles, Burwell et al. (2008) and Dankoski and Pais (280 c
for MedFT to be promoted for use in oncology settings. The focus of Burwell et alydrowe
was more on using attachment theory in cancer patients’ treatment, thmplementing

MedFT techniques or interventions. Dankoski and Pais encouraged all marriage #nd fami
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therapists (MFT) to employ key MedFT techniques such as genograms, aeddbesed
establishing a collaborative relationship with the patient’s provider, aduyebe biological
needs of the patient, and called for more MFTs to specialize in medicaé @gpfamily
therapy. In their description of the definition of MedFT both Burwell et al. and Dan&odki
Pais seemed to adhere closely to the original McDaniel et al. (1992a) desarigledFT.

Published articles in the Medical Family Therapy casebook sectieenafies, Systems,
and Healthcontinued (Candib & Stovall, 2002; Clabby & Howarth, 2007; Munshower, 2004;
Navon, 2005, Schirmer & Le, 2002; Thomasgard, Boreman, & Metz, 2004), several of which
were written by physicians (Munshower; Thomasgard et al.). Though includedhtedter
Casebook section of the journal, none of the articles defined MedFT, described tienidinic
training in MedFT, or indicated employment of MedFT principles, skills, or egpdns. It
appeared that the MedFT Casebook became less associated with the édnfaVMeslFT and
more inclusive of cases where there was an interest in both the mental and plegdilcaf the
patients or collaboration among treatment providers.

MedFT gained international recognition as well (Kojima, 2006; PeteBanith, 2006;
Wirtberg, 2005). Authors discussed the evolution of family therapy and the aioplioathe
BPS model by MedFTs (Kojima; Pereira & Smith; Wirtberg). While autheferenced to the
McDaniel et al. (1992a) definition, some differences or variations in the dafilbiécame
apparent. For example, Kojima mentioned that MedFT was conducted via corthedap
referred to the co-therapists as physician and a therapist in one room wémilye While
Wirtberg focused on the BPS aspect of MedFT, the author made no referéme@nportance
of collaboration in their definition, which was in direct contrast to the definitiorepted by

Pereira and Smith which did emphasize collaboration. Again, these aitiolised on the
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history, development, and application of MedFT, with a notable absence of efiestve
research.

Towards the end of the decade in 2008 alone, eight articles referencing MedT
published (Anderson, Huff, & Hodgson, 2008; Burwell, Templeton, Kennedy, Zak-Hunter,
2008; Collins & Kennedy, 2008; Davey, Duncan, Foster, & Milton, 2008; Heru & Berman,
2008; Rosenberg, Brown, & Gawinski, 2008; Willerton, Dankoski, & Martir, 2008), only two of
which were research based (Anderson et al.; Harrington, Kimball, & Bean, 20@lihical
case study of a pediatric patient with HIV/AIDS, the term MedFT wad osky in the abstract
of the article. Throughout the remainder of the text, the authors referriid¢ans as family
therapists, not MedFTs (Davey et al.). Along with the absence of a definitMad®T in this
article, the authors did not address the clinician’s level of training orierperin MedFT.
Though a focus on collaboration between the mental health provider and the physisiaals e
designating the interventionists as family therapists, rather than Meals®sendered it unclear
if the authors believed the only difference between MedFTs and MFTs was the act of
collaborating with physicians or working with someone who has a medical diagimoai
clinical case study of an infant struggling with a failure-to-thrivguitsis, Rosenberg et al.
referred to concepts such as collaboration and agency, as defined by M&Dahi€l992a), but
did not operationalize MedFT specifically. Lastly, in a clinical caseystublving the
application of MedFT with polytrauma rehabilitation, MedFT was defined asdimg) a BPS
and family systems perspective (Collins & Kennedy). The concepts ofyagedcommunion
were referenced as important therapeutic goals, but the authors did not empieasiement of
collaboration. Though their training in MedFT was unclear, the authoremetefour of the

seven MedFT techniques first composed by McDaniel et al. as helpful in workindneiith t
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population. While these case studies were written to demonstrate the clinidasluéridedFT,
effectiveness research was needed to further substantiate these claims.

Authors have continued to claim that MedFT is a good fit for various healthcare and
mental healthcare models (Burwell et al., 2008; Phelps et al., 2009; Willerton et al.,EA008)
other more recent authors, the definition of MedFT has been consistent with thisodebint
forth by McDaniel et al. (1992a), including the key elements of the BPS pevapecti
collaboration, and family systems. Willerton et al. contended, however thagltheffthe
practitioner did not matter as much as their skills in systemic orientatibtinisuking. Burwell et
al. paired MedFT with Feminist Theory to create a Feminist-InformedddeBamily Therapy
(FIMedFT) model for working with breast cancer patients. The authors proposé&dMiealFTs
encourage an examination of the roles of gender and power within the healthcane syste
including those found within patients and their families. The authors illustratecenimadues,
building on McDaniel’s work that were to be conducted when working with patientsranck$a
from this perspective. The two additional techniques included addressing gender and pow
issues and facilitating communication between the healthcare systehedacdtly. While these
techniques are clinically helpful both effectiveness and efficacy stedagating the added
benefit FIMedFT brings to MedFT would be helpful.

Also critical to the development of the sub-discipline of MedFT were the remogaf
cultural differences and the adaptation of MedFT to meet the needs of diffetardlagroups.
Willerton et al.(2008) made the case for MedFTs to assist the Latino populatotheirtmental
health needs. They stated that, for reasons such as the cultural importandarofiyh&ledFTs
would be well suited to help serve the Latino population. While important to the soat just

issues surrounding healthcare, this clinical argument has not been suppo&seiigtr.
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However, Phelps et al. (2009) presented a collaborative care model for worting wi
underserved African American and Hispanic patients with type Il disbeté they utilized a
MedFT as a member of the healthcare team. While the focus of the Med§Sitsmisevas
articulated clearly, for example areas such as stress relief anidmaheating, the emphasis was
more on the collaborative care model and the BPS-S model. While spiritualinotvagprimary
focus of the MedFT'’s role in the model, the researchers used a quantitatiumerd regarding
spirituality to monitor depressive symptoms.
MedFT Effectiveness and Efficacy Research

While the above publications have been written to help demonstrate the unique skills and
wide applications of MedFT, only a few researchers have attempted to stgffetteeness of
MedFT in healthcare settings; no known studies have measured its efficaeyafédeurrently
no known randomized control trials, for example, comparing the effectiveness ol Metth-
that of other disciplines, interventions, or treatment-as-usual conditiofeyrs§2000)
conducted a six month pilot project with the placement of a MedFT within the healtbaar in
an outpatient medical oncology unit. Quantitative surveys and qualitative ewsrievealed
that healthcare providers, patients, and their partners benefitted from thenaofdiMedFT
services. Providers stated that the psychosocial support of their patiestseliatto them, and
enabled them to do other medically necessary tasks. Patients and loved ones depogiased
emotional suffering and increased ability to access resources and feel layoefuthe future.
While this study was beneficial in demonstrating the value of adding a Ms&tiite in general
and outlining needs of the oncology clinic that might match the skills of the Med#dl ,nbt
specify the contributions of the MedFT. The researcher did not compare thgsirstings to

that of other mental health providers in a similar setting or report the lsepefteived by
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providers and patients. The researcher did not address the type of training tAes Mexived
prior to joining the team. Sellers also did not define MedFT, thus leaving the teadake
assumptions about the nature and intent of their work. It would also be difficult to tesftisa
pilot study without knowing how the researcher operationalized MedFT, vilredt@ provide
MedFT, and intervened in an oncology setting.

Using MedFT as the guiding framework Wissow et al. (2002) conducted a qualitat
study involving parents and guardians of pediatric HIV/AIDS patients. Thayimeted 10
families in an effort to create a values-history profile that would ses\a&tool for future
advance-directive conversations. The authors defined MedFT as the intersectiorabme
medical health with an emphasis on agency and communion. They did not reference
collaboration, the BPS-S perspective, or maintaining a family systersggetive. Also unclear
in this study was how or if the clinicians were trained in MedFT. It appleatrshe authors were
medically trained physicians who viewed MedFT as a treatment modaliki¢l_Breunlin, &
Schwartz, 1998) applied as an interventional method by those not associated with the sub
discipline of MedFT or family therapy in general.

Bischoff et al. (2003) conducted a qualitative study of MedFTs’ experienc&sgyan a
primary and secondary care medical setting. While the researchers didimotidFT, they
did reference the foundational McDaniel et al. (1992a) text was referéDugalitative interview
data revealed themes of power and gender dynamics in the medical settimgyshe which
MedFTs began and maintained collaborative relationships, practical andspnoéés
considerations, the need for MedFTs to accommodate to the healthcare system, andRdsy Me

could be seen as a threat to other healthcare providers.
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In an attempt to further understand MedFTs contributions in secondary caressetting
Anderson et al. (2008) published a grounded theory study that specifically addresdelistbe
MedFTs working in an inpatient psychiatric unit. Using a definition of MedFiBistent with
McDaniel et al. (1992a), Anderson et al. referenced the systems frak&RS-S perspective,
the importance of collaboration and the concepts of agency and communion. One slight
difference in their definition was the expansion of the BPS perspective iddpdéuality. It is
unclear how the researchers studied or understood strategies MedFTs diskedd® the
spiritual needs of their patients and patients’ families. Anderson et al. dectedthe timeline
of MedFTs involvement in a patient care encounter into three phases: pre-sexsioatjaun,
during session, and post-session follow up. In the pre-session period, the spelsifideskiTs
used included data gathering, conducting separate but brief sessions with titeapdtie
family/support members, setting the agenda for the family meeting, and wuarkimthe
multidisciplinary team to facilitate treatment planning. During tmeiliasession phase, the
MedFT focused on creating a safe environment that facilitated open comnwmaabng
family members. Focusing on patient and family strengths, the MedFWwaiked to identify
process and content that would not otherwise be revealed to the treatment teamubuailig
interviewing and assessment methods. Through the process of discussingstamresyand
motions, the MedFT aimed to improve familial relationships and systemic chadcgeepared
patients and family members for a successful transition from an inpatietd ugititegration
into their homes and communities. Following the family sessions, the MedFT mathtai
communication with the providers in the post-session follow-up period. If families tthos
follow up with them for outpatient MedFT services, the MedFT continued to evaluate dnd wor

with the family to maintain the systemic changes initiated during the@mpaession. The
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authors attributed the success of the MedFT service to the collaborative stibsédFT that
helped all participants involved have a voice in the healthcare process. A follow mentary
on this article by psychiatrists Heru and Berman (2008) suggested that thenaofdit MedFT

to an inpatient unit would be beneficial, since historically families have sossebeen either
avoided or demonized on these units by staff members. While they described thenraflusi
MedFT as a sort of utopia, the authors also suggested the necessity of involving aitadFT
patients on a psychiatric unit depended on the level of need evidenced or expressedtignthe p
and his or her family or the healthcare providers. Anderson et al's study provide=s beng
deconstruction of the MedFT intervention, what is not exactly known and may be determine
through a replication study, is if the training and skills of the MedFTs Wiertiee or the

simply the unique skill set of each independent therapist.

In 2009, Harrington, Kimball, and Bean explored the inclusion of a MedFT on a pediatric
oncology multi-disciplinary team. While the authors did not define MedFT, theyfdictnee
McDaniel et al. (1992a) in guiding therapeutic work with children diagnosidanhronic
illness. Harrington et al. conducted a phenomenological study with nine amtsi including
the team chaplain, nurses, and physicians, that revealed participantsquerekef in having
the availability of a MedFT to assist patients and families with teesyc and emotional
effects of cancer. MedFTs provided a sense of holistic treatment totpatred their families
and enabled other team members to provide better patient and family carsebgney knew
that the family’s emotional needs were being addressed. The authorededherskills and
possible interventions MedFTs could employ in oncology, but it was not clear if theTsledF
involved in the study actually do employ these interventions or how the interventions we

perceived by other providers.
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The above studies are foundational for MedFT and critical for identifying tredbles
needed for further study of the sub-discipline. The descriptions are helpfatifgioc MedFT
practice. While such studies are invaluable to clinicians for their pesatid academicians for
their instruction of students, if MedFT is going to persevere and MedFTs areambpetitive
for jobs and reimbursement, the research base must be strengthened wéh\anety of
research methodologies that demonstrate MedFT efficacy.

Recommendations for Research, Practice, and Training

The following recommendations are suggested after a thorough revieanalydis of
the available literature. The three recommendations are: 1) to estatdisheansus definition of
MedFT 2) study the effectiveness and efficacy of MedFTs and MedFT intengrnd 3)
develop a MedFT core curriculum.

A Consensus Definition

Analysis of the research literature reveals that the practicedFWhas grown since the
late 1980s (Ruddy & McDaniel, 2003) as evidenced by the number of publications (N =I65) wit
MedFT as the primary focus. Recognizing this, Linville et al’'s (2007) eingéld MedFTs to
operationalize their work in order to advance their science. To date no oneéptedchis
challenge. Though the differences in definitions of MedFT may be subtle, sumhcesrcan
alter how MedFT is taught, practiced, and studied. For example, while thaanabfis
spirituality and family systems theory appear to be core components in Meagiifig (ECU,
2009; SPU, 2010), these components are not overtly described by all training locatexes, (D
2010; MUSM, 2008) nor commonly included in the MedFT literature. This may be due to an
absence of reference to spirituality and family systems theory inithead definition set forth

by McDaniel et al. (1992a) leading MedFT researchers and cliniciansitothese inclusions as
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incidental and not critical. Additionally, throughout the literature, the BP§ppetive is

frequently mentioned (Burwell et al., 2006; McDaniel et al., 2001; Smith-Lamson &sdndg
2003) but the spiritual component of the BPS model is rarely mentioned (Hodgson et al., 2007;
Phelps et al., 2009). At times, when MedFT was used by other disciplines, itsatefircluded

a variety of elements and foundational theories not otherwise mentioned in foulddedira
literature (Ragaisis, 1996).

A lack of a cohesive definition or core training standards compromises tity tabil
capture outcomes attributable to MedFTs and thus controlling for sources of confolimding
example, a recent case study on the application of MedFT with polytrauma tehabillefined
MedFT as an approach combining BPS and family systems perspectivesgnitive-
behavioral and narrative methodologies (Collins & Kennedy, 2008). In this study, the
intervention was conducted by a psychologist and social worker wheiladraarMedFT or
marriage and family therapy was unknown. In another recent article on tiheaapplof MedFT
to address mental health disparities among Latinos (Willerton, Dankoski, & \N&@8), the
authors defined MedFT as “...an attempt to better integrate the components B&imed8el in
the delivery of mental health services through active collaboration of fémeitgpists as
members of health care teams” (p. 200). The former definition did not mention cdilatora
the need for a family therapist, while the latter did not mention cognitive-behbarat
narrative methodologies. Consensus regarding the definition of MedFT andemsist
training would help to create a solid body of MedFT research with more estdliistiedaries

for those conducting the research and those practicing its interventions.
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MedFT Intervention Framework

The MedFT literature references family interventions and theirteféeess (Campbell,
2003; Law & Crane, 2000; Law et al., 2003); but does not demonstrate the effectiveness of
MedFT. There have been increased efforts to understand and illustrate Megtiz@ntions
reported in the literature (Anderson et al., 2008, Rosenberg et al., 2008; Sellers, 2000).
Researchers have reported perceived MedFT benefits in an inpatient pgysbatahg
(Anderson et al.), as part of a diabetic treatment team (Robinson et al., 2004)paocdlogy
settings (Sellers; Harrington et al., 2008), but more detail is needed in exhatiedFT
interventions were conducted that were effective. Through a clinicabtiadg Rosenberg et al.
illustrated the focus of MedFT sessions which included aiming to empower thatgaense of
agency as well as facilitating and nurturing the relationship between taetzatd the
healthcare team. It is unclear, however, how or if it was these speaficantions that
impacted the patient outcome or if it was another element of treatment sucltalatha@ration
that existed among the treatment team. Similarly, Robinson et al. included Maslpart of a
treatment team for diabetics, and while it was articulated that the Med& ©fwalue to the
team, the overall goal of the article was the demonstration of value of caliabdor treatment
and training purposes and the specific MedFT interventions were not outlined. Qadlins a
Kennedy (2008) stated that four of the seven MedFT techniques (McDaniel et al., 1®882a)
been particularly helpful in working with polytrauma patients, but more than atodyas
needed to determine if these elements are consistently effective. Mes#archers must focus
specifically on demonstrating that interventions conducted by trained Medé-&fexative
either by comparing them to other treatment/control groups, exploring varioeist zatd

systemic outcomes, improving patient provider communication, or benefitting the psovider
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themselves. Additionally, these interventions must be employed with a larger pmptddtier
than singular case studies to add weight to their generalizability. Researaist continue to
build on these descriptive, qualitative studies that illuminate the practicelaraf MedFT
(e.g., Anderson et al.; Harrington et al; Robinson et al.; Rosenberg et al.) tadseg t
descriptions and creating a body of interventions conducted by MedFT trainecnobritat can
be studied further and integrated into a curriculum for the training of future TedF

Most studies have been done in conjunction with academic programs and by MedFTs in
training at the master’s or doctoral levels. With the relative youth of Matlis understandable
that controlling for years in formal training may be a challenge as thefevatinicians who
have received a doctorate, post-doctorate, masters, or certificate in MedbBmpared to those
who learned through experience in context. While several researchersidatvieed the
MedFTs conducting the interventions or the object of their investigations were tgr el
students (e.g., Anderson et al., 2008; Davey et al., 2008; Robinson et al., 2004; Rosenberg et al.,
2008) and were sometimes labeled as “family therapists,” other reseantioehave studied
MedFT in action did not specify the background or type of training the MedFTs r@&ceive
(Harrington et al., 2008; Sellers, 2000). As stated earlier, Collins and Ker2@£8) (llustrated
MedFT in the treatment of patients with polytraumatic injuries, however tloé-Meaining and
background of the interventionists is unclear. Research is needed in which rireniineists
have clearly documented what their MedFT training and approaches ardneetriedn addition,
efficacy research is needed where MedFT is compared to treatment lasr wisaavork of other
disciplines (e.g., health psychology, medical social work, professional cotg)ss that we can
begin to demonstrate the unique contributions and strengths of MedFTs and argue [itadbei

in the medical setting.
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Lastly, MedFT effectiveness research, and ideally efficacymdsaa needed to
demonstrate the success of MedFTs not only in the clinical world, but also in thadireand
operational worlds (Peek & Heinrich, 1995). Knowledge of their effectivenessemayn in the
literature if MedFTs cannot help chart a new path for reimbursement. Viilkésaion of
Medicare codes and usage of “incident to” and “health and behavior codes” for baljng m
resolve some reimbursement barriers, they do not ensure that providers and siarentise
same understanding about MedFT and who is most qualified to provide this service.
MedFT Curriculum

MedFT training has grown from one summer institute in its early years1(LJR010) to
eight training programs, including two doctoral programs, and most recentlyt; i aster’'s
online certification program at Drexel University (2010). With the expansiomioirig
programs, a need exists to establish a foundational curriculum. Published artieléschaed
on the availability (Brucker et al., 2005) and development of internship sites (Grawds &
Sellers, 2006), as well as specific skills needed to supervise students inl settiings
(Edwards & Patterson, 2006). However, there has not been an effort to elucidataucees or
core competencies. No research has been done on level of training antiefieataeness.
Students who have graduated from a MedFT training institute or program mag taeyr core
training, theories, and practicum experiences. It is not known if a MedFT wheagteiining
in an intense workshop is any more or less effective than a MedFT trained thrdagtoral or
masters program. Agreement on core courses and the context for instructidrgiveul
credibility and fidelity to the practice of MedFT. Consistency in traifiag future implications

for MedFT accreditation and licensing/certification.
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Conclusion

MedFT has been a growing sub-specialty of marriage and family thienapy
approximately the last 20 years and with this growth comes responsibilgtyhé responsibility
of the current MedFTs to: 1) clarify their role, scope, and intent in a dlcocgext, 2) identify
and adopt core competencies that set standards for training of MedFTs, and 3) @eehch
demonstrating the efficacy and effectiveness of MedFT. In ordectorgatish the integration of
MedFT into the healthcare system there must be sufficient supporting evidgrositiok
impact. Development of this evidence base will include building a researathdzasensus
definition of MedFT, empirically studying MedFTs’ effectiveness imany, secondary, and
tertiary care settings, and identifying a core curriculum that expeNledFT share as
fundamental to effective professional practice and the growth and advamadrtie

profession.
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Chapter 3:

The State of Medical Family Therapy: A modified Delphi analysis
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Abstract

Medical Family Therapy (MedFT) is a young sub-specialty founddteantersection of
Marriage and Family Therapy and Family Medicine (McDaniel, Heghw@ Doherty, 1992).
Because of its growing professional contributions and recognition in tredite, a need for a
current definition and scope of practice on which MedFT training, research atidepis based.
The purpose of this study was to reach consensus among MedFT professionalsgegardi
definition, scope of practice, and characteristics of Medical Family pyp€kaedFT) and its’
practitioners. The researcher conducted a Delphi study (Dalkey, 1972) sifxedgheprocess
and outcome can purportedly help move fields of study in a particular directiorofigen&t
Turoff, 1975). Results indicated that the sub-discipline of MedFT is viewed bgsgrohals in
the field as an orientation that is moving toward a profession, driven by sybtong and the
biopsychosocial-spiritual framework, serving an important role within théhoeak system, and
has an emerging curriculum that is being driven by academicians antigprarcs. Study results
identify competencies, specific skills, and guidelines that inform fuasearch directions in

MedFT.
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Literature Review

Over the past 18 years, scholars and clinicians have contributed to the professional
literature on the emerging specialty of Medical Family Therapyd@Mé (Anderson, Huff, &
Hodgson, 2008; Bischoff, Lieser, Taratua, & Fox, 2003; Burwell, Templeton, Kennetgk-&
Hunter, 2008; Doherty, McDaniel, & Hepworth, 1994; Harkness & Nofziger, 1998; McDaniel
Hepworth, & Doherty, 1992a; Robinson, Barnacle, Pretorius, & Paulman, 2004). While the
research demonstrating MedFT's place in the healthcare system iagyrauthors such as
Linville, Hertlein, and Prouty Lyness (2007) have noted that advancement offMieaking
requirements, scope of practice, as well as effectiveness and efesaayah requires an agreed
upon definition of Medical Family Therapy.

In 1992, McDaniel et al. coined the term, MedFT, to refer to the practicerapisis
working with patients and their families who are coping with illness and diSHasse
therapists adopted a biopsychosocial (BPS) systems perspective abdratita model of care;
however, the growth of MedFT has brought changes to its initial definition and cicpreetice.
A recent review of the literature (Tyndall, Hodgson, Lamson, Knight, &&YRi010) revealed
several recurring MedFT constructs. For example, MedFTs continued tospatiézgance to a
BPS perspective (Engel, 1977, 1980), informed by Von Bertalanffy’'s Genextaing Theory
(1968) as well as Bateson'’s idea of circular causality (1979). By combinisg) titeories and
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perspectives, MedFTs recognized that the focus of care does not exisiblielthe patient,
but also within the collaborative interactions between the patient and the hea#tystam, the
patient and his/her family, and between and among the healthcare providee\tasrfesg.,
Anderson et al., 2008; Brucker et al., 2005; Burwell et al., 2008; Doherty et al., 1994; Grauf-
Grounds & Sellers, 2006; McDaniel et al., 1992a; Willerton, Dankoski, & Martir, 2008). The
importance of systemic thinking and the work done by MedFTs has been reportadus gvase
studies over the years (Clabby & Howarth, 2007; McDaniel, Harkness, &iE@i01;
Thomasgard, Boreman, & Metz, 2004); but, a large gap in the literature existedhasitates
empirical methods to investigate the efficacy and effectiveness afdnks

The skills of MedFTs are revealed in the literature on collaboration and nagifpldhary
work in healthcare (e.g., Anderson & Winkler, 2006; McDaniel et al., 1992a; Robinson et al.,
2004; Ruddy & McDaniel, 2003). Some MedFTS, for example, have adopted the Systems
Consultation Model as introduced by Wynne, McDaniel, and Weber (1986), noting that
collaboration in medical settings not only improved provider satisfaction ébeied & Bartee,
2004; Robinson et al.; Todahl, Linville, Smith, Barnes, & Miller, 2006), but also improved
patient outcomes (Earles, 2001; Katon, 1995). Researchers have speculated ivappogider
perspectives and patient outcomes were due to MedFTs’ skills and trainingl #&déwledge
and skills aided them in recognizing and bridging the paradigmatic gap beheemedical and
mental health cultures (Alfuth & Bernard, 2000; Edwards & Patterson, 2006; McDaniel,
Campbell, & Seaburn, 1995; McDaniel et al., 1992a; Patterson, Peek, Heinrich, Bi&choff,
Scherger, 2002; Seaburn et al., 1993; Seaburn, Lorenz, Gun, Gawinski, & Mauksch, 1996).
While such knowledge and skills seem to be common to MedFTs, a standardized curriculum

with expected competencies has yet to be established (Tyndall et al., 2010)}tisaetbéthis
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study, one characteristic that many MedFT training programs shareshmaowas an
immersion experience in a health care setting (East Carolina Uniy@3t9; Seattle Pacific
University, 2010; University of Nebraska-Lincoln, 2010).

Internships and fellowships have become the focal point of training MedFTs, allowing
students to learn in context how to effectively collaborate with other hea&tpoafessionals.
While there have been several established internship sites over the years tedbnagersity
of Rochester (Seaburn et al., 1996), the Chicago Center for Family Health (RoN&atsk,
2005), the University of Nebraska (UNL, 2010), University of Connecticut’s IFdvadicine
Program (Hepworth, Gavazzi, Adlin, & Miller, 198&nd theDartmouth Family Practice
Residency at Concord Hospital in New Hampshire (Bill Gunn, personal communicatioaryla
24, 2010), the continuation of optimal internship sites were often dependent on available
funding. Training programs embedded within existing family therapy graguwagrams varied
across medical internship sites, based upon individual students’ interests (Granf<€&
Sellers, 2006). This dispersion of MedFTs into a variety of healthcare contextsabedemore
widespread dissemination of information about MedFT, but also has opened the doatéar gre
variance in the scope of practice of MedFT student interns in various heakleti#zngs.

Since MedFT has only relatively recently been recognized as a meaithl $pgecialty,
curricula in MedFT professional training programs remain nonstandardizdtbiva
standardized curriculum, program administrators and faculty members acenetke educated
guesses regarding courses that will best prepare students for professiotied [ the
discipline. As a result, program graduates might present a disparateafiidgdFT to an
already uncertain healthcare industry. The healthcare system tyatmdious about the

involvement and funding of mental health professionals in general (Kessler, 2008) adeferay
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to the status quo rather than expand their provider panels to include MedFTs. Therefore
communicating clearly and effectively the unique training and strengthBldtTs bring to a
medical setting is as important as the interventions, research, leadandhypogram
development that such mental health professionals provide.

As interest in MedFT continues to grow, and the parameters of MedFT scopetafepr
become more clearly delineated, more research will be needed to deredhsti@ntributions
of MedFT practitioners in the healthcare system. The purpose of this study deisme and
identify the scope of MedFT practice. The researchers conducted a Delph{Salldyy, 1972;
Linstone & Turoff, 1975) that involved a panel of professionals with MedFT expertiseeT
experts assisted in constructing an agreed upon definition, scope of practice, antlouior
MedFT. With this agreed upon definition, MedFT researchers can now begin toacoedesive
body of literature that addresses the role, scope of practice, effecatgffectiveness of this
sub-specialty. This information will not only broaden MedFTs’ employment, resement,
and practice opportunities but will help to build a research foundation that is robustsigor
and empirically supported.

Method
The Delphi Method

The researchers chose the Delphi Method for this study, as it had purportedly bee
effective in clarifying positions and moving professions and fields of study irtiaybar
direction (Dalkey, 1972; Linstone & Turoff, 1975). The Delphi Method originated as aoway f
individuals with a particular shared knowledge and background to come togethgmansty
(participants blinded to each other) and discuss a topic related to their fielgeofisx (Dalkey).

The method is driven by a goal of obtaining consensus among study participants arehhas be
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characterized as “a method for structuring a group communication processthe firacess is
effective in allowing a group of individuals, as a whole, to deal with a complex prbblem
(Linstone & Turoff, 1975, p. 3). In the Delphi design, panelists act independently wainectt
confrontation by an interviewer (Dalkey & Helmer, 1963) or undue influence by the other
participants (Linstone & Turoff).

The standard Delphi technique typically involves three phases of questionnaicise but
to the exploratory nature of this study and potential panelist issues (Stone B 2005),
the researchers utilized a modified Delphi technique that involved two phasestafrqaeses
(Figley & Nelson, 1989; Godfrey, Haddock, Fisher, & Lund, 2006; Jenkins, 1996; Sori &
Sprenkle, 2004; Stone Fish & Osborn, 1992; White & Russell, 1995; White, Edwards, & Russell,
1997). Researchers made this decision to reduce the number of questionnaire roundsoin order t
avoid a process that quickly becomes too repetitive (Stone Fish & Busby) and to prepent dr
out due to participation fatigue. The study was approved by the East Carolinastiyiaed
Medical Center Institutional Review Board (Appendix B).

Panelists

The purpose of the Delphi methodology in this study was to obtain the informed opinion
of those who had extensive expertise in MedFT, thus necessitating a purposivagampli
technique (Dalkey, 1972; Jenkins & Smith, 1994, Linstone & Turoff, 1975). The criteria for
identifying experts typically includes one or more of the following: number of @ilaics by
the expert, years spent teaching the subject, number of professional pi@sertigie of degree
or license held, or years of clinical experience (Blow & Sprenkle, 2001; Dienhawts§&1994;
Godfrey et al., 2006; Jenkins, 1996; Sori & Sprenkle, 2004; Stone Fish & Osborn, 1992; White

& Russell, 1995). Due to the exploratory nature of this study and the relativeht egapearance
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of the field of MedFT, as well as the desire to include clinicians as welbdsmics, the
panelist criteria included one or more of the following: (a) self ideatiio as a MedFT
professional, (b) current focus of professional work in a clinical or acaderingset a MedFT,
and (c) self identification as a healthcare provider who collaborated wethidentified MedFT
in their professional work. The exclusion criteria were: mental health prewdese
professional work involved engagement in collaborative healthcare or integemgework but
who did not self-identify as MedFTs or work collaboratively with a seltdiesd MedFT.

The search for potential panelists began with a review of the academic leéexatlr
individuals affiliated with institutions of higher education that offered MedFEHOawic courses
or educational programs. Individuals who met study inclusion criteria weataated via emalil
and asked to confirm their adherence to the criteria for panelist inclusionlanginess to
participate in a Delphi study. Additionally, the researcher sent an emiad @allaborative
Family Healthcare Association’s (CFHA) membership listservitithided the purpose of the
study and criteria for study participation and extended an invitation to eljgibfessionals to
contact the researcher about study participation. CFHA was chosen as an apgrsiseav
because of its publication of the jourf@milies, Systems, and Healdnd the high number of
articles pertinent to MedFTs found in this journal. Since panelists warggedo be experts in
MedFT, this organization was thought to be the most logical source of possible panelists
Panelists were chosen when they confirmed that they met the study cnitktieatthey were
willing and able to participate in the study.

Once researchers identified study participants, individuals indicatedviigigness to
participate in the study by reviewing and signing informed consent (AppBhdis part of the

consent process, the researchers retained permission to contact participagtard/ phase of
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process to clarify responses, address discrepancies, and obtain greater dephtohia
particular response. The researcher maintained anonymity amongopaitsci

Thirty seven panelists met study criteria and completed the first rouncogneste.
There were 21 females and 16 males, with an average age of 41 years. Fopgritere(n=16)
of panelists held terminal degrees in Marriage and Family Therapy wBidgr3€11) held
terminal degrees in Medical Family Therapy (MedFT), 11% held nursingedical degrees,
and 16% held degrees in other areas (3% in Theology, 3% in Clinical Psychology,10% in
Developmental Psychology, Sociology, Education, and Family Studies). Thetynajori
panelists (n=30, 81 %) reported receiving formalized training in MedFT. AppradnG% of
panelists identified themselves as faculty at an academic institutioe, 18%b were doctoral
students. Panelists reported current employment in medical settings,ngatoedducting
clinical work in a medical setting (68%), teaching (57%), and research .(43%)
Data Collection and Analysis

The researcher initiated data collection after panelistsvegt@an email with a link to the
first Delphi Questionnaire | (DQ 1) via an online questionnaire survey toolDQlancluded 8
open-ended questions and 12 demographic items (Appendix C) and took respondents
approximately 30-45 minutes to complete. The panelists could either respond i the li
provided or request an individualized link that would allow them to start and stop the durvey a
will. While the convenience of the tool was helpful in maximizing efficiench@elphi
process, a small number of panelists who selected the latter option reportedtydif-
accessing the survey. The survey tool also enabled the researcher to sendneeniaders to
panelists who had not yet responded to the initial email. A pilot test run of the DQI was

conducted with several colleagues who provided vital feedback. The initial distnilofithe

54



DQI occurred in November 2008, with follow up emails sent twice during the subsequent six
week period. The eight questions included in the DQ | were as follows:

la.) How is Medical Family Therapy defined?

1b.) Is MedFT a profession (requiring specific credentials), an orientationgihewiews
patients/situations), a treatment modality (one of many choices thairagy not be
appropriate for a given patient), or a field (a body of knowledge existing imane public
domain, used to supplement a variety of professions) or other ? Or do you believe itisrgpme
altogether different? You may use any, all, or none of the possibilities me&htiboge in your
response.

2.) What is the current scope of practice of MedFT?

3.) What is the current role of MedFTs?

4.) What unique skills, if any, do MedFTs possess as compared to other mental health
professionals?

5.) What criteria must be met in order to classify a mental health profdsssoadledFT?

6.) In what areas are MedFTs employed?

7.) What core courses, training and field experiences, and core competencessgntial
skills) do you believe MedFTs should have successfully completed as part of &t M
curriculum? Indicate if courses should be taken at the MS or PhD levels bynm$ei$) or
(PhD) after each course.

8.) Assume you are reading the results of a research study that purported todaé faredy
therapy research. How would you know that it is a medical family therapy, steidys some

other type of research (family therapy, mental health, biomedical)?
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The DQ Il was generated from panelists’ responses to the DQ |. As Beidies are
meant to facilitate a conversation among experts (Dalkey, 1972; Linstdieo$f, 1975), it was
important to the researcher to preserve as much of the panelists’ originalgvasdgyossible in
the second round of the process. However, in instances, where panelists’ respansasyier
their responses were divided into shorter statements for ease of ratitageheests in the
second round.

Panelists generated 600 statements from DQ |. The researched dedietedant
statements and collapsed the remaining statements into 17 distinct estefan additional
researchers assisted in this categorization process. A changegorgaésjuired that all three
researchers agree to either eliminate a redundant phrase or follow up wittist ffar
clarification on a statement. In three instances, the researcher contaetkstpto clarify their
responses. The organization and clarification of statements from the D@dlee a total of 552
items. To avoid panelist fatigue in response to the presence of a large numbes ointe
second survey, the researchers randomly distributed the items into twoes&gakiat
guestionnaires. The primary researcher randomly selected items fthroféhe 17 categories
so that each questionnaire would contain one half of the items in each of the eat@dwifinal
DQIIA contained 278 items and the DQIIB contained 274 items.

Concerned that respondents from the same institution might share similsy tiew
primary researcher first sorted panelists into DQIIA or DQIIB based dituiingn. When more
than one person from a particular institution served as a panelist, these indwelgaéssigned
to DQIIA and DQIIB based on their affiliation with the university (e.g., facattstudent).
Panelists not affiliated with a university (e.g., clinicians) were eveiniged among the two

groups. A total of 19 panelists were surveyed for DQII A and 18 for DQIIB. Tésirwas to
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rate their level of agreement with the item on a seven point Likert scabesevien indicating a
strong level of agreement and one indicating a strong level of disagre€@hém. 37 panelists
who completed the DQ I, 34 completed the DQ Il, a response rate of 92%.

Results

Upon receiving the responses from the DQ IIA and DQIIB, the ratings wenednito
SPSS version 17.0 and the median and interquartile range (IQR) was cal@rla&a@chfitem.
There were 320 out of 552 items in the final profile that fit these statipacameters. These
320 items were grouped into the five main categories that are discussed below.

In this Delphi study, consensus was determined by an analysis of the median and
interquartile range of each survey item. The higher end of the Likert scaletéaldilca highest
level of agreement, while the lower values of the scale indicated disagitg@tane Fish &
Busby, 2005). The interquartile range, a measure of variability, and indicateahincwthe
panelists differed in their responses. A high median indicated a high level ahagtdsetween
panelists (Stone Fish & Busby) while a larger IQR demonstrated nssendince (Stone Fish &
Busby). An item that had both a high median and a small IQR indicated that &@ynudjor
panelists agreed with the statement. Iltems from the DQII A and DQithBawmedian of six or
higher (agree/strongly agree) and an IQR of 1.5 or less were included imalh@ dfile. The
number of items included in a category is indicated in parenthesis (i.e., n = XpsEaecher
noted statements that received the highest possible score (median = 7; IQRs%H0) a
indicated that all panelists agreed that this statement was very important.

In an effort to organize and examine themes in the statements, the resaasatiized the
320 items (i.e., variables) included in the final profile were analyzed through anweducti

process and were categorized into five main categories. Within four of the igoas the
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variables were placed into a total of 11conceptual clusters to increaseafidni¢ findings. A
second researcher reviewed and confirmed the variables’ placement into both tiptuedbnce
clusters, as well as the placement of those clusters into the five mainriegtegbe results
below are organized by the five main categories that reflected thegtsiredireement on the
current state of MedFT. The total number of statements within each clodteategory are also
noted in Table 1 and Table 2 (Appendix D).
Medical Family Therapy Defined

In effort to construct a definition and an assertion of the current state of MedFT,
panelists were asked first to determine if MedFT is a profession, orentgéatment modality,
field, or other. Panelists agreed with a majority of statements (n=6) #aff ™Ms currently an
orientation (i.e. way of thinking and practice) that can be utilized in a vafiétyalthcare
settings. However, panelists approved an additional statement that ceftesteagreement that
MedFT was a developing profession categorized as a sub-type of family tHeastby,
panelists approved the possibility of designating a “MedFT intern statustuldents acquiring
clinical experience in a healthcare setting.

The overall focus of MedFT also helps clarify its definition. Panelists enddrsedea
that the two main goals of MedFT are still agency and communion (n = 1). Whitespexific
MedFT clinical goals are mentioned throughout the survey, agency and communioteastye c
defined as written by McDaniel et al. (1992a) and endorsed by the panelistswase t
overarching goals of MedFT. These two meta-goals are a criticadfamswer the question,
“What is MedFT?”

Panelists also established a definitive theoretical base for MedFT .ifitiesion of five

statements in the final profile, reflected strong acknowledgement of theetidedetween
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MedFT and its parent discipline of Marriage and Family Therapy. One ofdtetsenents
related directly to the connection between the two fields (e.g., “MedFiielsl dhat requires a
strong base in marriage and family therapy first.”) The remaining fatersents more
specifically referred to MedFT being an expansion of MFT, but also how this expafdMFT
fits in the healthcare system (e.g., “MedFT is the application of MFT thea@ryealthcare
setting working with families”). An analysis of the five statementsakeepanelists’ belief in
the existence of a strong foundational tie between MFT and MedFT.

In terms of the theoretical base of MedFT, panelists agreed on the impaftapgdying
the biopsychosocial-spiritual (BPS-S) model, or a holistic approach, to patigtment.
Panelists agreed with three statements referencing the BPS model; homev&atement
actually referenced the model as the “biopsychosocial-spiritual modeE Wiglothers did not
include the spiritual dimension. Systems theory was also included in the finat phafdin, the
inclusion of the BPS model and systems theory but no mention of additional theories, supports
the strength and stability of the core MedFT theories as first introdudéidDgniel et al
(1992a).

One area that strongly reflected the current state of MedFT was tegvpdrneed for
advocacy for the field of MedFT and its place in the healthcare system (n ;ndlisBaagreed
that, while MedFT was an inclusive field, it also had its own role that must be made known t
the larger healthcare system and to patients as well, “MedFTs role ashookethe benefits of
MedFT, to our patients and other professionals, and to increase visibility of owesKillhey
also reported that the field of MedFT must continue to move forward in terms olilieersl

insurance, but was in need of research to provide a supportive evidence base.
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The results in this section support many of the original tenets of MedFT ot
McDaniel et al. (1992a), and reflect continued growth when considering the neetvécacy
and potentially MedFT as a distinct profession. With the growth of MedFT comesraasing
span for MedFTs’ scope of practice in both clinical and non-clinical environments
Scope of Practice

The scope of practice category was divided into nonclinical and clinicaltoiate
clusters. The majority of statements were related to MedFTs' aliscope of practice. The
largest number of variable statements (n=11) focused on MedFTs’ provision of mental
healthcare. In general, these statements addressed MedFTs rolssingsséagnosing, and
treating patients and their families coping with mental health needs. fesuaddio endorsed a
number of statements (n = 9) referencing the provision of clinical carenttdded both mental
and physical health needs. Endorsed statements addressed MedFTs’ role ig trelgiimical
gap between physical and mental healthcare, as well as simply providaingedyication to
patients and families and helping them adapt to various medical illnesseselatsd to the role
of MedFTs with patients and their families, were statements that Me@Reslsas ambassadors
of patient agency (n = 6). The inclusion of patient agency in the clinical scppactte
reflected its permanency as a foundational element in MedFT. Clinaga¢ £¢ practice did not
stop with patients and their families as panelists indicated consensus aboud thatidiéedFTs
must also be aware of and care for the larger healthcare system. Fablevetatements
addressed MedFTs’ care of the larger system and reflected the idearéhtr the larger system
also impacts patient care (e.g., “MedFTs role is to nurture and maintdiarrgigps among
providers that maximize the care available to patients”). Their respoinssbibtr the larger

system of healthcare as part of the MedFT scope of practice also indledadvision of
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clinical supervision (n = 2). The MedFT clinical scope of practice reflexdborative
engagement in the healthcare system on all levels.

In the nonclinical cluster, panelists indicated almost equal support forale¢ear 5)
and teaching (n = 4) for inclusion in the final profile. Two statements in therchsmécategory
received the highest score possible (median of 7 and an IQR of 0). These twerstateene
general in nature, and referred to the onus of responsibility for MedFTs to coeskentch that
is consistent with the three world view in which the triad operational, finaacidlclinical
elements must be considered when providing care in healthcare setting& (Peiekich,

1995). Panelists also endorsed, though not as strongly, the idea that MedFT researchlghould he
establish field efficacy and effectiveness, and address issues sbagth health, families, and
clinical services.

With respect to teaching, panelists also strongly agreed with the highelsbil
consensus and agreement (median = 7; IQR = 0) that MedFTs should teach heatikicires pr
about collaboration and appropriate referral processes. They also endorsedtyenalible
expectation for MedFTs to teach a wide variety of audiences, includingahedental health,
and child and family studies’ students to established healthcare providers wathreoging
from the BPS perspective to knowing when to collaborate and when to refer. Iltsagbaear
panelists are calling on MedFTs to serve as leaders in conducting remadrobaching
professionals, students, and families about systemic, holistic, and collaboregive ca

Two other areas of non-clinical scope of practice included administration angl polic
making. Consensus among panelists occurred in response to three statemedt®relat
administration, reflecting the appropriateness of MedFTs serving as prdgesors or lead

administrators. Of the two statements regarding MedFTs involvement in gadicyére
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endorsed by the panelists, overwhelming support and agreement (median = 7; IR = 0.0
occurred relating to the role MedFTs can play in healthcare policy and fiegisks
researchers, teachers, lead administrators, and policy makers, the nohsdopeaof practice
for MedFTs is wide reaching. While panelists endorsed these nonclinicalthagsvere also
careful to endorse a general statement recognizing the variations in Meolsd of practice
depending on individual’s level of training, certification, and type and level of degreede
Academics and Training

CoursesAn inquiry about academic courses that MedFTs should complete during their
training, revealed panelists’ approval of thirteen content areas. Some paneicstted the
training (masters or doctorate) at which particular courses should be tdlienotivers offered
recommendations for courses of study only in a post-master’s trainingrement.

Field training. Panelists endorsed a total of 22 statements indicating a need for training
within medical settings. Three statements, two referencing traihthg aoctoral level and one
referencing an unspecified level of training, reflected the highest possitie (median = 7,

IQR = 0.0). These statements generally emphasized the need for supeadsed|m@xperience
under supervision (i.e., a MedFT internship) in a medical setting.

Research and statisticRanelists indicated doctoral level training for the greatest number
of research and statistics courses (n=7); however, they endorsed four ssels ebtine master’s
level. Doctoral courses reflected a greater diversity and sophisticatiemmis of including
entire courses on qualitative research, collaborative care research, amceddstatistics, while
master’s courses reflected a more basic and general research kreoldsdg

Special topicsOverall, the panelists approved 13 courses that would serve to

complement a MedFT education. At both the doctoral level and the master’s levdisigpane
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included courses on sexuality, gender and diversity, and death and dying. At thal deotbr
they recommended a course that addressed medical disparities. At thésreastkithey
identified courses related to community resources and crisis assesSuietance abuse was
included at both the master’s and the post-master’s level.

Theories.Twelve of the course content areas approved by the panel focused on the
theoretical underpinnings of MedFT. Panelists endorsed MedFT theory at tleesnfhstind
post-masters (1) level but most prevalently at the doctoral level (3gnsystelational theories,
behavioral health, and the BPS-S were only mentioned at the master’s (3) andgters lenel
(3). This led us to assume that at the doctoral level, a MedFT would have alreadydec
training in these theories. Health policy theory (1) was endorsed as a abtirsaloctoral level
only.

Ethics.The panelists identified four ethics courses as important at the mastel’sfle
study: two general ethics, working within a medical setting, and resetlnick. The researchers
interpreted panelists’ recommendations as the need for students to have abathiesecourse
prior to enrolling in doctoral level courses.

Families and illnessAs a content area, panelists reached consensus that MedFTs at the
post-masters level, masters level, and doctoral should take general coursediemdacillness
(i.e., illness across both the individual and familial developmental cycle anlg fataractions
and dynamics) (n = 13). A statement at the post-masters level refldatigeneral necessity of
a course on health and families received the highest possible level of endorsesdéart (v
IQR = 0.0).

Marriage and family therapy (MFT)n this content area, panelists strongly agreed with

three statements that a MedFT must have training in MFT. With a strong knowlsgge ba
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MFT, the panelists’ statements reflected the inclusion of courses moreamadiature,
“MedFTs should have all the training one would get to be a family therapist, and theonadidit
courses/training in appropriate medical issues and the related 8RS that
individuals/families face.”

Physiology and pharmacologyhe panelists endorsed courses on human physiology and
pharmacology at all three levels (n=10). Panelists suggested a basiotdliese courses so in
order to provide MedFTs with a foundation from which they can collaborate with other
providers.

Medical culture and collaboratiornlhe final content area included courses that would be
essential to the successful function of MedFTs in a medical system (ite9¢olirses endorsed
by the panelists addressed the importance of learning how to collaborate withlmedi
professionals and work effectively within the medical system. At the dgodéwel, panelists
endorsed as critical a statement addressing the importance of understadiatating to
physicians (median = 7; IQR = 0.0) in order to collaboratively provide care.

Competenciefanelists were asked to address the competencies MedFTs should have at
the master’s and doctoral levels. Some panelists did not indicate the levelingtfar the
competency and so some are considered post-masters level.

Beginning with clinical competencies, the largest content area of cengpet was
medical culture and collaboration. While there were 18 statements at consenfastegirie
strongest possible findings (median = 7; IQR = 0.0). These six statemeuatieththe
following: the ability to communicate with providers (n=2), act as a famlitbetween providers
and patients and their families (n=1), and maintain an awareness of the culterahdés

within a medical environment as compared to a traditional therapy setting (n=3)
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Continuing on with clinical care, panelists endorsed 17 statements related tddMedF
clinical competencies with patients and their families. The statementeteased the highest
possible agreement median = 7; IQR = 0.0) reflected being skilled at systenapy,
integrative care, empowering patients, general family therapy skitldyeing culturally
competent. Closely related to clinical skills was treatment planning, wtashalso approved by
the panelists as a necessary competency for prepared MedFTs at ddvbleef training.

Panelists agreed that the MedFT foundation of knowledge at both the master’'s and
doctoral levels related to the importance of family therapy and fagstgisis knowledge (n=4).
Three of four statements in this area received panelists’ strongest enelotrse@/ith family
therapy as its base, panelists agreed on four statements related to soynpetelvanced,
applied MedFT. The statements that received the strongest agreereagt@anelists included
those related to levels of collaboration, coordinated/integrated deliveeyrs/services, and the
overlap of medical and mental health problems. Panelists strongly agreeddltdral level
MedFT should demonstrate the highest level of expertise in applied MedFT concepts.

Additional fundamental competencies at the post-master’s level includedra health
and relationships, including knowledge of common diseases (n=4), as well as prygficien
using the DSM-IV-TR (n=2). Theoretical competencies (n=7) at the pcstersdevel that were
also included in the final profile included systems theory, the BPS-S moddirekenorld
view, and the concepts of agency and communion. Panelists also reached consensus on the idea
that being competent as a MedFT included being informed and knowledgeable about medica
psychological, social, and spiritual research (n=3).

Panelists also reached consensus on non-clinical competencies. They approsteddoents

reflecting the importance of MedFTs’ ability to educate others about MeukF Tagoability to
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teach systems theory and the BPS-S model. Research competenciesdoesedeby panelists
at the master’s level and doctoral levels. For MedFTs competence uavglresearch was
endorsed at the master’s level and competence in conducting research was ehttesed a
doctoral level.

Lastly, panelists indicated that MedFTs should be competent in self-c)eafrd-
making a place for themselves in the healthcare system (n=3). Two stat¢ha¢neflected
MedFT self care were strongly endorsed: encouragement of MedFTs to avemuband to be
aware of their own self-of-provider issues. As MedFTs work to assimilateimedical system,
panelists agreed that they be competent in marketing their skills and greatche for
themselves. Once in a medical system, panelists agreed that MedFTs shamgéteiot in
implementing and managing an integrated care practice model.

Clinical MedFT

Items in the category of clinical MedFT reflected realities of MentFpractice. Clinical
practice essentially merges the academic and applied competenciesdntiplate picture. The
largest cluster of statements (n=15) related to the conceptual basecat ledFT. Panelists
endorsed statements that indicated family and relationships played a kieyMal@éFT clinical
treatment (n = 4). Among these statements, one that received the highddé pagsement
(median = 7; IQR = 0.0) acknowledged MedFTs as skilled in recognizing the rfal@ibf and
disease and taking a holistic approach to patient care: “Although many psov@degnize the
role of family in disease and health and take a holistic approach, this seems totioeilampa
strength of MedFT.” Panelists agreed with statements that MedFTs hsigias focus (n = 4),
maintained a BPS-S perspective (n = 3), were culturally competent (nrd3jeaincluded

MFT techniques in their practice (n = 1).
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Panelists endorsed that MedFTs were able to work in a variety of are&3 ¢oich as
clinical work in primary, secondary, and tertiary care settings asaweimployment areas such
as research and academic programs. Presenting issues for which MedFThalpyubevere
also approved by the panel (n = 7). Three of the statements in this clusttedethe idea that
MedFT is helpful for any presenting issue and across many levels of mttenzel'he inclusion
of these statements in the final profile is consistent with the idea presenigdtieat MedFT is
currently more of an orientation or way of thinking, which would allow them to be useful in a
myriad of situations and environments. The presenting issue most heavily endorsedlisyspa
was chronic iliness (median = 7; IQR = 0.0).

Lastly, the panelists completed the clinical picture of MedFTs work bydimgj
statements about collaboration (n=9), as well as attributes that led to sndbessiedical
culture (n=4). The strongest agreement (median = 7; IQR = 0.0) was in regpbmse
statements that included many of the theoretical underpinnings of MedFE. Staemments
highlighted the importance of collaboration with other providers, thinking sicdéynand
viewing patient care through a BPS-S lens. Panelists endorsed four statdraemdicated how
MedFTs functioned and succeeded in the medical world referencing the attfilfiaxibility
within the medical system and ability to work as part of a healthcare team.

MedFT Research

The fifth and final response category addressed MedFT research. Tdineglusters
were included in the final profile. The first cluster involved consensus stat®me elements
that inform MedFT research [e.g., BPS-S (n=4) and systemic perspdotivel, a focus on

families and illness (n = 2), family therapy (n = 3) and collaborative ogratied care (n = 1)].
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Panelists also generally believed that research would reference or Istetdngth the tenets of
MedFT as outlined by McDaniel et al. (1992a) (n = 1).

Panelists achieved consensus that MedFT research would reflect the connettieaes be
relationships and health (n = 4). Statements included the importance of improviiyg afude
for patients coping with illness, as well as examining the effects afriees on the entire
family system. Panelists also agreed that MedFT research should havecsgstds) as well as
a focus on health problems and the need for collaborative systemic treatmentpghdh&ee
overarching goals of agency and communion in sight (n = 7).

Panelists addressed the implications of MedFT research (n = 4). They approved a
statement calling for clinical implications to be included in MedFT rekeas well as the role
of current research findings in informing future MedFT research. One of theletaged
statements endorsed by panelists for research implications included tHeaiddadFT research
should paint a holistic portrait of the element of the healthcare system under stiedying the
BPS-S focus of MedFT. Lastly, panelists agreed that MedFT research bleamlade applicable
to a variety of healthcare providers who may all work together at some paihé feake of the
patient and his/her family.

Discussion and Future Research

The goal of this study was to respond to a clear need to cohesively define MedFT
(Linville et al., 2007) and to conduct a conversation among its experts to detdm@neent
state and how to improve its future. Through the results of this study MedFT canneel defi
an approach to healthcare sourced from a BPS-S perspective and marriagalgriddeapy,
but also informed by systems theory. The practice of MedFT spans a vaétyaafl settings

with a strong focus on the relationships of the patient and the collaboration betweemagd a
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the healthcare providers and the patient. MedFTs are endorsers of pateytagefacilitators
of healthy workplace dynamics.

In an effort to arrive at the above definition, the researchers initisdigrtained from the
panel how they classified MedFT (i.e. profession, orientation, treatmentityaatdleld). The
panelists’ consensus was that MedFT is currently an orientation with the ddtentistallize
into a profession. With MedFT endorsed as an orientation, or a way of thinking, it can be
practiced anywhere and is not relegated to a particular medical or inealtél context. The
choices of orientation and developing profession also speak to the depth of trainingsMedFT
receive as both would require more in depth training (Gawinski, Edwards, & Speice, 1999;
Liddle, Breunlin, & Schwartz, 1998; Tyndall et al., 2010). Categorizing MedFTirasitanent
modality would lead to a view of MedFT as a tool available for adoption by anyspiarfie
(Liddle et al.). Clearly, however, this was not how the MedFT experts who cothfirisganel
viewed the scope of practice. As MedFT continues to develop, information from thissiiud
offer guidance about whether an effort should be made to create a licensesigupfes
addition to that of MFT or designate MedFT as a division within MFT its parddt 8imilar to
the inclusion of Health Psychology within the American Psychological Aggntidt could be
argued that creating a MedFT division within the American Association of &darand Family
Therapy (AAMFT) would lend more credibility and cohesiveness to MedFT praaticeell as
broaden and strengthen the contributions of MFT.

Panelists were consistent in their agreement about the existence otissdeween
MFT and MedFT. Clearly, as MedFT training programs develop and facuitycptacula and
practica and internships in medical settings, the profession of MFT should ser¥eumdation

for decision making related to training content. These results were nassuygince a heavy
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proportion of the panel were marriage and family therapists. However, thevieebeVedFT
and MFT can be found in the origins of MedFT. As stated by the authors of the Medftiokext
“...the strategies and techniques (of MedFT) are intended primarily foptheravho are fully
trained in family systems therapy.” (McDaniel et al., 1992a, p. xviii). LikewMFT programs
should recognize designated MedFT degree granting programs, courseworladamgsteas
critical in the development of a MFT to becoming a MedFT at the master’s, pdst-s)ay
doctoral level. While those holding licensure in other mental health and medicahieyds
become trained in MedFT, panelists agreed about the clear need for a solid fmuotati
knowledge and skills in MFT theories, interventions, and research.

Panelists overwhelmingly agreed on the inclusion of a BPS-S perspectivestardssy
theory as theoretical underpinnings of MedFT. McDaniel et al (1992a) fgstided MedFTs as
therapists who specialized in integrating BPS and systems theory pieespelhis initial
definition of MedFTs, and the focus of their work evolved to include the spiritual diomensi
(Hodgson, Lamson, & Reese; Katerndahl, 2008; Onarecker & Sterling, 1995; f et al., 2009;
Wright, Watson, & Bell, 1992). While at times it seemed that BPS and BPS-Suseste
interchangeably throughout panelists’ statements, the spiritual componantiuded more
often than it was left out. This frequent inclusion of spirituality within the B&Spective,
suggests that trainers, clinicians, and supervisors should address spirituthlgy curriculum.

McDaniel et al. (1992a) outlined the earliest goals of MedFT as promotingyaayshc
communion. According to panelists, both of these concepts remain relevant. With sgognid
to the idea of agency, panelists agreed about the importance of MedFTs as patietesadnoca
as those who can empower patients to be in charge of their healthcare. While much of the

literature on collaboration has focused on collaboration between and among hegltbcalers
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(Brucker & Shields, 2003; Doherty, 1995; McDaniel et al., 1992a; Seaburn et al., 1996), the
panelists from this study asserted that MedFTs must advocate foridre patl his/her as
partners in the collaborative process of healthcare planning and decisiorgraa#lias active
participants in their healthcare.

One of the strongest findings from this study was the importance of MedFTs being
skilled collaborators. Panelists called on MedFTs to integrate themsalvdélse medical
environment, supporting providers in their efforts, and acting as bridges betweegtibal mnd
psychological dimensions of health in an effort to improve the quality of patienaod the
inclusion of families in such care. McDaniel et al.’s primer text firstttnaed collaboration as
an important skill for MedFTs (1992a), and it continues to be noted as a critical skiljtlout
the literature (Tyndall et al., 2010). Panelists suggested that trainingart tned science of
collaboration should be at the forefront of MedFT education and clinical supervision.

To be an effective collaborator, MedFTs must be comfortable educatmgehes and
be well versed in other disciplines’ research and literature. When intgractnclinical
position, MedFTs should be current on relevant research, not only from the social sciences
perspective, but also from the perspective of other healthcare professif@aas, panelists
agreed that MedFT programs should include basic human physiology and pharmactiegy
curriculum. The exposure to medical courses helps students learn how to commutticate w
healthcare professionals thereby reducing misinterpretations of the spdkentten language.
Additionally, MedFT core competencies included medical knowledge and collabotait also
hold MedFTs accountable for competencies ranging from general therapyskiif-care and

implementing an integrated are business plan.
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The last theme to extend throughout the results of this study was that of MedFTs as
facilitators of healthy workplace dynamics in the healthcare sydtedFTs, with their systemic
and BPS-S perspective (Brucker et al., 2005; Grauf-Grounds & Sellers, 2006nigioRal.,
1992a), are in a position to be meta-observers of and interventionists in the medcalasyat
whole (Meadors & Lamson, 2008). More attention should be given to the impact MedFTs have
on working with and caring for patients as well as the provider systems.

The results of this study echoed some of the earliest writings on MedFTr({Dehal.,
1994: McDaniel et al., 1992a; Shapiro, 1993) but it also illuminated new directions for MedFT a
a developing profession. In 2007, Linville et al. defined MedFT, while stating the need to
determine a consistent agreed upon definition. They referenced MedFT as anhafmproac
healthcare that was informed by a BPS-S perspective and by systemys linéheir definition,
the practice of MedFT could span a variety of clinical settings. This obserVvets been
supported by these study findings. In MedFT focus is on the relationships ofidm pat the
collaboration between and among the healthcare providers and the patienteltasssgfthat
Linville et al’s definition continues to be supported. However, based on findings frontutdtys s
MedFTs as endorsers of patient agency and facilitators for healthplaoe dynamics in the
healthcare system needs to be added to the scope of practice in order to presemt @anclir
comprehensive definition. Embedded within this definition are variables in need ofdtudye

These findings provide some parameters and directions for MedFT research.

For example, being sure to include a systems and/or BPS-S perspective whenmgnducti
interventions and examining the connection between health and relationships in primary,
secondary, and tertiary care settings. MedFT research should exanmmengheystemic

processes in healthcare, for example the relationships between and amang aati¢heir
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families as well as those relational processes that exist among litvedureaproviders.
Additionally, MedFT research should include an examination of collaborative anchietggr
healthcare, while also addressing the role of MedFT in caring for thakbdage systems.
Researchers should examine and determine the effectiveness of MedFEvookifsr its
students and eventually their experience in the workforce, thereby makingfia i
contribution to the profession of MedFT and America’s healthcare system.
Limitations

This study was not without its limitations. The inclusion of eight questions imrshe f
survey led to a very large number of items for the second survey. As a result, even wiezh divi
into two surveys, the second survey was very lengthy and made have led panelestaib ti
answer quickly toward the end of the survey. Delphi studies are generally usedde jproad
suggestions rather than specifics (Godfrey et al., 2006), this study simgilshes the surface
and helps lead MedFT in a general direction. In fact, several of the questioné§inst thevey
could have served as one Delphi study all its own. Additionally, as is typical withiB&udies,
individual viewpoints were likely sacrificed in search of the goal of conseB8somisg Fish &
Busby, 2005). Lastly, due to the nature of a Delphi study the sample is purposive, hoitlever w
only 19% of the 37 panelists having terminal degrees from fields other than MFT and,MedF
the panelists were very similar in their educational backgrounds possithiydea a lack of
diversity.

Summary

The results from this study will help cement a path for MedFT cliniciaasleagicians,

and researchers. All three contingencies must work together so thatheseare studying and

testing relevant clinical interventions, clinicians are drawing on thesermaebased
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interventions for their practice, and academicians are training studelésdaarhpetencies

needed to both conduct MedFT research and practice effectively. With avechrediagreed

upon definition in place, the sub-discipline can move forward in a more coherent manner that
will allow MedFTs to better serve patients and families, as well asydlaeir unique

contributions in the existing healthcare system.
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CONSENT DOCUMENT

Title of Research Study: The State'of Medical Family Therapy: A Modified Delphi Study
Principal Investigator: Lisa Tyndall, MS and Jennifer Hodgson, PhD
Institution: East Carolina University

Address:150 Rivers Building, Family Therapy Chmc G:ceenvﬂle NC 27858
Telephone #: 252-737-1415"

INTRODUCTION

You have been asked to participate in a research study being conducted by Lisa Tyndall, MS and
Jennifer Hodgson, PhD. This purpose of the research study is to survey those professionals with
expertise in the field of Medical Family Therapy (MedFT) to come to 2 consensus of a working
defimition and seope of practice for MedFT's from which to base future research. A modified
Delphi study will be conducted, with the use of two tounds of questionnaires. The sample will be

purposive as panehsts must have expenence in the ﬁeld of MedFT in order to participant.
‘ " PLAN AND PROGEDURES

Participants wﬂl be recruited through several different mechamsms Primaxrily, participants will
be recruited via e-mail, in person at professional conferences, or phone. Potential participants

- will then receive an email with an invitation lettér to participate and the option to complete the
survey through the direct link provided in that email 1o the online survey too! Survey Monkey or
to respond to the investigator to receive an individualized link that will direct them to Survey
Monkey. If'a participant chooses to have an individualized link, he or she will have the ability to
complete the questionnaire at different times. However, if the participant chooses to access the
direct link in the invitation email; the supvey must be completed at the time they initiate the
survey. Upon connecting to cither link, participants will have the opportunity fo read over the
informed consept and fill out the demographics questionnaire and the first of two Delphi
questionnaires. If participants choose to first view the questions and answer them in a Word -
document; they will be able to copy and paste these answers into the survey. Follow up phone ‘
calls or emails may be made to encourage participation in both phases of the study. Additionally,
we will ask potential participants to let us know of any other possible participants in a
snowballing sampling technique. Lastly, a general e-mail through the Collaborative Family
Healtheare Association’s listserv, will be sent out asking for anyone who might be interested to
respond and send an email to the primary investigators so that they may send an invitation email.
The initia) questionnaire should not take longer than 30-45 minutes and responding to the second
questionnaire through the online survey tool will take approximately 30 minutes.

- PCTENTIAL RISKS AND DISCOMFORTS

There are no énticipated harmful effects either physically, psychologlcally, socially, or
spiritually. Through a series of open ended questions on the first questionnaire and a rating of
responses on a likert scale on the second questionniare, this study will ask the participant to

define and describe the process of Medical Family Therapy and how they interpret its scope of
practice.
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POTENTIAL BENEFITS

‘Beriefits to participants and others include increased knowledge and understanding of the
definition, process, and scope of practice common to Medical Faini]y Therapy. Additionally, the
study will provide a foundation for future research on Medical Family Therapy as a formalized
definition for it will assist in its operationalization. Lastly, this study will help increase the
knowledge base of Medical Family Therapy for dissemination to healthcare prov1dcrs, funding
entities, and educational programs tramning MedFTs.

SUBJECT PRIVACY AND CONFIDENTIALITY OF RECORDS

Contents of e-mail and other forms of written communication will be stored in a password

Oo1G

protected Word document in the possession of Lisa Tyndall All participants who respond to the 7

¢-mail will be de-identified.

COSTS OF PARTICIPATION

There are no foreseen costs of participating.
. 'COMPENSA’HON

Participants will not receive monetary compensatlon however there are benefits to
Dartlcmatmg as stated above

VOLUNTARY PARTICIPATION

Participating in this study is voluntary. If you decide not to be in this study after it has already
started, you may stop at any time without losing benefits that you should normally receive. You
may stop at any time you choose without penalty and your identity will remain anonymous.

PERSONS TO CONTACT WITH QUESTIONS

The investigators will be available to answer any questions concerning this research, now or in
the future. You may contact the investigators, Lisa Tyndall, MS (252-412-3488) or Jennifer
Hodgsen, PhD (252-258-4224) days, nights, and weekends. If yon have questions about your-
rights as a research subject, you may call the Chair of the University and Medical Center
Institutional Review Board at phone number 252-744-2914.

CONSENT TO PARTICIPATE

Title of research study: The State of Medical Family Therapy: A Modified Delphi Study

I'have read all of the above information, asked questions and have received satisfactory answers
in areas I did not understand. I know that I may stop participating at any time or decline any

quesmon that I would not like to answer, and that T may withdraw my consent and iy data at any

time. [ also understand that uniess 1 request otherwise, my name will not be associated with the

research findings. By proceeding with the questionnaires and marking the yes box below in this
online survey tool, you are giving your consent to participate.
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Appendix C
Demographics Questionnaire

The following information is important to better understanding the results ofumly. £ven if
you choose not to participate in the full Delphi study, it would still be helpful to havellyout f
this brief demographics questionnaire.

1.) Please indicate your name and contact information.
Name
Company
Address
City/Town
State
Zip
Country
Email Address
Phone Number

2.) What is your age?
3.) Sex Male Female Other

4.) Please select your highest degree.
Drop down list will be provided with the following choices:

MS
MSW
M.Th.
M. Div
Ph.D.
Ed.D.
Psy. D.
D. Min
D. Th.
M.D.
J. D.
Other, please indicate in box below

5.) Field within which you received that degree. (Drop down menu with the following)
Medical Family Therapy
Marriage and Family Therapy
Clinical Psychology
Health Psychology
Nursing
Social Work
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Medical

Psychiatry

Law

Theology

Other, please explain in box below

6.) Have your received a certificate or any formal training in Mediaahify Therapy? For
example, this might include certificates, workshops, institutes, degregsl| @s
internships.

Yes No

7.) What license(s) do you current hold (click on one or more of the following options
provided in Survey Monkey, options to be LMFT, LCSW, LPC, MD, PA, RN, NP, LPN,
Other, please specify)

8.) What is your current occupation?

9.) Please indicate the percentage of time you spend doing the following
in your current job as well as the number of years you have been professiotnadyra
that category.

% Teaching
% Clinical Supervision
% Conducting Therapy
% Research & Writing
% Administrative
% Other, please indicate in box below
10.) Please check any of the following that apply to your current professional work

Clinical work within a medical setting

Clinical work separate from a medical setting
Teaching within a medical school

Teaching within a nonmedical school
Research in a medical setting

Research in a nonmedical setting

Other, please indicate in box below.

11)) If teaching is a part of your current professional work, please indicate what
courses you are teaching that relate to Medical Family Therapy.

12)) Please indicate the number of articles, books, chapters and/or presentations you
have published regarding Medical Family Therapy.
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Table 1

Appendix D

Variables Included in the MedFT Profile

MedFT Defined Scope of Practice Clinical Research
N =22 N =49 N =45 N =26
Professional Status | Non-Clinical Foundational Informed By
Orientation ¢ Research Clinical Concepts 1} BPSS
Developing Teading 4 Locale ¢ Systemic Processes
Profession L
Intern-status 1 Policy Making 2| Presenting Issues Family Therapy Concepts
3
Focus & Goals Administration 3 | Collaboration ¢ Families & lliness 2
Agency &
Communion 1
Theoretical Base Scope is training How to Succeed in Collaborative/Integrated
MFT 5 dependant Medical World 4 Care
BPSS 3 Clinical PhD not needed for good MedFT Tenets
Provision of mental | clinical work 1
healthcare 1
Systems theory 1 Provision of clinical Goals

care, mental &
physical

Relationships & Health

4

MedFT Advocacy 4

Ambassadors of
patient agency

Systemic Goals

Larger systems care
4

Populations with health
presentations

Supervision

Agency/Communion

i

Implications
Clinical

BPSS portrait

Future research

Wide Audience
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Table 2

Academics/Training Variables in MedFT Profile

N=178
Courses (N =101) Competencies (N = 77)
PhD MS PM PhD MS PM
Field Training 12 6 4 Medical Culture and 1 3 14
Collaboration
Family & lliness 5 8 3 Therapy Skills - - 17
Special Topics 5 7 1 Theoretical Base - -7
Research/Stats 7 4 - Knowledge of - - 4
Health/Relationships
Physiology/Pharmacology 2 3 5 Knowledge of Diseases - - 4
Medical Culture and 4 3 2 Family Systems Knowledge 1 2 1
Collaboration
Systems/Relational Theories - 3 3 Teaching - - 4
MedFT Theory 3 1 1 BPSS/Applied MedFT 3 - 1
Ethics - 4 - Evidence Base - - 3
MFT Training - 3 - Self-care - - 2
Health Policy 1 - - Treatment Planning 1 1 1
Behavioral Health Theory - 1 - Administration - - 3
Self-care 1 1 -
DSM Knowledge - -2
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Appendix E
Dissertation Proposal

Introduction

Medical Family Therapy (MedFT) has the potential to play a significd@tin changing
America’s ailing healthcare system; however, research must be cahtlusigstantiate this
growing sub-specialty. It cannot be denied that the American healthcieensyg in a state of
disrepair. Patients, providers, insurance companies, politicians, and citizensrial gee calling
for change. The Institute of Medicine (IOM) has published numerous reports, SDaisamgy
the Quality Chasn2001), with long-term strategic goals for improvement. In 2001, the IOM set
forth six aims that would help heal the ailing system and MedFT appears to enpdsitell to
help achieve those aims. However, as MedFT is a relatively young rheattd specialization,
it is necessary to first establish a concrete definition of and scope of prfactMedFT and to
conduct more MedFT-based efficacy and effectiveness studies.

MedFT emerged from its parent discipline of marriage and family thekdipy)(
(McDaniel, Hepworth, & Doherty, 1992a). With MFT rooted in systems theory (Von
Bertalanffy, 1968), MedFT extended the understanding of families and their s\tstémn
included into the healthcare system. McDaniel et al. coined the term, MedETerttorthe
practice of therapists working with patients and their families who are cojiimginess, who
follow a biopsychosocial systems perspective and collaborative model of t#gein&eption,
MedFT naturally paired with family medicine since both were focused katoatedging the
patient and his or her family in the context of illness or disability and therlaeglthcare
system (McDaniel et al.). Since then, MedFT has expanded to include workingwatitiety of

medical specialties (Patterson, 2002).
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According to McDaniel et al. (1992a), MedFT is rooted in several core models and
theories. First, the biopsychosocial model (Engel, 1977) is critical to Medf €radorrses
interrelatedness between the mind and body, mending the 20th century mind-bodyesipitsM
built upon the biopsychosocial model by incorporating Von Bertalanffy’s Gengstdis
Theory (GST) (1968). GST acknowledges that the whole is more than the sum dbitE@a
example, it is used to appreciate how it takes the entire body to heal a woundédspiue. |
whole person within a larger system who must be treated, rather than the bosteor lapeled
with the pathology.

Examining interactions among and between the patient, family members, enheraef
their healthcare team, MedFTs embraced the unique skill of nurturing the whela $gellers,
2000). As they are working with these various systems, MedFTs bring the sysgether with
various models of collaboration and put the ideas of systems and circular gantaattion
(Anderson, Huff, & Hodgson, 2008; Doherty, McDaniel, & Hepworth, 1994; McDaniel,
Harkness, & Epstein, 2001; McDaniel et al., 1992a). They focus on the interaction ardong a
between all of the systems. No entity in healthcare exists in isolation ahd/leiSTs are
trained to recognize and intervene accordingly. Most healthcare discifgoussexclusively on
their particular specialty, thus excluding the voices of the other disciplivespatients, and/or
support persons (e.g., family), and forgetting about the self of provider andpieance of
psychosocial data in the healing process.

There has been an undeniable growth and interest in MedFT since its credteaarny
1990s. From the original definition offered by McDaniel et al. (1992a), severatgiaial
training programs and authors have contributed to that definition and changed theyiotensit

emphasis on various elements, for example collaboration and spiritualitynallsigMcDaniel
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et al.’s definition of MedFT included working with patients and their familigis an illness
through a biopsychosocial lens, while also collaborating with other health proféssiwhde
collaboration seemed an integral part of the original definition for a tim@asilabeled as a
strategy rather than incorporation as an integral part of the definition of MedREri,
McDaniel, & Hepworth, 1994). With the development of other training programs, the component
of spirituality was integrated into the definition of MedFT (East Carolina Usityg ECU];
Seattle Pacific University [SPU], 2008), however not all MedFT programsded spirituality
component. Most recently, Linville, Hertlein, and Prouty-Lyness (2007) authorecapbears
to be the most inclusive definition of MedFT to date. Their definition includes theelsof
not only the biopsychosocial lens, but also spirituality, systems theory, the ingsootia
interpersonal relationships, as well as collaboration among the family neeartztehealthcare
providers.
Statement of the Problem

While the growth of MedFT is encouraging, it creates some of the same psdahbkm
other emerging sub-specialties might encounter. Noticeable differexisesn six of the
published definitions of MedFT (ECU, 2006; Linville, Hertlein, & Prouty Lyness, 2007;
McDaniel et al., 1992a; Doherty, McDaniel, & Hepworth, 1994; Mercer University Sciiool
Medicine [MUSM], 2004; SPU, 2008). For example, the inclusion of spirituality is only noted i
half of the aforementioned definitions (ECU; Linville et al.; SPU). Moreovétherea
standardized curriculum, nor a level of certification or a specific set oVarteons
characterizes the preparation of MedFTs. Some argue that supervising a iMedrR&dical

setting requires a different theoretical lens and skill set (Edwardsté& s, 2006; Gawinski,
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Edwards, & Speice, 1999). If students are not being trained to integrate knowledgaciice pr
differently in healthcare settings, their likelihood for clinical and prodess may diminish.

As it stands currently, clinicians may call themselves a MedFT regardf their level of
training. For example, a graduate of a week-long institute at the Utyvef&ochester may call
him or herself a MedFT, as would a master’s student from the University of 8go, Dut their
level of training and how they view their qualifications may be vastly differante@tly, there
are seven training programs in the United States and they vary from a thiastidate to a
doctoral program (ECU, 2006; MUSM, 2004; Nova Southeastern University [NSU], 2007,
Rolland & Walsh, 2005; SPU, 2006; University of Nebraska Medical Center [UNMC], 2008;
University of Rochester Medical Center [URMC], 2008; University of Saig®je/SD], 2008).
These training programs differ in length as well as in curriculum. To datadividual or
professional organization has identified a core set of skills that MedFTs shoulopdeve
competency before beginning to practice independently.

As Liddle, Breunlin, and Schwartz (1988) illustrated for marriage and fahehapy,
MedFT may be viewed differently by different professionals, for examplenayesee it as a
profession requiring specific credentials or as a body of knowledge bkt more in the public
domain from which a variety of other professions may use to supplement their work. MedFT
sub-specialty in and of itself with a set of skills that, if deconstructed and utbeditrattention
to structure, process, interaction, and culture, may be less effective (Andesko2@28). The
guestion of which category MedFT falls into, body of knowledge, orientation, or porfekas
ramifications for how the practice of MedFT is regulated, accredited, amélifg incorporated
into the healthcare system. As the interest in MedFT has grown steadityystdée able to

concretely define its boundaries, foundational theory, common interventions, evolaton, a
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identify professional preparation competencies and standards. It will alsgpbeant that
MedFTs know how to enter and be sustainable in primary, secondary, and ter@asgttiags
according to the three world view which requires us to consider the operational shictve,
and clinical worlds when making changes in the healthcare system and(Pekty& Heinrich,
1995). And finally, at the base of these changes, is the need for evidence-basel tiegea
demonstrates the utility and necessity for MedFT to be involved at all levels ofltiechee
system.
Plan for Proposed Study

The aim of this proposed study is to survey those with expertise in Medicdy Fam
Therapy for the purpose of developing an agreed upon definition of MedFT, its currentfscope o
practice, and training curriculum through a modified Delphi study (Dalkey, 18vajdition to
seeking a definition and scope of practice, participants will also be askedsdycMedFT as a
profession, orientation, treatment method, or body of knowledge (Liddle, 1988). To examine the
utility of MedFT, panelists will be asked what they perceive MedFTs mahealthcare to be. To
begin to clarify the definition of MedFT, panelists will consider how MedFTerdifom other
mental health professionals, and the unique skills needed to practice within this@galyspe
Responses to the aforementioned questions will assist in evaluating the catecot BtedFT
and constructing a definition from which future MedFT education, clinical pecid research
can be launched.

The Delphi survey method is designed to bring together experts within a pafteldla
for the purpose of gathering data about that discipline. A panel of participamtsxpertise in
MedFT will be recruited. They will be asked to complete two rounds of Delphi questeEsina

via an online survey tool. Potential panelists will be emailed a link to the stadytere they
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will first complete an informed consent, a demographics questionnaire and tiest thelphi
guestionnaire (DQ I). The DQ I will include eight open-ended questions. The resgorikose
guestions will be aggregated and returned to each panelist for them to rate orvahsodde
indicating their level of importance and only those that fit within specificsstatl parameters
will be included.

This study is critical to MedFT academicians, clinicians, supervisdrslass, and policy
makers. The study will provide academicians with an understanding of the knowheldsjalks
that should be included in the core curriculum. The results of this study will also help
academicians and budding MedFT clinicians know where to focus their restealiels and
clinical work. It will provide already practicing MedFTs with a moreeasitie identity and this
cohesive identity may translate into the formal development of MedFT perhifypssvawn
division in the American Association of Marriage and Family Therapy (AAMBAMFT’s
code of ethics, academic accreditation process, billing and reimbursementacatksensure.
With the results of this study, supervisors and educators will have a bettertamndieis of how
to teach and mentor those MedFTs already practicing in the field, providing therwowdrete
recommendations rooted in research about their unique value, skills, and professioicibdist
Healthcare policy makers of all backgrounds will likely benefit from aremsed understanding
of the importance of collaboration throughout the system, making changesrtéit et only
the patients but healthcare providers as well.

Upon graduating from various training programs, MedFTs can seek employment in a
wide variety of practice settings. While it seems that a significantiatof the focus of those
working, researching, and practicing MedFT has been on primary careticulpa family

medicine (e.qg., Brucker et al., 2005; Burgess-Manning, 2007; Edwards & Patterson, 2006),
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others have written about healthcare specialty and sub-specialty serveresMedFTs are

making a positive impact on patient and system outcomes (Anderson et al., 2008; Doherty, 2007;
McDaniel, Hepworth, & Doherty, 1992b; Robinson, Barnacle, Pretorius, & Paulman, 2004).

With a rapid expansion in the interest in MedFT has come the need to conduct research
illustrating the effectiveness and efficacy of MedFT (Linville et2007). However, MedFT,

due to its systemic focus, faces some of the same measurable outcoerggebalk its parent

field, Marriage and Family Therapy (Kazak, 2002). However, without measurabtaeg and

widely recognized descriptives, advocating for the hiring, billing, and reinvergeof MedFT

in healthcare settings, as well as making changes at the policy and &atnmeisevels,

(Kessler, 2008) will remain a challenge.

Review of the Literature

Many people in the western world seem to have awakened to the idea of the mind-body
connection, in particular how the mind can help heal the body. George Engel's (1977)
groundbreaking biopsychosocial model challenged us to think about healthcare frosti@a holi
perspective. While Engel called for a merging of the biological, psycholpgiwhsocial
dimensions of care, the idea was initially met with some initial opposition.aVieelth
providers were leery of involving themselves with their clients’ biologicakissand most
biomedically-oriented physicians felt it was neither their role to be invaliddtheir patients’
mental health nor within their expertise to manage it (Seaburn et al., 1993). Howigéver
comprehensive training in systems theory, research, and application, the mdtitalibealine
of marriage and family therapy was well suited to begin to bridge the mindelbadg through

the development of a sub-specialty, Medical Family Therapy.
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In the early 1990s, Susan McDaniel, Jeri Hepworth and William Doherty (1992kdabe
those family therapists who specialized in integrating a biopsychosodialyatems perspective
as, “medical family therapists.” Over time an influx of researchénscians, training programs,
institutes, and organizations have endorsed medical family therapy (MedFT) aftpair
mission. The preponderance of literature recognizes MedFT as a fast growsjesigity
within its parent field of marriage and family therapy (MFT). Howewath advancements in
research, theory, and practice related to MedFT, the definition and scope akpnaetils
formalization.

Definitions of MedFT vary in the degree of inclusion of specific elementsacfipe. In
the seminal textyledical Family Therapy: A Biopsychosocial Approach to Families with Health
Problems(McDaniel et al., 1992a, p.2) defined MedFT as the, “biopsychosocial treatment of
individuals and families who are dealing with medical problems. As we conteetitlaMedFT
works from a biopsychosocial systems model and actively encourages coitabbediveen
therapists and other health professionals.” In a journal article introdM&dgT two years later,
the same group of authors (Doherty et al., 1994), defined it as a sub-speciattyhoftfarapy
in a more abbreviated way, “We propose that medical family therapy bringpsytinosocial
systems perspective to the treatment of individuals and their familiesspeptve that is
unavailable in any established area of psychotherapy” (p. 33). The authord va@aboration
as an essential strategy but did not include it in their 1994 definition. The defimfidtesdFT
offered by several professional preparation programs, including those asbodiatEast
Carolina University (ECU), Seattle Pacific (SPU), and Mercer Usitygralso differ. East

Carolina University, for example, included the component of spirituality:
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Medical family therapy offers a systemic, approach to psychother#pypatients and
families experiencing a medical illness, trauma, or disabilgythioretical foundation
and clinical expertise is based upon the field of family therapy. Mediélftherapists
address issues from a relational and systemic perspective through tpenaton of a
biopsychosocial-spiritual approach. (ECU, 2006, 13)
Similar to ECU, SPU (2006) framed MedFT as, “the interplay of all components oan[se
life and health ~ the biomedical, psychological, relational, and spiritual” ,(36Q8, 1) but did
not directly mention the influence of the family therapy field or systenmsythMercer
University specified MedFT as having a family therapy and collalver&ticus, but did not
include mention of spirituality or systems theory in their definition:
The Primary Mission of this program is to equip family therapists to work corlfydent
and collaboratively with physicians and other healthcare providers in addréssi
unique psychosocial problems of individuals, couples and families with acute and chronic
medically related concerns. (MUSM, 2004, 1)
In 2007, authors Linville et al. defined MedFT inclusively as an approach to healfiara a
biopsychosocial-spiritual perspective, informed by systems theory, spanrisg acvariety of
clinical settings where, “The patient’s interpersonal relationshigbelieved to play a key role,
and collaboration exists between the family therapist and other healthaetiggrers” (p. 86).
Along with varying definitions of MedFT, the question arises above whether or not
MedFT is considered a body of knowledge, a treatment method, an overall @ierdaa
separate profession. Will a clinician be able to practice and research Méxdr she is
simply utilizing a few MedFT techniques, or will MedFT become a professidnamiidentity of

its own? Liddle, Breunlin, and Schwartz (1988) first referenced this issue gétdre family
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therapy. They asserted that family therapy is often seen through eaels®fdnses by different
groups of people. The differences in these lenses may affect the typgémndfdeaining a
student receives in family therapy and therefore those individuals ciéngselves family
therapists may be more different than alike.

Current definitions of MedFT (ECU, 2006; SPU, 2008; MUSM, 2004) are broadly
similar with differences in their use of terms such as biopsychosocial, bims®aal-spiritual,
collaboration, systems theory, family therapy, and healthcare. One mightqlsdlzat these
different institutions view MedFT through Liddle, Breunlin, and Schwartz’s (198&ydrft
lenses, resulting in different perspectives on the professional training nedumbine a
MedFT. As a result, students are enrolling in training programs with thersames but may not
be leaving with the same skills and foundational knowledge. Deconstructing theitiaéore
conceptualizations included in the aforementioned definitions is critical to tenldirsy the
professional preparation programs’ intentions.

Theoretical Conceptualizationdmong MedFTs, recognizing the connection among the
biological, psychological, and social systems appears to be central. Enged #rat linear
thinking in healthcare had become so ingrained in our culture that it has reached the dogm
status (1977). Providers worked primarily to identify organic causes for ilByasseminimized
or did not consider the influences of psychosocial variables. Concern about psychosocial
influences is critical in healthcare provision, as MedFTs Doherty et al. (198=hed, “all
human problems are biopsychosocial systems problems. There are no psychadaeiaispr
without biological features, and there are no biomedical problems without psychésaltciees”

(1994, p. 34).
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In the early 1980s, Engel’s biopsychosocial model was incorporated into the training of
family physicians. As McDaniel et al. (1992a) noted, texts sutdaking with the Family in
Primary Care(Christie-Seely, 1984 he Family in Medical Practice: A Family Systems Primer
(Crouch & Roberts, 1987amily Therapy and Family Medicine: Towards the Primary Care of
Families(Doherty & Baird, 1983), anBamily-oriented Primary Care: A Manual for Medical
Providers(McDaniel, Campbell, & Seaburn, 1990) served as resources for this trainiting At
same time, Doherty et al. (1994) challenged therapists to step back and consedefa€tis on
the psychosocial was just as myopic as those who adhered strictly to the balmpadidigm.

While other disciplines have incorporated the idea of a biopsychosocial persgective
was MedFTs who uniquely combined it with systems theory. Von Bertalanffy, a siplogi
introduced the idea of General Systems Theory (GST), and defined being able &osysem
as more than the sum of its parts (1968). In addition to GST, anthropologist, sooiddtscie
linguist, and cyberneticist, Gregory Bateson, built on these concepts with mpti@ss of
circular causality (1979). He eschewed the idea of linearity and intrddineedea of examining
the interactions and the meanings behind the interactions to effect changasH radically
different perspective from that of the biomedical linear model where agpnolés identified
and a cause was determined. Both of these concepts, GST and circular caaseliggetwell
into MedFT where elements of the system do not exist solely with the patiensdut Hie
collaborative interactions between the patient and the healthcare systgratiémt and his/her
family, and between and among the healthcare providers themselves (Etuake?005).

MedFT is grounded in the research, theory, and application of collaborative rabdels
care (McDaniel et al., 1992a; Ruddy & McDaniel, 2003) that involve providers, gatient

families, and other members of influential larger systems. In realiptementation of
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collaboration typically has been multidisciplinary (different disciplinesking together) rather
than interdisciplinary (different disciplines involved in the work). Pioneering\hefzh
medicine scholars, MedFTs, and family medicine physicians argued that irctaat the
whole person they must encourage the different disciplines to engage in mpliithsgiefforts
(Blount, 1998; Doherty, McDaniel, & Baird, 1996; McDaniel et al.; Patterson et al, 2002.;
Seaburn & Lorenz et al., 1996).

Collaboration can mean different things to different providers as thereilisaasstuggle
to reach an agreed upon definition of this practice strategy (Blount, 1998; Blount, 2003; Todahl,
Linville, Smith, Barnes, & Miller, 2006). However, researchers have shown thatberief
collaboration when the goal among providers is to strategize and communicate éofbehal
improved patient care (Todahl et al.). While providers have used the biopsychosocialonodel t
treat the whole person, and systems thinking to address the interrelated systéved,
collaboration helps marry these two concepts and has become foundational for tbe pfact
MedFT.

Lastly, MedFTs theoretical aim has been to improve patients’ overall healthc
experiences through their contributions toward two overarching goals: encousggimzy and
communion (McDaniel et al., 1992a; Seaburn & Lorenz et al., 1996). Agency is a concept
originated by Bakan (1969) that, when applied in a healthcare setting, refersiemtispat
personal choices in dealing with illness and the healthcare system (Mc8taai¢l Communion
is defined as a uniting of people including both familial and community support that can
surround a patient during their illness (McDaniel et al.). Seaburn and Lordneeét@nced
various ways that clinicians can incorporate agency and communion into thecgwacti

including helping patients and families determine the areas where theyhbawest influence
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in their healthcare and helping families better communicate across gameediout illness. In
the practice of MedFT both of these concepts help the clinician empower patitks an
active role in their healing process.

Integrating Mental Health in Biomedical Settings

Since its inception in the late 1980s (Ruddy & McDaniel, 2003), MedFT has been
practiced and studied largely in academic settings (Doherty, 2007). Theduelipt MedFT
was Family Medicine (McDaniel et al., 1992a), where the family wadily acknowledged as
part of the patient system. McDaniel et al. observed that MedFT has since expamo#ukint
primary, secondary, and tertiary care settings. Today MedFTs practoside diversity of
healthcare settings (Patterson et al., 2002).

The advancements that other mental health disciplines have made in the heealthcar
context have been helpful to MedFTs in practice strategies as well ascahgupport.
Psychologists, for example, have worked in medical settings since the 1950sgstiadympact
of psychosocial issues on physical health. They have made exceptional contritoutiens
literature in areas such as smoking cessation, depression, anxiety, and thenicepafrthe
physician-patient relationship (Callahan, 1997). However, psychologists and Mdd€r in
that psychologists traditionally are not trained to practice from dyfaystems perspective, and
are limited in their experience of working concurrently with more than ongyfaramber in the
room (Linville et al., 2007).

Social Work has a long history in the medical field. With the first social workig@osn
the United States in 1905, social workers have become integral to healthcare m@wigion in
medical settings (Beder, 2006). Social workers in a medical context oftentgthelp patients

be viewed in the context of a larger social system, including the family, setvabrk, and
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governmental policy (Cowles, 2000; Gehlert & Brown, 2006). However, managed céradhas
strong impact on the tasks of medical social workers, including an increase prithary roles
as discharge planners as well as case managers and utilization reyedar; Gehlert &
Brown). With discharge planning as one of their primary roles, medical scmikérg differ

from MedFTs in that MedFTs’ primary purpose and training when working with patgent
typically to provide therapy and work collaboratively with patients’ faasiind their healthcare
providers.

Interestingly, the first social worker was actually trained as aer(@sder, 2006), which
is another profession that has studied the connection between the psychosocial andlbiologica
dimensions of health. Psychiatric nurses are specifically trained tosadbdeegap and
relationship between the mind and the body. According to the American Psydliases
Association website (n.d.) there are two levels of psychiatric nursinghanmvolves registered
nurses working with patients, families, and communities to address menthlresds and
nurse practitioners with graduate degrees who serve to, “assess, diagnose} amtividuals or
families with psychiatric problems/disorders or the potential for such disor@d®NA, about
PMHNSs, 11). Roles for psychiatric mental health nurse practitioners (PMfPaccording to
setting and differ based on the needs of the population and the area served (WHhiedler,&
2004). PMHNPs work in a variety of settings including hospitals, outpatient ment heal
settings, long-term care placements, and primary care offices (&Vig&eklaber). PMHNPs are
able to prescribe medications and sometimes act in lieu of a psychiatrist. lHoageet2004,
few educational programs provide nurses with training in psychotherapy (\W&deéber).

This lack of training in therapy for PMHNPs is a key difference betweaensit@pe of practice

and that of MedFTs.
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The American Counseling Association (ACA) currently stands as the Icasgiation
for professional counselors and counselor educators with its own code of ethicy ngueatitd
in 2005 (ACA, 2008). Counseling draws from the field of education, where most of their training
programs are housed, and despite the apparent conflicted history between theseaplhmedi
(Hanna & Bemak, 1997). In a recent review of literature, interviews witioiseounseling
professionals revealed a desire to focus on normal and healthy developneeing steay from
pathologizing clients and moving toward including preventative care (Gale 8nAR803).

Based on their close connections to the fields of education and psychology, counselarscapp
lack experience and training in providing systems theory and working with gadighfamilies
experiencing health crises.

Pastoral Counseling, with its emphasis on spirituality, is a professiongtalesin
healthcare settings. The American Association of Pastoral CounseAif)Athe organization
through which pastoral counselors receive certification, has been in existerrc&366c
Standards for certification include a minimum of a master’s level thealogiblical studies, or
pastoral counseling degree, endorsement for ministry by a religious body] as @&b hours of
pastoral counseling and 125 hours of supervision (AAPC, 2008). Pastoral counselors aim to
work with individuals, couples, and families to combine psychotherapy and spirgaafces.
While spirituality is declared by some training programs to be part of thetide of MedFT,
the inclusion of this element has yet to be clarified. However it does not appedeaithiag in
working alongside healthcare professionals, or in systems theoryiisad pastoral counseling
education.

Mental health practitioners from a variety of disciplines have long workeddicate

settings, but despite this history, the biomedical and psychosocial worlds havgegedistinct.
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Professions such as nursing, health psychology and medical social work have mush to off
patients as members of healthcare teams. The difference among thesdenesdtit professions
and MedFT, however lies in the systems theory foundation and the clinical trainuogkt
simultaneously with multiple healthcare systems, all of which MedFTs/ee@ianville et al.,
2007; McDaniel et al., 1992a). However, there are exceptions to what is noted above and there
are professionals from disciplines other than MedFT who practice fromesrsystiented
perspective. Dr. Susan McDaniel, family psychologist and co-author of thergart in MedFT
exemplifies the incorporation of a systems orientation in professional pradtisantention of
this review is not to create a hierarchy among mental health providers hutittatd the unique
strengths of MedFTs for the purpose of defining and describing this rapidlgiageub-
specialty.
Growth of Medical Family Therapy

Beginning largely in primary care (McDaniel et al., 1992a), the scope of Meal$
broadened to include working within secondary and tertiary inpatient and outpatieigsssaich
as psychiatry, hospice care, families with chronic illness, oncology, wornealth,
rheumatology, and infertility (McDaniel & Hepworth, 1992; SPU). In a readidle, MedFT
pioneer Bill Doherty (2007) called for family therapists to be more involved imatdr@althcare
issues such as: obesity, diabetes mellitus type Il, Alzheimer’s, elifd-oare and genetics.
Doherty stated that obesity and diabetes are two conditions that can be effetiprelved with
behavioral modification, in which MedFTs can be helpful. Doherty also assertsed&fsl can
be helpful with this families by exploring the inner workings of the familyesys that maintain
these harmful behavioral patterns. Alzheimer’s and end-of-life carenptesmendous strain on

the family in terms of caregiving. As baby boomers age, Doherty predictedraase in
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families coping with these conditions. Both situations heighten emotions, and Madlsle
to help families successfully navigate these emotions. Additionally, gemetmnseling is a
relatively unchartered territory where MedFTs may be effective pirigefamilies navigate
potentially painful situations (Miller, McDaniel, Rolland, & Fleetham, 2006; Rdll&
Williams, 2005; Smith & Harkness, 2003). With genetic counseling, families wiltrhbedawith
knowledge about an illness before the illness itself occurs, and potentially eveanthefbaby
is born. MedFTs are trained to help the patient cope with the results of gestaim, t&s well as
the ramifications of the diagnosis on the rest of the family system.

While there seems to be more reports of MedFTs practicing clinidadise has also been
a growth in MedFT academic literature. Since the emergence of three pabsda 1992
regarding MedFT (Bell, Wright, & Watson, 1992; McDaniel et al., 1992a; McDain&tl, e
1992b), the presence of MedFT in the literature has increased. In seekingrtorcetee
number of MedFT-focused articles and other publications, a literature sems@omnducted
using several databases. Academic Search Premier, ProQuest, PsgahalajBehavioral
Sciences, PubMed, Psycinfo, PsycArticles and EBSCO were searched usamghthévtedical
Family Therapy” and inclusive of all years. Quotations were placed arouptiriéige “Medical
Family Therapy” and it was searched through use of the “all text” functi@ubec¢he authors
were specifically interested in publications that referenced thatydartjghrase. The search
criteria was limited to those articles with MedFT in the title or alostAdditionally, through a
manual search, earlier articles were found that were included in a desigmated ad-amily
Systems Medicinentitled, “Medical Family Therapy Casebook.” There were severales that
mentioned MedFT in the discussion or reference list, however these did not fitritteséaria.

Also excluded were articles that included aspects of MedFT but did not sglcifgsathe term
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MedFT. A total of 62 articles fit the search criteria and the number of publicaiongar are
illustrated in Figure 1 (Appendix A).

The growth of MedFTs assuming positions in healthcare contexts can be examined i
several different ways. While clinicians were already practiaitpe field in the late 1980s
(Ruddy & McDaniel, 2003), in the early 1990s authors introduced the concept of MedFT
(Doherty et al., 1994). They debated its naming and contributions to healthcaret @gI1992;
Czauderna & Tomson, 1994; Lask, 1994). Some contended that the title “Medical Family
Therapy” was dismissive of the contributions of other professions such as nursingiahd so
work and served to potentially further isolate the professions rather thandcstiese of
collaboration (Bell et al.). Other authors questioned the idea that MedFT wascamspt as it
had been practiced in the United Kingdom prior to being formerly named as MedFT (@zaude
& Tomson; Lask). McDaniel et al's primer tekedical Family Therapyvas published in 1992.
A written review of it followed one year later in the journalalolescencéAnonymous, 1993)
as well as in the journal éfamilies, Systems, Medici{®hapiro, 1993). The reviews indicated
that MedFT would be helpful in working toward caring for patients in a more perswhal a
holistic manner. Since that time, authors and researchers have applied MedRictimsa
variety of settings and with a variety of illnesses and disabilities.

The clinical application of MedFT with infertility issues was one of thikesa published
in academic journals (McDaniel et al., 1992b). Its authors (McDaniel et al., 18188ajyrote the
first textbook for MedFT. Another first was the increasing prevalencdiolegrin a section of
the journalFamilies Systems Medicineeflamed later asamilies, Systems and Healtlihis
section was entitledviedical Family Therapy Casebo@&ohen, 1995, Gellerstedt & Mauksch,

1993; Knishkowy, 1998; Leahy, Galbreath, Powell, & Shinn, 1994; Rudd, Farley, Nymberg, &
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Hayden, 1994; Weiner & Lorenz, 1994; Weiss & Hepworth, 1993). Articles in this special
section included case studies of particular patient conditions such as multgolegbity

disorder (Rudd et al.), neurologic impairments (Gellerstedt & Mauksch), gatnari (Cohen),
as well as challenging cases (Knishkowy), and lessons in integration aatabcation of
services (Weiner & Lorenz). Soon thereafter, authors from MedFT and otbiptidess began
publishing case examples (Streicher, 1995) as well as using MedFT hsigueqRagaisis,
1996). The literature landscape was soon dotted with articles on how to implement MedFT
programs and develop cross training experiences with medical professkbaukisgss &
Nofziger, 1998; Yeager et al., 1999).

In the early 2000s, the MedFT literature began to include theoretical perspective
practice and more examples of clinical success. Case studies remaiakd (MdpDaniel et al.,
2001) and MedFT techniques were developed during this time to assist families in thei
navigation of difficult decisions such as advance-care planning (Wissow, Hutton s&2082).
In 2003,Feminist Perspectives in Medical Family Therapgs published jointly as a book and
as a volume in th@ournal of Feminist Family Therapin this publication, several authors used
the term “Medical Family Therapy” in their title or abstract (B Lieser, Taratua, & Fox,
2003; Dankoski, Pais, Zoppi, & Kramer, 2003; Edwards & Patterson, 2003; Hertlein, 2003; Pratt,
2003; Prouty Lyness, 2003; Smith-Lamson & Hodgson, 2003). This compilation of journal
articles signified an increasing interest in MedFT as there have ganddur book reviews
(Burge, 2005; Degges-White, 2005; Oberman, 2006; Rosenberg, 20B&)nimist Perspectives
in Medical Family Therapy.

As the decade progressed, practitioners from a variety of healthossions, such as

family medicine, psychiatry, osteopathy, and marriage and family thenegog interested in the
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practical application of MedFT. Programs, healthcare interventions, anchtli
recommendations related to MedFT were demonstrated for diseases sutiet@s dia
(Munshower, 2004, Robinson et al., 2004), fioromyalgia (Preece & Sandberg, 2005),
somatoform and chronic fatigue syndrome (Szyndler, Towns, Hoffman, & Bennett, 2003),
cancer (Burwell, Brucker, & Shields, 2006; Dankoski & Pais, 2007). Submissions for the
Medical Family Therapy casebook continued (Candib & Stovall, 2002; Clabby &ftlgwa
2007; Munshower; Navon, 2005, Schirmer & Le, 2002; Thomasgard, Boreman, & Metz, 2004).
While interest had increased in the clinical world, the literature allxted a continued interest
in the conceptualization and furthering of the sub-specialty of MedFT as a.whol

In the mid 2000’s information about MedFT was gaining international interesk{C
Darzens, 2005; Kojima, 2006; Pereira & Smith, 2006; Wirtberg, 2005). As this international
interest grew, training opportunities in the U.S. advanced with the initiation oémsaetd
doctoral-level MedFT internships (Brucker et al., 2005; Grauf-Grounds & §e2@06) and an
articulation of the specific supervisory needs for MedFT trainees (Ed&daPasterson, 2006).
Interviews with MedFT pioneers, Bill Doherty (Jencius, 2004) and Jo Ellen stattéBurgess-
Manning, 2007) documented some of the history of MedFT as well as the passion shared by
these experts. A 2007 article on MedFT decried the paucity of research on the Géldatiye
(Linville et al.). In the year in which the present study was conducted (2008) ficlesarelated
to MedFT were published (Anderson et al., 2008; Burwell, Templeton, Kennedy, ZaksHunter
2008; Heru & Berman, 2008; Willerton, Dankoski, & Martir, 2008). These authors addressed a
range of topics from the value of MedFT for the Latino population (Willertoh)et@feminist
informed MedFT model for patients with breast cancer (Burwell et alwye#l as an article

(Anderson et al.) and commentary (Heru & Berman) on that article raegatrdt usage of
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MedFT in an inpatient psychiatric setting. While the above articles wéterwand published
with a MedFT focus, there has yet to be an efficacy study conducted (Litvallg.

The MedFT literature base has evolved over the last decade. From casetsttede
books, journal articles, book reviews, and expert interviews with MedFT pioneersbthe s
specialty of MedFT has seen a positive progression towards inclusion in tiedealt
community. MedFT continues its trajectory toward the acquisition of evidence-bdaged da
however, this cannot be done until MedFT professionals immersed in the field reackbresasens
on its definition (Linville et al., 2007) and scope of practice. Perhaps understandifg feoh
the perspective of professionals in the field warrants exploring practiti@m@ng currently
received in institutes, workshops, and degree programs worldwide.

Medical Family Therapy Training

Professional Degrees and Certificatiodg.the time of the present study, there were
seven professional MedFT preparation programs in the United States including @mal doct
degree, one master’s degree with an emphasis in MedFT, and five programs that offe
certificates. In addition to these seven programs, the University of MeHragoln (UNL), was
in the planning stages to launch its doctoral program in MedFT in the fall of 2009 (R. J.
Bischoff, personal communication, October 24, 2008). East Carolina University lduhehe
first MedFT doctoral program in fall 2005 (ECU, 2006) with a focus on researchrdbge
supervision, and clinical skills. In this program, students gained clinical erperby means of
practicum sites located in a variety of medical settings (inpatient pégcHamily medicine,
community health). Examples of courses included lliness and Disability Attr@$sfespan,
Family Therapy Supervision Methods and Practice, Advanced Research artSt&ender

and Ethnicity in Medical Family Therapy, and Advanced Theories in MedFT. S$sualsn
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chose 12 elective and cognate classes that were tailored to complement anthiirthe
individual interests in MedFT. They were expected to complete a minimum of a nine mont
internship in a medical environment and a dissertation that advanced the subysplecialt
MedFT. At the time of this study, ECU offered the only MedFT doctoral prograne indtion.
Five other academic preparation programs offered a post-graduate aedjiggaduate
certificate and the second doctoral program was set to be launched in the fall of 2809 at
report.

The University of San Diego offered a master’s degree in MFT with an optiopdlasis
in MedFT. The program (USD, 2008) recognized the growing interest in MedRheand
connection between the mind and body. The program had several MedFT traininggkitBag
Pediatrics and Adolescent Medicine, University of California San Diegoly&fedicine, and
Reproductive Medicine. Courses offered through the program that focused on Medig&dncl
“Family, Systems, Health” and “Psychopharmacology and the Brain.”

Three of the five institutions offering certificates of study, Se&#cific University
(SPU), Mercer University, and the University of Nebraska, named thecedet MedFT,
however, two institutions chose to name it differently. Nova Southeastern Unyi\gefNiSU)
certificate was “Family Systems Healthcare” (NSU, 2007), and Thea@di€Center for Family
Health offered a certificate in, “Families, lliness, & Collaboratiealthcare” (Rolland &
Walsh, 2005).

The five certificate programs shared the foundational underpinnings of working with
families dealing with illness from a systems perspective; howeebraso had characteristics
that made it unique. For example, a large focus for SPU’s MedFT ceetificagram was

integrated care with a foundation in spirituality and faith practice (SPU, 2006)ses at SPU
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included psychopharmacology, spirituality and beliefs, MedFT, MedFT clinicetiquen,
supervision, and a 12 month internship placement providing psychosocial care withina multi
disciplinary healthcare team to families and individuals with an illness.

The certificate program at Mercer University School of Medicine (M) %/sls a post-
master’s certificate in MedFT and Pediatric Family Therapy §¥1)2004). Mercer’s program
addressed training from two different focal points, the therapist and the burgeociiog @beir
aims included training marriage and family therapists (MFTs) to suctlggsfovide mental
healthcare in both medical and non-medical settings, as well as trainingahstadents to
conceptualize the patient and his/her illness within a broader social and ¢antiéxt and also
to facilitate and improve the relationship between provider and patient.

The certificate program at University of Nebraska was offered thrawgiiaborative
initiative between the Department of Child, Youth, and Family Studies at Univefsity
Nebraska-Lincoln and the University of Nebraska Medical Center’s Depatrivh Family
Medicine (UNMC, 2008). No admission requirements regarding prior therapyiexqer
existed. Graduate students in any allied health profession who desired trainiedri Mere
allowed to enroll in the program. As stated earlier, both the Chicago Centenfily Raalth
(Rolland & Walsh, 2005) and NSU (NSU, 2007) provided training similar to MedFT, alitleit w
different certificate titles. The education offered at Chicago had agstgmtemic focus on
family resilience in coping with illness and disability. Trainees at thedgloi institute were
taught to:

think contextually in a family-oriented, resilience-based systemicalvayt

healthcare problems; (b) competently convene couples and families fattabos and

assessment; (c) provide psychoeducation and brief three-four sessoeninders; and
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(d) know when a referral for more intensive family therapy would be appmpriat

(Rolland & Walsh, 2005, p. 290)

The intensive advanced certificate was offered at two different levetsee and two year track.
Both tracks involved training in foundational coursework regarding therapy withesm
couples, children, and coursework directly related to families dealinglimi¢ss, disability, and
death. However, the two year program offered an additional year for a studetddt the track
of “Families, lliness, & Collaborative Healthcare.”

Nova Southeastern’s certificate program was for those who alreadynhaster’'s degree
in their professional field and desired further training in family systemthbaee. The
department also offered a specialized track in Family Systems Health¢heir Family
Therapy doctoral program (NSU, 2007). Students were taught how the family amdlthedre
system could come together to provide the best care possible. Patients’ heailticlevatood
using a biopsychosocial model, and students were also instructed on ways to succeed in the
medical environment. Students also engaged in two clinical practicum expsriemeedical
settings. Training included an examination of the business aspects of thedneafstem in
order to provide students a more complete picture of the field in which they would be working

Internships and Fellowshipat the time of the present study, internships were an
essential part of preparation in MFT and MedFT at the graduate llergdby immersion in the
culture that students learn how the biomedical context is different thanteotraldnental health
context, how to interact and effectively collaborate with other healthcare gioyfals, and how
to speak the language of collaboration (Seaburnet al., 194@6FT internships and post-
doctoral training took place in a variety of institutions. The availability ofiBp@aternships

created by various training programs changed from year to year. In 200keBetial.
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published an article outlining seven MedFT doctoral-level internships. Sevehnakef t
internships were still active in 2008; but some of the conditions of the internships and
availability had changed. Because of the flux of these opportunities, publishirnbaarseve list
here was not warranted. However, the opportunities for master’'s and doctorakperetreces
in MedFT were increasing in availability at the time of the present stutw of the primary
ones are discussed below.

The University of Rochester, arguably the home of MedFT, offered a doeteeél |
internship in the department of Family Medicine (Seaburn & Lorenz et al., 1996)ntStérden
institutions across the country were encouraged to apply for placement in tiyedinaf their
MFT doctoral program. They worked with a team of primary care healtpoafiessionals who
worked with patients diagnosed with a wide range of physical and mental healdnmsobhey
were provided opportunities to experience the difference between the medical aalchemaitt
cultures, and to develop an ability to collaborate effectively (Seaburn et al., C2B8)
internship sites where family therapy interns were successfullypocded into the
Departments of Family Medicine have included the University of Connectiepwbtth,
Gavazzi, Adlin, & Miller, 1988pand theDartmouth Family Practice Residency at Concord
Hospital in New Hampshire (Bill Gunn, personal communication, April 20, 2008).

The Chicago Center for Family Health (CCFH, 2007) affiliated with thigéssity of
Chicago, offered a fellowship for marriage and family therapy doctardésts, as well as
doctoral students in other mental health professions. It provided the opportunity to work wit
families who were dealing with chronic or life-threatening illness bdiga or loss in a variety
of settings and client constellations. The core components of Chicago’sesaitiiess, and

Collaborative Healthcare model included a focus on the family through a normadive
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resiliency based lens, collaborating with the family, as well as exagniihe impact of the
illness on the family through a developmental perspective. Collaboration withhetiléhcare
providers was viewed as essential to the work being done with families. CG¥kldotburses
that were open to the public, including those addressing children, adolescents, arsl couple
therapy, with a specific focus on families, illness, and disability.

The University of Nebraska offered both a master’s level and doctoral levekimzin
MedFT (UNMC, 2008) focused on collaborative care and the biopsychosocial famiipsyste
model. Internships associated with the University of Nebraska’s Departniesutndiy
Medicine, enabled students to work with a diversity of families and a wide varipatieht
diagnoses. While clinical work with families and other healthcare team memvbs a central
focus of the internship associated with the program, opportunities also existediémtstto
conduct research.

Seattle Pacific University (SPU) also successfully partnered agtd physicians and
physician groups to place students in outpatient medical sites (Grauf-Grounter&, 2806).
SPU tailored internships toward students’ interests, including medical l§peca well as
general primary care (Grauf-Grounds & Sellers). SPU had created aaithasdisnternships
since the inception of its program in 2000. While some students were hired at intettieship si
post-graduation, thus creating the need for new internship sites, the hiringeosthdents
reflected the need for and recognition of the value of MedFT in a healthttarg.se

Institutes By definition, institutes are brief intensive training programs offered i
specific field of study. In 2008 there were two such institutes offered ineldecfi MedFT. The
University of Rochester Medical Center (URMC) has offered a sumntéuiador MedFT 15

consecutive years (URMC, 2008). The “Medical Family Therapy Intensras’a week-long
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session with a focus on educating healthcare professionals about the connection between
healthcare and mental health, and the role of collaboration in that process. In addition, the
Chicago Center for Family Health (CCFH) offered a three day sunmstguie (CCFH, 2003)
focused on training professionals and healthcare providers how to effectivetyasdies
coping with chronic illness, loss, and other health related problems.

Summaryln 2008, the various degrees and training opportunities in MedFT, including
internships, varied in duration, scope, and credentials earned. Several understisig fac
characterize these programs. The practicum sites included in the sageingrally involved the
placement of MedFTs within a family medicine, primary care, or spg&atting where they
learn to function within a medical culture. Coursework tended to focus on therapy wiliedam
affected by chronic illness, trauma, disability, or loss and was informed lbpsybhosocial
perspective. A theme of collaboration with healthcare professionals anig$ashefined a
majority of the programs. Programs differed on the inclusion of specifiertgaioci such as
spirituality, psychopharmacology, and family resiliency, but shared a view @FMas a
biopsychosocial, collaborative effort within a variety of medical settingbeEome more
clearly defined as a sub-specialty or emerging profession, programs muastobegarly define
the key elements of MedFT and determine if each program is working towararnad/ksdFT
goals. As MedFTs increasingly provide care in the workplace and healthcam syss
important for them to be able to articulate the theoretical foundation, slaiteng, and
evidence to support the profession and be able to more effectively collabdhatieewipatients,
families, and other providers.

Fundamental Skills in MedFT
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In order to function effectively in a healthcare context, MedFTs must learnitgatey
the differences in medical and mental health culture such as diagnosis procst$ss,log
confidentiality, language, as well as honing and extending their relafosishs to include
working with all providers in the larger system. As of 2008, MedFTs appeared teerspecific
training in collaborating with providers, patients, and individuals within thergatisocial
context (McDaniel et al., 1992a; Patterson et al., 2002). However, before MedTed to
interact in a medical environment, they tend to be trained to differentiate betveemedical
and the mental health context. It is through this training and increased undegsthatiMedFT
aims to foster respect for the medical culture. Only with respect fahbagg providers and
awareness can a MedFT successfully assimilate into a medicakauttiisetting (Patterson et
al.).

Cultural DifferencesThe culture and environment of the medical workplace setting is
unique. Medical cultures differ to some degree depending on the specialtys@rageal.,
2002). MedFTs are often trained to respect the inherent differences imadmedical and
psychotherapy cultures. Many accommodations must be made on the part of tHeiiviaadF
effort to assimilate into the medical culture (Bischof et al., 2003). Diffeseinciaeoretical
focus, confidentiality, language, schedule availability, and such logisticysiegtreatment
space are apparent as mental health providers begin to immerse themsebaisahsattings
(Edwards & Patterson, 2006; Patterson et al., 2002). With their training, howeverMedR{s
are prepared to understand and navigate those differences as soon as they begjnnarki
medical context.

At the foundation of understanding differences in medical and mental health aulture

demonstrating respect for both the patient and the contributions of mental health anddailomedi
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providers (Seaburn & Lorenz et al., 1996). Mental health professionals practi@itgout
healthcare systems may not understand medical culture with its focug argereductionistic
pathocentric approach. Systems trained mental health providers look at a broadgrsteone
range of nonlinear possibilities (Alfuth & Barnard, 2000; Seaburn & Lorenz &esdhurn et al.,
1993). A MedFT working from the perspective of a family systems may understartidetieaare
multiple factors playing a role in the patient’s life, whereas providerkimgpfrom a biomedical
primarily paradigm tends to focus on, identify and extract the source of heaitemps (Alfuth
& Bernard; McDaniel, Campbell, & Seaburn., 1995; McDaniel et al., 1992a; Seaburn et al
1993). Additionally, in discussing a patient’s case, a physician may focus on tbe gbtire
physical health problem while the mental health provider may focus on thengyfetors
involved in the iliness (Alfuth & Bernard). However, many MedFTs are preparednagea
differences successfully and can work with providers to construct modelsaifarallion that
include everyone working together in the holistic treatment of the patient.

Differences also exist in the resources that inform mental health proadeémphysicians
conceptualization of a patient’'s case. When discussing the process of a psitigatien and the
relational dynamics, mental health providers are apt to rely on elementaitbn and
experience to begin to understand the dynamics involved (Patterson et al., 2002)akhgsn
largely to treat patients based on research studies and evidence basedti@sgprdelines
(Institute of Medicine, 2001); however, this kind of information is often not availabtédor
wide range and combination of mental health issues that medical and mental lovadigr pr
encounter (Patterson et al.). While best practice guidelines may notldg asailable for every
type of mental health need, MedFTs are often trained to utilize availablauliesta search for

evidence based support of their choice of interventions, screening tools, and models of
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collaboration (ECU, 2006). This difference in intuition and experience versus febased

practice could be a point of contention for the untrained mental health provider. Howewer, man
MedFTs are aware of and respect this difference. They can work to puliadipeotls of

resources together to create a best case scenario for the patient.

Patient ConfidentialityConfidentiality is an area that requires understanding, clarity, and
respect before a MedFT begins his/her work. For example, in the mediicey paysicians have
an ethical responsibility to treat their patients and do whatever is ngcessasure their health,
including open collaboration with all in house providers and staff and other specidbsist(B
1998; McDaniel et al., 1992a; Seaburn & Lorenz et al., 1996). However, mental health providers
have the ethic of confidentiality as one of the profession’s core values, in avhetease of
information is required to talk to anyone outside of the immediate therapéationghip. That
ethic of confidentiality is especially crucial to patients due to the stggtaahed to mental
health services (Patterson et al., 2002). MedFTs are typically trainedgatetthemselves into
the medical setting and become accustomed to a culture that permite tth@wref information
exchange between providers within that setting. True collaboration cannot take péssealinl
providers involved recognize the responsibility of patient confidentiality he&dl lmembers of
the healthcare team (Edwards & Patterson, 2006).

The Language of Medicin&/hile respect and understanding are key, MedFTs must also
understand important differences in the language used in the two cultures (EdviRatier&on,
2006; Seaburn & Lorenz et al., 1996; Seaburn et al., 1993). Most MedFTs are trained to become
familiar with and use the language and abbreviations of medicine (Bisclabff 2003;

McDaniel et al., 1992a; Patterson et al., 2002; Seaburn & Lorenz et al.). Diseesespipon

directions, and other medical notes are often shortened and like all healthcarerprdiedETs
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are trained to understand this medical terminology. MedFTs also need to play aamtmbe
in translating mental health language into one that a medical professional whtrasneat in
systems thinking and psychotherapy theories can understand. Mental health proetkerg in
traditional settings are not faced with the severe time constraints teneaiag physicians’
medical practice. The language used by therapists differs from that spokencalreetiings
that may seem like another language to those outside medical culture (i.ealezedliBischoff
et al.; Seaburn & Lorenz et al). In order to enhance communication, MedFVpiaadly trained
to avoid more abstract terminology such as enmeshment, and to use more concregte, famil
terms such as relationship stress. MedFTs aim to understand that tyihiegligust match the
biomedical provider’'s treatment pace. An ability to briefly and clearly summena patient’s
situation is critical to successful communication and collaboration in medreasetings
(Bischoff et al.).

Pace of PracticeThe differences in language between the medical and mental health
cultures also parallel the differences in the pace and daily schedufgighte mental health
practice and a medical practice. Physicians’ language and work pacéhas@did and quick,
and because they generally are at the top of the medical hierarchy, thkisegwath them
often are required to match their pace (McDaniel et al., 1992a). Understandingethe t
constraints of most medical providers and communicating accordingly deatesst@spect for
the medical context of the problem and the characteristics of the provider $4iaim &
Bernard, 2000). Length of appointment in medical settings, for example, diiergHat of
mental health settings (Alfuth & Bernard; McDaniel, Campbell, & Seaburn, 183@us &
Lorenz et al., 1996). Mental health professionals typically employ a 50-60enappbintment

schedule, with minimal overlap between appointments (Alfuth & Bernard; McDetregl,
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1992a; Seaburn & Lorenz et al.); while physicians, on the other hand, schedule nhdtiple s
appointments over the course of an hour (Alfuth & Bernard; McDaniel et dey$tat et al.,
2002; Seaburn & Lorenz et al.). Providers typically have tightly scheduledctinge
appointments, often booked into brief 10-15 minute slots (Patterson et al.). Researtésindica
that even when managing patients with a diagnosis of depression or anxiety, appsianae
brief, sometimes lasting no longer than 13 minutes (Callahan et al., 1998). In faeseareh
team recorded that the average family physician’s office vesitgad from 2 to 65 minutes with
a mean of 19.3 minutes (Flocke, Frank, & Wenger, 2001) while another study reported such
office visits ranging from 3 to 39 minutes with a mean of 13 minutes (Cole-Kelhgstak,
Campbell, & Flynn, 1998). Mental health professionals also protect the sanctity of the
therapeutic hour and interruptions are rare; interruptions are normative irahsadicgs
(Edwards & Patterson, 2006). When working with providers most MedFTs are trained to
anticipate and adapt to these time change differences and interruptions, and dliselop s
brief versus lengthy therapeutic consultations.

While there are noted differences between medical and mental healthssWNtatd-Ts
and medical providers share some commonalities. Both MedFTs and medical prawidiers c
a review of the patient’s various systems. For example, until the introductioa of t
biopsychosocial model (Engel, 1977; 1980), it was common for physicians to limit thewsevie
to a patient’s biological systems. Now, with the increasing utilization dfithpgsychosocial
model in healthcare, physicians are increasingly viewing their patreatsore holistic manner
(e.g. psychological factors, relational issues, family histories, amal sapport). MedFTs
acknowledge and typically conduct a review of systems as well; however thd@ii@rimary

focus is psychosocial, they also conduct a general review of a patientisgblogacerns
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(McDaniel et al., 1992a). In the end, MedFTs, and other healthcare providesskireg toward
the same goals, including decreasing discomfort and pain and increasing afudét

Relationship Skillswith their training and appreciation of both the similarities and
differences between the medical and mental health cultures, MedRIsiGuely positioned to
incorporate this understanding into the creation and development of relationships with other
providers. Just as in therapy, the MedFT'’s first meeting with another providiicel ¢o the
success of the relationship (Bischoff et al., 2003; Seaburn & Lorenz et al., 1996).

The joining process for a MedFT with other healthcare providers involvesmiem
similar to the joining process in therapy (Patterson et al., 2002). MedFT dirsiusbserve and
understand their role in the system. By respecting the hierarchical stratthe medical
context, most MedFTs are skilled at determining the expected level of thewramat by
aiming to understand the environment first rather than demanding that their urlddystood
(Bischoff et al., 2003; Patterson et al.). MedFTs have reported about the mexkis@ft “one-
down” position where they may play the role of learner versus teacher in eftmemn
themselves up to learning and joining with other providers before being fubpted (Bischof
et al.). However, others have cautioned that MedFTs must convey their value assrartie
healthcare team (Bischof et al.) as demonstrated by Robinson et al. (2004) stutheof the
treatment of diabetes using a multi-disciplinary team-based model. émalite review on the
use of family interventions in the treatment of physical illness, Campbellatetddn (1995)
called for family therapists to see themselves as healthcare proandkas part of the healthcare
team.

Once the MedFT's role is established, rather than feeling pressuregdrt

psychosocial knowledge, MedFTs are typically trained to connect with the proyidemply
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offering to help as well as inviting the provider’s input on psychosocial issuesalQerttre
rapport building between the MedFT and other providers is the skill of simply knowingrigdbw a
when to ask the providers the critical healthcare question, “How can | help y@a®u(8 &
Lorenz et al., 1996). Researchers have also found that successful MedFT setssidagk®this
invitation a step further by initiating a joint meeting that includes thergaas well as the
MedFT and physician (McDaniel et al., 2001). Not only does this joint session benefit the
relationship between the MedFT and the physician, but it also may increas pati-in if he
or she is not particularly amenable to the idea of therapy (McDaniel éiddijionally, inviting
a physician to share thoughts on a case fosters collaboration, and may il ¢dmesician’s
comfort level in the psychosocial realm (Edwards & Patterson, 2006; SeabujnJsiaing,
networking, and continued collaboration with the healthcare team is critical dadbessful
integration of MedFTs into the healthcare team in an effort to help provide th@olsedile
patient care (Doherty et al., 1994; McDaniel et al., 1992a).

Once a MedFT is established as a healthcare team member, communiaiidianes
critical in continuing to manage referrals and maintaining collaboratiggaeships with the
patient, family members, and other providers. MedFTs are trained in a \adreetsnmunication
modalities often employing the systems consultation model (Wynne, McDaniegh&\V
1986). This systems consultation model involves identifying the person making thal reser
well as their particular goals and desired outcome for the consultation. Th& M-
navigates the healthcare system on behalf of the patient in a way that is toelpgupatient as
well as the referring physician. MedFTs are also often trained to emgdigahnotes in the
form of a Subjective Objective Assessment Plan (S.0.A.P.) notes (Woody &dhallio73) in

an effort to work in ways congruent with other healthcare providers. MedFT parallyy

124



skilled at keeping written communication concise and clear, respeleérigring and pacing
constraints of the medical context (Seaburn & Lorenz et al., 1996).

MedFTs also receive training in communication with medical providers. Wher&TMe
is co-located with a physician, face-to-face contact is ideal, and oftenthekéorm of hallway
consultations with very brief conversations highlighting the most salienttasggebe case
(Seaburn & Lorenz et al., 1996). These conversations often happen spontaneously and a MedFT
understands that he or she should be available and ready to consult when the momest present
itself (Patterson et al., 2002). If the MedFT is not co-located with the proeickail and phone
conversations are critically important to maintaining the collaboratlagaeship. While other
mental health professionals may give up after one or two unsuccessful atefoptav up with
a provider, most MedFTs understand the provider’'s schedule and demands and know the value
of persistence (McDaniel et al., 1992a). The communication skills of MedFTs are tbeg of
most important assets for it is through this communication that provider and Medffiit ers
increased and patient care is potentially improved (Harkness & Nofziger, 1998)
MedFT Interventions

MedFTs employ their skills in a variety of interventions. These interventamngclude
psychoeducation, a combination of psychoeducation and family relational work| as dieect
therapeutic work with the family (Campbell, 2003; Linville & Hertlein, 200td?son et al.,
2002). Campbell defined three levels of MedFT interventions: family education and support
family psychoeducation, and family therapy. The following is a review ofvietgions at these
three levels, as well as interventions designed specifically for Medt€lthfee somewhat

overlapping levels stated above demonstrate a variety of ways MedFT cenoipoiated into
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and enhance already existing structures, while the MedFT specificeint®ns are tailored
toward specific MedFT skills and training.

Campbell (2003) acknowledged that, while there is some overlap among the thiee level
of MedFT, the levels are still helpful in beginning to organize the literaf@amily education
and support is defined as an intervention aimed at informing family members abdigetse
and its management. Campbell indicated that families involved in these intervergions a
typically viewed as functional and the role of the therapist is in providing emosioppbrt for
coping with the illness. While these interventions can be conducted by MedFTs, it does not
require a high level of training and can also be facilitated by a mental pasdiprofessional
(Campbell). The second category, family psychoeducation, provides familrea d&eper level
intervention than education and support. Through this level of intervention familie®aicep
with specific coping and problem solving skills and insight into the illness’s ingoa@mily
relationships as well as the impact of relationships on the iliness. MedFTisemagre involved
with this type of intervention; however, the level of intervention may lack amsysfocus
(Campbell). The third level of intervention is family therapy, which is conduoten a systemic
lens and has as its focus an improvement in family relationships (Campbelljn&ks i
education component plays much less of a role than in the first two levels. While dae$eof t
levels of intervention differs in the requirement of training needed to implement khedFT
can include any of these three types of interventions in the services thelCatffepbell).

In an effort to be consistent with Campbell’s (2003) categories, the studiassdid
below are organized similarly. They represent some of the coreditefaund in several review
articles developed on family-based and family-focused interventions (Cdmfkéls, Fisher,

& Baird, 2002), as well as case studies and research from the field of famalgyth&€hese
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sources were identified manually searching several journals that published-kézalfed
research such as tleurnal of Marital and Family Therapy¥amilies, Systems and Health
(formerly Family Systems MediciheandFamily ProcessA search was also conducted using
the Medline, Proquest, Psycinfo, and Academic Search Premier databasés Watlowing
search terms: “family psychoeducation and illness,” “family support andsl|inasd “family
based intervention and illness.” While those conducting the research and the interVisteidns
below represented a range of professions, their work illustrates the behbétdthcare
providers focusing on the family and as such are an essential part of understaméigld df
MedFT.

Family-Based InterventionEamily-based interventions have been shown to be effective
for a variety of physical and mental health conditions. Patterson et al. (2002) cite
psychoeducation as a timely and effective intervention for conditions such aty/aitsi
importance has also been cited recently as an element of several Medt/@nitndns (Hodgson,
Lamson, & Reese, 2007; Lavelle, 2007; Prest & Grames, 2007; Robinson, Prest, & Carroll,
2007). Campbell’s (2003) review of family-based interventions emphasized the nédses®
interventions and summarized the research on particular physical conditiomnspitate with
family-based interventions. One of the most important ways noted that fammipast health
was through the influence of emotional support (Kiecolt-Glaser & Newton, 2001; Uchino,
Cacioppo, & Kiecolt-Glaser, 1996). In a commissioned report on these issues (Waihs e
2002), family process variables such as family closeness, mutually suppartilye fa
relationships, clear family organization, caregiver coping skills, andtaicenmunication about
the illness were found to be consistently linked to disease management in vamous chr

diseases. In a recent study, negative family emotional climate was founditd pindd
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depression, which was then correlated with the severity of the child’s asthooa @val.,

2008). As aresult, it is logical to conclude that the most helpful intervention fordamil
struggling with an illness would be to help them increase their emotional support famather
(Campbell). In fact, Rolland (1994) suggested that all families faced witmass or disability
should have a psychosocial consultation at the time of diagnosis. He stated thbt eofasult

at illness onset would act as a preventative measure, ensuring that asysteted
psychosocial provider would be included as part of the healthcare team and thailthedaid
be treated as the unit of care. Rolland believed that this would reduce the stigyzho&psial
care by demonstrating to families that psychosocial stressors aexpécted when facing such
an illness.

Family Education and SuppoiThis level of intervention, also termed family-focused
interventions (Weihs et al., 2002), involves educating the family about physical and psihosoc
strategies and providing information that can help them to more effectivelygaahe illness.
Family education and support interventions have been found to be effective witreglsash
as cystic fibrosis (Bartholomew et al., 1991, 1997), diabetes (Mendez & Belendez, 1997;
McNabb et al., 1994, Thomas-Dobersen, Butler-Simon, & Flehner, 1993), sickle-ceiaane
(Kaslow et al., 1997) and schizophrenia (Magliano, Fiorillo, Malangone, De Rosaj, 2008&;
Sota et al., 2008). Interventions have included providing educational literature, enowanmage
ongoing communication with the healthcare team (Bartholomew et al.), esiucatstress
management, self care, general iliness information (Kaslow et al.;édéh8elendez; McNabb
et al.), assisting parents in managing their child’s illness (Thomasr&abet al.), homework
tasks aimed at managing the illness (Kaslow et al.) and improving commaimiaat problem

solving skills (Magliano et al.). The goals of these interventions often edneed¢rarching
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MedFT goals of agency and communion (McDaniel et al., 1992a). Goals, for examphgadnc
developing independence and developmentally appropriate illness-managenmegiestrat
(Bartholomew et al.; Magliano et al.; McNabb et al.).

Family education and support interventions may also include group formats where
families are brought together to exchange stories, experiences, androegimgnisms
(Gonzalez, Steinglass, Reiss, 1989; Kazak et al., 2004; McDonell, Short, Hazel 8BEyfk,
2006; Steinglass, 1998; Wamboldt & Levin, 1995,). Multi-family groups can help faheifies
from one another, seek new coping strategies, and empower one another to indressesthe
of agency (Rolland, 1994). Multi-Family Discussion Groups (MFDG) have been used with
specific illnesses such as asthma (Wamboldt & Levin), cancer (Stshgliiabetes (Steinglass),
general chronic illness (Gonzalez et al.), and for those recovering freessil(Kazak).These
MFDGs are typically structured and time limited beginning with a discusbiaut ghe impace
of illness on the family and including the entire family in the intervention. Moshtly MFDGs
have been cited as a MedFT intervention to help families of color who are battiamgec
ilinesses (Lavelle, 2007).

Group formats can also help mental health providers focus on couple interactions and
processes. Interventions for couples may be used to focus on improving communication and
understanding for each person’s coping style (Manne et al., 2005). In a study ofeasogiaip
for women with breast cancer, women were found to have lower distress levdlsadam the
control group (Manne et al.). MedFT reseachers Shields and Rousseau (2004) foumaithat gr
interventions for couples can also focus on re-creating and discovering newgrezanind the
illness and creating a future together. Information gathering can bestrstdp in developing

and creating a sense of agency; however, MedFTs can build upon these intervgrdagsisting
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family members in connecting with and understanding one another’s, as wellrasuoihies’,
experience with the illness. These groups are fertile ground for developingcasasing a sense
of agency and communion among family members.

Family Psychoeducatiomhe second level of family intervention is entitled family
psychoeducation (Campbell, 2003), which includes educational interventions thateaiffiet
relationship quality and functioning (Weihs et al., 2002). Psychoeducation also warkstise
a sense of the patient’s agency by providing specific information on what td,expedo plan,
and exploring possible reactions to a variety of illness-related situatiaiXafiel & Cole-

Kelly, 2003; Ruddy & McDaniel, 2003). Family psychoeducation interventions have duaeh f
effective in the management of high blood pressure (Morisky et al., 1983; MoriskytbeMu
Field-Fass, Green, & Levine, 1985) Alzheimer’s disease (MittlemansF8hulman, Steinberg,
& Levin, 1996) and Asthma (Ng et al., 2008).

Interventions often include brief interviews with the patient and his/her magieer,
attendance in small group sessions focusing on increasing confidence sniimesgement and
emotional support groups and counseling sessions that include an illness educagah elem
(Mittleman et al.). In a family psychoeducation intervention, researchetirsg) hypertension
reported improved treatment adherence, blood pressure control and weight contrddy(Etoris
al.). Additionally, family psychoeducation interventions for Alzheimer'sgavers have been
found to reduce levels of depression and improve physical health among caregiveit a3
allowing them to serve as the primary caregiver for their loved one longehtismwithout the
intervention (Mittleman et al.). A family-based psychoeducation interventiarhflolren with
asthma included parallel and same-time groups covering topics such as lthisgtvma,

preventing asthma attacks, relating with a child with asthma, and understandiagpreciating
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the child and the self (Ng et al.). While these studies involved the family, the goaleften
more focused on iliness outcome and the interplay between the family and e Mhth
family therapy training, MedFTs are well suited to implement this typet@rvention as long as
they have the expertise in the particular illness, and are also trained tthveoargh additional,
more entrenched issues with families when necessary.

Family TherapyFamily therapy, as an intervention, is less researched than otherfamily
based interventions for a variety of reasons. One main reason involves thacsfstas of
family therapy in that no one person in a family is given a psychiatric asegthat can be
tracked for improvement (Kazak, 2002). While clinicians are forced into making direegnoses
on a daily basis due to reimbursement requirements, when a clinician seggtarpy as an
orientation rather than a method (Liddle, Breunlin, & Schwartz, 1988) the researcleis
difficult to conduct due to the truly systemic focus. However, Gustafssonigje)land
Cederblad (1986) conducted a study with a focus on improving families’ interpersonal
relationships in a case where a child was diagnosed with severe asthma. ingortovas
indicated on several outcome measures, including reduced hospitalizations antéianedica
usage. Lask and Matthew (1979) also conducted a study of a family therapynitberue the
case of childhood asthma that focused on providing systemic therapy to the whole Tamil
intervention focus was systems based family therapy designed to reducetliesitinéss and
physician and upsetting emotions among family members. The interventioeddsulhproved
day-wheeze scores and thoracic gas volume for the child. The researchensgigpdtfrom this
work that a reduction in stress would result in improved physical status, leadingcre asee
incidence of asthmatic attacks. However, these conclusions were nalgeihés or the

interventions replicable as the sample was small and the researchersiddicate the training
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backgrounds of the clinicians who provided the therapy. Both of these researshideased on
physical biomedical improvement; however, as MedFTs aim to focus on heaftoca
biopsychosocial perspective, our research outcomes must also reflect that isehgepa

Most MedFT interventions are rooted in family therapy theories, in whiethFWs
receive extensive training. Family therapy based interventions haudedlctolution focused
therapy (Kok & Leskela, 1996; Neilson-Clayston & Brownlee, 2003; Smock et al., 2064, Vi
Christie, Taylor, & Hey, 2003), narrative family therapy (Gellerstedi&uksch, 1993; Latz,
1994), structural and strategic family therapy (Friedrich & Copeland, 1988ilyfgrief therapy
(Bloch & Kissane, 2000; Kissane et al., 1998), and emotion focused therapy (Gre&nberg
Johnson, 1988). Solution focused therapy has been found to help improve psychosocial
adjustment for occupational therapy patients (Cockburn, Thomas, & Cockburn, 1997), as well a
diabetes (Viner et al.) and substance abuse (Smock et al.) outcomes. Casbatedso
illustrated a solution-focused model in a psychiatric hospital (Kok & Leske&ld)s@ution-
focused therapy with cancer patients (Neilson-Clayton & Brownlee) anchizati@ping with a
loved one’s suicide (de Castro & Guterman, 2008).

Narrative family therapy (Freedman & Combs, 1996; White & Epston, 1990) is a useful
intervention for families when they need to take control over the influence the hiagss their
lives. One of the values in narrative family therapy is enabling iesrtib own their experience
with the absence of assumptions or normative rules of functioning. As a resutlifficult to
qguantify narrative family therapy’s effectiveness in a typical eviddrased outcome study.
However, this does not mean that interventions utilizing narrative family thbesq@ not been
helpful for situations involving a child with ADHD (Gellerstedt & Mauksch, 1993), s@aiadin

(Griffith & Griffith, 1992), body image (Leahy & Harrigan, 2006), and selecamong
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adolescent girls (Cowley, Farley, & Beamis, 2002). For example, résesitttave illustrated the
utility of the narrative technique of externalization with a boy with a neurcdbdeficit
(Gellerstedt & Mauksch). In a study of externalization with a géieéeat population,
researchers found that externalization helped give power back to clients aadéactheir sense
of agency (Keeling & Bermudez, 2006). Another element of narrative famiggihdlustrated
in a case study involved the use of a reflecting team (Andersen, 1987) or takiegtange
position (Griffith & Griffith). Taking a reflecting position can be as sieng$ the physician and
MedFT having a conversation about the patient in front of the patient, which allows #re pati
different space in which to hear the providers’ thoughts (Griffith & Ghiffit

Techniques used by structural and strategic family therapists npafahelies
understand the interactional patterns, boundaries, roles, rules, and hierancimg deé family
in its current state. Effectiveness for structural therapy has been deatenh$or attention
deficit disorder (Barkley, Guevremont, Anastopoulos, & Fletcher, 1992) and annezxasa
(Fishman, 2006; Minuchin, Rosman, & Baker, 1978). In fact, in a recent review of thehesear
regarding the effectiveness of structural family therapy with ararmexivosa, Fishman asserted,
“Anorexia Nervosa is contextually and socially based, and as such the faendpist is
particularly well qualified to do the essential work of restructuring tirelya (p. 506). Case
examples are also available in the literature utilizing strategeddaterventions. For example,
an intentional paradox (Madanes, 1981) was used with an adolescent daughter diaghosed wit
cancer and refusing chemotherapy. The therapist reframed the daugéitensor as something
that was beneficial for the entire family, and recommended that the fegfrdyn from making
any decision about further treatment. Subsequently, the daughter decided ® resum

chemotherapy treatment (Friedrich & Copeland).
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Though not a widely recognized family therapy theory, Family Grief Plyasaan
intervention process that works directly with the families of cancer patdmsre in palliative
care stages, as well as after a loved one’s death (Bloch & Kissane, 2000gkisah, 1998).

By identifying families who are at risk for maladaptive coping upon thénaddhe loved one,
initiating family therapy prior to the death helps the family unite agénesgrief, a similar
position that a Narrative family therapist would take. Family Grief Thetgmcally lasts for 6
to 12 months with an average of 6-10 sessions (Kissane et al.). Themes discussapyin ther
include death, saying goodbye, emotional suffering, and intimacy.

Emotion Focused Family Therapy (EFT) is an intervention predicated on the itlea tha
emotional connections and patterns can greatly impact chronic illness (Gge&nhmnson,
1988). Emotion Focused Family Therapy interventions include working toward having each
partner’'s emotions and experience validated and reprocessed within a safeneentr The first
session begins with the therapist forming an alliance with each partner amdnogpé marital
and family of origin history, as well as their experience with the illnBsgether, the couple and
therapist progress toward exploring emotional patterns and heightening thestoupl
understanding of each others’ illness experiences and its effects. Someesxahapeas where
EFT has been explored include couples with chronic iliness (Kowal, Johnson, & Lee, 2003),
couples with children with chronic illness (Cloutier, Manion, Gordon-Walker, & Johnson, 2002;
Gordon-Walker, Johnson, Manion, & Cloutier, 1996), chronic depression (Denton & Burwell,
2006; Dessaulles, Johnson, & Denton, 2003), trauma (Johnson, 2005) and bulimia (Johnson,
Maddeaux, & Blouin, 1998). While these theories are rooted in family therapy, Madé-akso

trained in a variety of other psychosocial and health theories.
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Cognitive-behavioral therapy (CBT) first known as cognitive therapgBE964) has
been shown to be helpful with various physical and mental health disorders such asafigpgomy
(Anderson & Winkler, 2006, 2007), insomnia (Sivertsen et al., 2006), obsessive compulsive
disorder (Keeley, Storch, Merlo, & Geffken, 2008; Storch et al., 2007), post traumedi st
disorder (Schnurr et al., 2007), somatization (Allen, Woolfolk, Escobar, Gara, Hamer, 2006),
depression (TADS, 2004), bulimia nervosa (Wilfley et al., 2002), panic disorder (Barlow,
Gorman, Shear, & Woods, 2000), irritable bowel syndrome (Szigethy et al., 2004), childhood
obesity (Vignolo et al., 2008) and chronic fatigue syndrome (Knoop et al., 2008; Stutezheije
al., 2005). Two examples of this work involve the demonstration of the efficacy of CBT in the
treatment of chronic fatigue syndrome for adolescents after a twoojlear tip period (Knoop
et al.; Stulemeijer et al.). The interventions in the original study (Stijenet al.) included a
restructuring of thoughts, for example facilitating recognition andpsanee of limitations
caused by fatigue and/or challenging faulty beliefs such as the idesctilvéyy would increase
the severity of their symptoms. Stulemeijer et al. also emphasized worikinthevparents’
belief systems and behaviors in relation to the diagnosis. Additionally, withiotiext of a
multi-disciplinary team and integrated care, interventions such as @enzgssage, nutrition,
and pharmacotherapy, paired with CBT therapy, have also demonstrated effestiveéhdong-
term fibromyalgia syndrome (Anderson & Winkler). Cognitive-behavioral wetgrons that
were found to be particularly helpful were coping skills classes, groupisagrhomework
assignments, and readings. The coping skills classes addressed specifisucipias effective
communication, relaxation skills, managing family conflict, restructuseigtalk, esteem
building, and managing feelings (Anderson & Winkler). An intervention designednaida

with a child newly diagnosed with cancer included an adapted version of the Surviving Cance
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Competently Intervention Program — Newly Diagnosed (SCCIP-ND) theteatiCBT
combined with family therapy (Kazak et al., 2005). When implemented, this intenvdtips
families identify their beliefs about the cancer and treatment, improvly faumctioning, and
explore beliefs about the future of the family.

Acceptance and Commitment Therapy (ACT) (Hayes, Strosahl, & Wilson, 1999) has
been developed as a branch of CBT and is growing in popularity (Forman, Herber, Moitr
Yeomans, & Geller, 2007). Acceptance and Commitment Therapy has been found to e effect
with treating anxiety and depression (Forman et al.), generalized socetlatizorder
(Dalrymple & Herbert, 2007), diabetes (Gregg, Callaghan, Hayes, & Glawesen, 2007) as
well as reducing self-stigma related to substance abuse (Kohlenberg, Haytsy BRye, &
Luoma, 2008). Unlike CBT, in ACT therapists do not necessarily attempt to chanjectise
experience such as anxiety, but rather fully acknowledge it. Acceptanceamditthent
Therapy emphasizes six core processes that encourage developmeahotogsyal skills,
including acceptance, cognitive defusion, being present, self as context, aalllesmmitted
action. Clients’ work with these core process helps move them toward the ovey@ychiof,
“increasing psychological flexibility — the ability to contact the presestnent more fully as a
conscious human being, and to change or persist in behavior when doing so serves valued ends”
(Hayes, Luoma, Bond, Masuda, & Lillis, 2006, p. 7). In employing ACT with a patientd&™e
might strive to help the patient form and strengthen existing values and devebmmtbagals
and behavior changes (Forman et al.). While all of the aforementioned fanely-bas
interventions and techniques can be conducted by a MedFT, they were not designiee tbeitil

specific skills and training of a MedFT.
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MedFT Specific Techniquds. their seminal textyledical Family TherapyMcDaniel et
al. (1992a) dedicated a chapter to seven techniques of MedFT aimed at the oxgeMed# T
goals of agency and communion. The first technigue inv@sesrtaining information about
the patient’s and/or family’s biomedical concernsOne way MedFTs can incorporate this
technique as part of their routine practice strategy is by checking inh&itatient/family
regarding their health and medication adherence, as well as collaberdtinige patient and
physician on the assessment, diagnosis process, and plan of treatment (Ma2dni8eaburn
& Lorenz et al., 1996). As patients feel their biological needs are validatédting the illness
story helps broaden the perspective from the biological to fuller biopsychosocial ttontex
(McDaniel et al.). Genograms are a tool that can add additional detail tothestognizing
intergenerational relational and health patterns and beliefs for the paiekiy @qund efficiently
for the physician (McDaniel et al.; Rolland, 1994; Schilson, Braun, & Hudson, 1993). As the
context is understood MedFTs also recognize that the patient and family meralgdre m
moving through the coping process of the illness at their own pace. McDaniel et éthadte
MedFTs can help familiesith their coping process addressing four key emotional tasks
(i.e., accepting denial, externalizing the illness, removing blame, and nangalegative
feelings). Inherent in achieving these tasks is helping families arehsysiff care tonaintain
effective communication Honest and open communication among family members and
between patients and their physicians aids in increasing a sense of commuwbami@et al.).
These communication needs will differ depending on the developmental stagedyf fami
members, of the family as a whole, and as the development of the illness charegsedloften
have developmental stages that range from acute to chronic, with symptomeraigdéffages of

severity. MedFTs can help the patient and faradgnowledge these developmental stagasd
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navigate the accompanying fluctuations into their lives in a way that does notladidimess to
take over the family life (McDaniel et al.).

Putting the illness in its place is an example of the patient and fentigasing their
sense of agengywhich is the sixth technique of MedFTs outlined by McDaniel et al. MedFTs
can help facilitate a patient’s sense of agency by encouraging them tesesgneerns,
guestions, and even differences of opinion with their provider. A MedFT should continue to
encourage a patient’s sense of power and agency throughout the illness experieintajmglm
in the seventh technique @rminating with the option to return again for additional care. A
soft termination helps the patient and family feel comfortable that they haxestheces to
continue on without therapy; however and ensuring they availability of therapyshbel
needed by them in the future. While effectiveness and efficacy studieskang le these seven
MedFT-specific interventions, the above techniques are illustrated i stcay involving a
woman with end-stage Crohn’s disease and her son (McDaniel et al., 2001). Sinceflien
of these original seven techniques, other authors and researchers have begun thexpand t
MedFT toolbox of techniques.

One of the most recent MedFT texts published is a handbook for activities, handouts, and
homework for therapists working in medical settings or with clients withhezak issues
(Linville & Hertlein, 2007). Contributors to this text offer such interventionhas t
biopsychosocial-spiritual (BPS-S) interview (Hodgson et al., 2007), connectiiggfawith
their natural support systems (Grauf-Grounds, 2007), managing anger (Wamdike|.2007),
improving communication and self-awareness (Pflaffy, 2007), as well as MetiF€hie
therapist issues (Lamson & Meadors, 2007). The BPS-S interview (Hodgsgrped\abes

MedFTs with an interview method designed to ascertain biopsychosocial datanthehgahe
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patient, family, MedFT, and healthcare providers to a common understanding abouéstigus n
to improve the health of the patient. Researchers have shown that viewing patrards f
biopsychosocial perspective leads to improvements in patient outcomes for diagobses s
stroke (Claiborne, 2006), lower back pain (Buchner, Zahlten-Hinguranagee8Swaialf, &
Neubauer, 2006; Wand et al., 2004), osteo-arthritis (Baird & Sands, 2006), rheumatoid arthriti
and asthma (Smyth, Stone, Hurewitz, & Kaell, 1999) and heart disease (Wolftgzssgl S
Maurice, 1996). MedFTs are trained to work with their patients through a biopsycidsosi
Through adaptation of example questions in the BPS-S interview, the MedFT casthsse
different coping mechanisms and supports of the patient, as well as the impkoesisehas had
on the family system. While the interventions listed in the text are helpfub¢he §eems to
largely be on direct intervention with the family. Unfortunately, scripted intgicves that
illustrate the full range of MedFT skills are lacking. For example vietdrons that focus on
MedFT skills such as specific ways to collaborate with other medical prevaderays to help
the patient and family collaborate with other medical providers. Additionallgirifiglity is a
focus of MedFT, more interventions are needed in order to illustrate its orcingpractice. As
MedFTs move into an increasing range of professional placements, interveviti@estinue to
be expanded and refined to fit the needs of patients and providers; however the range of
interventions is best grounded in a consensus definition of MedFT, something thdttbdseye
established.
The Importance and Relevance of MedFT Research

While the above interventions and studies help demonstrate the unique skills and wide
applications of MedFT, only a few researchers have attempted to addressdregiors of

MedFT in healthcare settings and their direct impact on elements such ageh&dalthcare
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system and patient care. In a study done in an outpatient medical oncologyllang,(3@00)
found that the providers, patients, and their partners benefitted from the additiodféf Me
services. Providers stated that the psychosocial support of their patiestseliag and that it
enabled them to do other medically necessary tasks. Patients reporteshaelacemotional
suffering and an increase in their ability to access resources and feell fadgmeft the future.
While this study was most beneficial in demonstrating the value of addingliaIMervice in
general, and outlining needs of the oncology clinic that might match the skiis bfadFT, it
did not articulate what the MedFT specifically did that the providers andsateind
beneficial.

The importance of including MedFTs on multi-disciplinary and collaboratesgrtrent
teams has been illustrated by Robinson et al. (2004) with patients diagnosed witsdiBfey
created a model at the University of Nebraska Medical Center to addresbicbthuesses with
diabetes, such as depression. They found that MedFTs brought in new patientirtgrsiells
that expanded the illness definition beyond its usual biomedical terms, and the MsagT b
onsite and consistently available for consultation was reportedly a key compmttesit
success. The unique element was that the providers were students in either Mediical
school and reported learning together the value of one another’s professions andfthe a
collaboration.

Most recently, Anderson et al. (2008) published a grounded theory study that afpecific
addressed the skills of MedFTs working in an inpatient psychiatric settnagrgon et al.
deconstructed the timeline of involvement in therapy into pre-session preparatiog, dur
session, and post-session follow up. In the pre-session period, the specific skHEMsed

included data gathering, conducting separate but brief sessions with tiné¢ gradie
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family/support members, setting the agenda for the family meeting, and warkimthe
multidisciplinary team to facilitate treatment planning. During timeilfasession, the MedFT
focused on creating a safe environment that facilitated open communication amadwyg fa
members. Focusing on strengths of the patient and family, the MedFT also wodkextify i
process and content that would not otherwise be revealed to the treatment teamubuailig
interviewing and assessment methods. Through the process of discussingstamresyand
emotions, the MedFT worked to initiate improvement in familial relationships atensiz
change and prepared patients and family members for a successfubtrdram an inpatient
unit to reintegration into their homes and communities. Following the familipaesthe
MedFT maintained communication with the providers. If families chose to folfowitln them
for outpatient MedFT services, the MedFT continued to evaluate and work with thetéam
maintain the systemic changes initiated during the inpatient session. Thes atthlouted the
success of the MedFT service to the collaborative skills of the MedFT thatl ladllparticipants
involved have a voice in the healthcare process. A follow up commentary on thistartitdeu
and Berman (2008), two professors of psychiatry, suggested that the addition of atMedF
inpatient unit would be beneficial, since historically families have sorestimen either avoided
or demonized on these units by staff members. While they described the inclugiedFrar as a
sort of utopia, the authors also suggested the necessity of involving a MedFT idegsseded
on the level of need evidenced or expressed by the patient and his or her family atthoatee
providers.
Financial Reimbursement for MedFT

MedFT was initiated and nurtured in a protective academic environment (Doherty, 2007)

In this type of environment, therapists, physicians, academicians, and padremtseen able to
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work together in ways that are ideal and create the best possibtanes for the patient
(Anderson et al., 2007; Grauf Grounds & Sellers, 2006; Robinson et al., 2004).When working
outside an academic setting, concerns about billing and reimbursemengntastruent, and
business needs are critical to the viability of MedFTs inclusion in health¢angs€Patterson

et al., 2002). Researchers have shown that when treated with a multi-discii@darargpproach,

the patient outcome is more favorable and cost-effective than with standard patitment
without the involvement of a psychosocial professional (Katon & Robinson, 1996; Katon et al.,
1995; Smith, Rost, & Kashner, 1995). Not only does MedFT involvement in care improve
outcomes, but also other healthcare team professionals benefit from the@iilee process
(Graham, Senior, Lazarus, Mayer, & Asen, 1992; Robinson et al., 2004).

Reimbursement for services is frequently a point of contention raised l@wtigisng to
practice MedFT in collaborative healthcare settings (Davis, 2001; FeierbBad&e, 2004). At
the 2007 Collaborative Family Healthcare Association’s Annual conference,ializeelc
administration and finance track was devoted to just such issues (CFHA, 2008).afmsent
focused on how to make integrated and collaborative care work effectivebllas\kmow to
produce data to demonstrate its effectiveness. While clinicians and patights/ienv
collaboration as helpful and necessary for quality care, insurance and meaggedmpanies
must approach collaboration from the perspective of cost (Seaburn & Lo@nzl&96; Todahl
et al., 2006). Determining reimbursement for three different providers workihmlie same
clinical hour is a challenge. It is not easy to decipher and determine how tw bir¥ices
provided by a MedFT during a primary care visit (Patterson et al., 2002). Reimlentss one
issue that must find its solution in the three world view where one must consideatied,

operational, and clinical worlds in order to be successful (Peek & Heinrich, 19@8e T
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practicing MedFT cannot simply note positive clinical changes in theimpatie warrant
reimbursement in services. MedFTs must examine the financial, operationainarad aspects
of their services by conducting evidence based research in an effort to datedhsticost-
effectiveness of the services they provided.

While Anderson et al. (2008) are some of the most recent researchers tthacklieie-
added aspect of MedFT services minimal evidence currently supports the finetuial of
such services. Researchers are beginning to determine how to methodologitaflky tee
complex financial benefits of MedFT services. For example, Law and ¢2888) found that
patients as well as members of their families experienced a drop in ibatiotil of medical
services when marital therapy was included in their treatment (L&ne&e). Law, Crane, and
Berge (2003) found this drop particularly among patients labeled as high utizertypically
presented with chronic pain or somatization disorders. Researchers have alsdrdésdans
decline in healthcare services for youth diagnosed as having conduct-disordedifgctmone
study, youth with conduct disorders who received in-home family therapy in@uB2%
reduction in healthcare costs compared to those receiving no family th€rapye ( Hillin, &
Jakubowski, 2005). In fact, in a recent summary report, Crane (in press) stated #iat over
family therapy reduced healthcare visits without increasing headticoats. While Crane’s work
is key to demonstrating the value of mental healthcare as well as thenvalaking with the
family as a whole, it did not evaluate the specific elements of carei(@egventions, theory,
collaborative models) provided by therapists and the type of training eachckaedespecific
to working in collaboration with a healthcare system. The data were ghprarerily from
insurance company and HMO databases, and thus do not provide detailed information about the

guality and type of interventions utilized.
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Discussion

The notion of combining medical and mental healthcare is not a new one. The Institute of
Medicine’s statement on primary caR¥jmary Care: America’s Health in a New E(A996)
definition of primary care included the holistic perspective that both mental andghysalth
should be treated and such treatment should occcur within a supportive provider-patient
relationship. The provision of mental and medical healthcare in the same hegithctoe, is
referred to as the “medical home” (Petterson et al., 2008). Having a “hiedima” benefits
patients in a myriad of ways including longer life expectancy, improved @drealth, and
increased patient satisfaction (Primary Centered Patient Care CatlabgPCPCC], 2007). Not
only does the presence of a “medical home” benefit the patient by providing preventive
healthcare, both patient and healthcare system may experience finavicigb §Robeznieks,
2007). If noted experts declare the need for a change in healthcare that inclyntesighen of
healthcare from a holistic biopsychosocial perspective, and MedFTs ard iragectly this
type of collaborative and integrated healthcare, then MedFTs must begin to advotae
formal inclusion in the healthcare team.

Since its inception in the late 1980s (Ruddy & McDaniel, 2003), &éle f MedFT has
blossomed. There have been an increased number of publications, traamdggob
opportunities, for MedFTs. Elements of MedFT interventions have bperted to be beneficial
to the patient and healthcare system. For example, reseanekerdemonstrated the connection
between the body and mind through effective treatment using a biopsgehgserspective
(Baird & Sands, 2006; Buchner et al., 2006; Claiborne, 2006; Wand et al., 2004) thus providing a
rationale for the critical inclusion of each dimension of MedH&ciice. Family-based

interventions have also been shown to be effective in helping manageety w4 illnesses
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(Campbell, 2003). Multi-disciplinary teams, something that MedFTgraireed to facilitate, also
appear to be beneficial to medical providers, mental health provadetgatients (Robinson et
al., 2004). Researchers have shown that collaboration increased proatidéscson and
improved patient outcomes (Katon, 1995; Todahl et al., 2006). MedFTs’ undemgtaoidi
medical culture and relationship building skills, provides the fundamergatied to be effective
collaborators, yet a need exists for a concise definition of Me@Hnville et al., 2007),
agreement regarding core curriculum, empirical validation ot#feness, and appreciation for
the scope of MedFT. With each new partnership in primary, secondayeriary care setting
comes the need for an expanded skill set, training, and reseaasuring the effectiveness and
efficacy of MedFT services.

As MedFTs evolve in their contributions to healthcare settings, from work with
individuals (Davey, Gulish, Askew, Godette, & Childs, 2005; Hegleson, Cohen, Schulz, &
Yasko, 2000; Szigethy et al., 2004) to work with families in family therapy &8ssh,

Kjellman, & Cederblad, 1986; Lask & Matthew, 1979), understanding the levels of possibl
intervention is essential. Campbell (2003) offered a framework of threeooatefpr examining
family interventions and, while this framework has been helpful in advancingdiusion of the
family in health issues, those working in the field of MedFT must begin to @demework
that specifically includes MedFTs as the interventionists. The type and de@mioitt of the
interventionists in the studies may impact the studies’ design and impleioeraad as a result,
the outcome.

Research is still lacking with regard to published interventions spexiiietdFT (e.g.
the seven techniques of MedFT, McDaniel et al., 1992a). Being able to demonstt&ie Me

effectiveness helps to determine exactly what the process of MedFleitiens should
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include. However, until a clear definition of MedFT can be demonstrated, resefuaimiinue
to be vague and scattered. In general, the above studies point to the effectiviteiSTof
interventions, but do not address the skills and knowledge that MedFT brings to patient care.
While there may be difficulties in capturing systemic change (Kazak, 28@2ick must be
added to the wall of research involving families living with illnesses thathugsfar been
constructed mainly by other professions and sub-specialties.
Being able to research the effectiveness of MedFT and refine Medi€d
interventions, techniques, and training will help reinforce MedFTs place andaotiotrs in
healthcare. The sub-specialty of MedFT will continue to fight for reimbweseand privileges
in certain medical settings until steps are taken to formalize, research, antedbevhat is
involved in the provision of MedFT care. In an effort to move MedFT forward severgkthi
must take place:
1.) Reaching a Consensus Definitiés. suggested by Hertlein et al. (2007), those in
the field of MedFT must reach an agreement regarding the elements thad tdagtur
process of MedFT. From this agreement, training programs can become more
specialized and focused on providing students with core MedFT elements. Potential
employers will have an understanding of what MedFTs offer their prawtiglace of
business because the core elements of MedFT have been articulated. Equally
important, researchers will be better able to argue that they are alinngathe same
variable.
2.) Conducting MedFT Effectiveness and Efficacy Rese@rmte a confirmed
definition is reached, there must be an increase in measuring the effessiz

efficacy of MedFT. Effectiveness research will help practicingakms refine
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interventions, theories, and general elements of what works and what does not work
in every day settings (Pinsof & Wynne, 2000). Efficacy research, with its Heyredr
of variable control and random assignment of participants, aims to isolatg clearl
whether or not MedFT has its claimed effects (Pinsof & Wynne). Both may have
different audiences of interest, perhaps effectiveness studies morelsustor t
practicing in the field, and efficacy more for third-party payers arghrebers;
however both are important to move a well-rounded profession forward (Sprenkle,
2003). The family-based literature framework must begin to include studies and
validated interventions with evidence supporting how MedFTs excel clinically,
operationally, and financially in healthcare contexts (Peek & Heinrich, 1995).
3.) Policy Change that Promote Integratidn.conjunction with consensus regarding
MedFT preparation, practice, and research illustrating the effectivenesffiaady
of MedFT, MedFTs practicing in the field must also be charged with the
responsibility to affect change on a broader policy level. Because the healthc
system has become fragmented, MedFTs are in a position as systems thihkégs t
advance collaborative and integrated models of care.

MedFTs must position themselves for reimbursement for services by becoming
aware of and active in lobbying at the federal level for the inclusion of a veidge r
of mental health practitioners in the health and behavior codes covered by Medicare
(Kessler, 2008). While Medicare codes encourage providers to work together to
provide quality patient care, they are not a panacea. As suggested by Kessler,
MedFTs also must continue to advocate for mental health professionals on an

individual level, contacting health insurance agencies and local Medicareeintié
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proactive fashion to encourage changes regarding the reimbursement ofhraattital

services these policies. If there is not and cannot be a central clearinghduse f

all insurance agencies handle integrated care, those providing the servind can a

should advocate for mental health service reimbursement on an individual level so

that eventually a collective voice is heard.

4. Developing Standards for MedFT Traininfp continue to advance the sub-

specialty of MedFT professional training programs must have a unified foomalat

base for curriculum. All students who graduate from a MedFT training institute

program should have been exposed to similar core training theories and practicum

experiences. While course diversity should also be encouraged, their foundation must

be the same. Documenting a unified perspective among clinicians, reseanbters

academicians will begin to give MedFT an identity of its own. Through theameat

of this identity, there are possibilities of establishing its own profedssongety and

the evolution of program accreditation standards which will serve to improve the

services, research, and advocacy for the incorporation of MedFT into the healthcar

system.

Conclusion
The needs of the American population are changing. There has been a shift ieots pat

coping with acute illnesses to those coping with chronic ilinesses (IOM, 200&ntBatnd their
families are presenting to primary care physicians with compltiatsare in need of both
medical and mental health attention (Blount, 2003). While there will always bel &onee
traditional mental health services, researchers have shown that mordaftet patients are

turning to their primary care physician for mental healthcare even iftfgeyot calling it such
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(Regier, 1993). Primary care physicians continue to face time consthahts¢ in direct
conflict with what may be more intensive needs of these patients. With thictbetliveen
patient needs and physician time, patients may not be receiving the qualityataveuld be
possible with the addition of a mental health professional trained to integratedie@mhand
mental healthcare systems in the mental health treatment of patientseAspmde made in
the healthcare system for a mental health provider who can assimilate qusdgtrelly, and
collaboratively in primary, secondary, and tertiary care settings and whoteavene
systemically at the patient, family, provider, larger system, and poliejsleBased on what is
known currently regarding MedFT and the training of its clinicians, thelssald training seem
to meet these needs.

MedFT has been a growing sub-specialty of marriage and family thienapy
approximately the last 20 years and with this growth comes responsibilstyhé current
MedFT professionals’ responsibility to assure that its clinicians, aced&s), supervisors, and
researchers move forward with a purpose and a concerted effort to provide carality
improve patient care and the healthcare system in general. In order tghsledhe integration
of MedFT into the healthcare system there must be sufficient supporting exidéeccreation
of this evidence will start with exploring a research based consensus defindigtassification

of MedFT and the characteristics of its clinicians, and scope of practice.

Methodology
MedFT is a quickly growing sub-specialty (Doherty, 2007) that lacks ssi@he
definition (Linville et al., 2007) regarding its theoretical foundation, skills, aodesof practice.
An agreed upon definition is critical to the continued success and evolution of MedF3 and it

inclusion as a viable and respected member of the healthcare team.
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The purpose of this study is to determine and reach consensus on a definition, scope of
practice, curriculum, characteristics of Medical Family TherdpgdFT), and its practitioners
among those of self-identify as having expertise in MedFT, who have eithgcguan the
field, studied MedFT through academic institutions, or worked with a MedFT. With the
definition derived from this study, MedFT researchers can begin to createsavedbmly of
work that addresses the role, scope of practice, efficacy, and effectioéti@isssub-specialty.

The Delphi method (Dalkey, 1972), in which experts are surveyed anonymously for their
opinion, will be used to help those in the sub-specialty of MedFT more clearly defimal seve
aspects of their clinical and research work in an effort to advance the subtgp8pecifically,
the following research questions will be addressed:

1) a. How is Medical Family Therapy (MedFT) defined?

b. Is Medical Family Therapy a profession (requiring specific cremlehtan orientation

(how one views patients/situations), a treatment modality (one of many stioatenay

or may not be appropriate for a given patient), or a field (a body of knowledgmexi

more in the public domain, used to supplement a variety of professions) or other (Liddle,

Breunlin, & Schwartz, 1988)? Or do you believe it is something altogether diffeYeu

may use any, all, or none of the possibilities mentioned above in your response.

2) What is the current scope of practice for MedFT?

3) What is the current role of MedFTs?

4) What unique skills, if any, do MedFTs possess as compared to other mental health
professionals?

5) What criteria must be met in order to classify a mental health professsoadadFT?

6) In what areas are MedFTs currently employed?
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7.) What core courses, training and field experiences, and core competeneesgsential
skills) do you believe MedFTs should have successfully completed as part of their
MedFT curriculum? Indicate if courses should be taken at the MS or PhD levels by
inserting (MS) or (PhD) after each course.

8.) Assume you are reading the results of a research study that purporteckthcaé
family therapy research. How would you know that it is a medical family therapy study,

versus some other type of research (family therapy, mental health, boaij2di

The Delphi Method

As a methodology that can purportedly clarify positions and help move professions and
fields of study in a particular direction, it has been argued that the Delphi M&alkay, 1972)
is appropriate in clarifying aspects of a particular discipline. MedRaIgrowing and evolving
sub-specialty within marriage and family therapy (MFT). The Delphi Methaghpropriate for
investigating the research questions posed for this study. The Delphi Method waédéo
gather and synthesize those with expertise in MedFTs’ opinions on the currenioaefini
classification, direction, scope of, and preparation of MedFT in this country.

The Delphi Method originated as a way for individuals with a particular shared
knowledge and background, to come together anonymously (participants blinded to each other)
and discuss a topic related to their field of expertise, “Delphi may be atvézadtas a method
for structuring a group communication process so that the process is effectivevingaa
group of individuals, as a whole, to deal with a complex problem” (Linstone & Turoff, 1975,
p.3), by allowing each panelist to act as independently as possible without dlivieohtation

by an interviewer (Dalkey & Helmer, 1963) or undue influence by the other pantigipa
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(Linstone & Turoff). The first notable Delphi study was conducted in 1955 by the Rand
Corporation (Linstone & Turoff). The Rand study, named “Project Delphi,” waalipitised to
survey seven geographically disparate military experts through a gkfies written
guestionnaires. While many of the initial Delphi studies were conducted ftamnburposes,
the 1960s saw adaptation of the Delphi method by other industries and for other purposes.
Delphi studies have been used for a diversity of purposes including formulating
consensus on policy, values and goals, and developing curriculum in academic institutions
(Linstone & Turoff, 1975). The Delphi method was first introduced into the familygkiera
profession in the early 1980s through the work of Winkle during his doctoral dissertat@n whi
was later published in thlurnal of Marital and Family Therap§Stone Fish & Busby, 2005;
Winkle, 1980; Winkle, Piercy, & Hovestadt, 1981). A member of Winkle’s dissertation
committee had formerly worked with the Rand Corporation and brought his experi¢éimt¢leevi
Delphi Method to East Texas State University where Winkle used the method seadien
concerning family therapy curriculum (Stone Fish & Busby). Since therg have been a
number of published family therapy studies using Delphi methodology. These Dalibsst
have examined different theories, techniques, strategies (Blow & Sprenkle [260hart &
Avis, 1994; Jenkins, 1996; Stone Fish & Piercy, 1987), therapist skills and necessawecurric
(Figley & Nelson, 1989; Godfrey, Haddock, Fisher, & Lund, 2006; Nelson & Figley, 1990;
Nelson, Heilbrun, & Figley, 1993; Sori & Sprenkle, 2004; White, Edwards, & Russell, 1997,
Winkley, Piercy, & Hovestadt, 1981), elements of supervision (White & Russell, 1995), and
current trends in family life (Nelson, Piercy, & Sprenkle, 2005; Stone Fish & Csbi®82).
While the specific format of a Delphi methodology can be modified, as will be done in

the current study, there are four general data collection and analysis phastes€.& Turoff,
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1975). The first part of the data collection phase consists of a questionnaire, tyahuzy
Delphi Questionnaire | (DQI), that participants complete related to seameh question(s) under
investigation. In the field of family therapy the DQ I typically has imedl the use of open-
ended questions. The second phase of the Delphi Method consists of a compilation of panelists’
responses to DQ |, and a rating scale for each response listed. All of thiedoamswers and
the rating scale are returned to respondents for their feedback throughizhgarstiof a second
Delphi questionnaire (DQ II). On the second questionnaire, panelists ratevetnfl

agreement on the inclusion of each item by using a likert scale with a rangetoffiveeor one

to seven. The third phase involves exploring participant agreement and disagreement wit
guestion items and evaluating those differences through a third questionnaii®.(Dige third
guestionnaire provides the panelist with each his or her ratings associat@éems from DQ I,
as well as a measure of central tendency, typically the median and inik¥qaage, for each
item. Panelists are given the option to reconsider their original rating dih DQight of the
group statistical feedback (Stone Fish & Busby, 2005). The fourth phase is teofepeahird
phase with new group statistical feedback and a final invitation to the panekside his or her
response to each item on DQ IIl.

A degree of balance must be attained when considering the number of rounds of
guestionnaires in a Delphi methodology. While the standard Delphi technique involves three
levels of questionnaires, due to the exploratory nature of this study and in aroedfartd
panelist issues described below (Stone Fish & Busby, 2005), this researclifizall
modified Delphi technique that involves two phases of questionnaires (Figleys&iy&l989;
Godfrey et al., 2006; Jenkins, 1996; Sori & Sprenkle, 2004; Stone Fish & Osborn, 1992; White

& Russell, 1995; White, Edwards, & Russell, 1997). This decision is in keeping withrteebe
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agreement among researchers that only a few rounds of questionnaires atesimeedhe
process quickly becomes too repetitive (Stone Fish & Bushy).

While the Delphi method offers a way to bring together experts in the fieldptginee
important decisions and processes, it is not without its flaws. For example, if igaooads of
guestionnaires are conducted, participants may eventually start to changastvers to be
closer to the presented medians, or responses may regress to the mean (StoBaiglish &
2005). This weakness can be avoided by sending out the measure of central tendency with onl
one questionnaire. Additionally, while researchers typically employ thehDelethod to reach
consensus on a particular topic, a divergence of opinions can also be a valuable discovery
Researchers should be able to allow for ways to report and include possibld dreasivy of
opinion on the topic (Stone Fish & Busby). If a diverse expert panel is not choserghesea
run the risk of having experts with too narrow of a perspective (Stone Fish & Bilikieylime
commitment required of panelists is also a weakness of the methodology. Depmntlieg
guestions, panelists may expend a great deal of energy and time on each sureagithgi$d a
high risk of participant attrition as the process continues. Panelists can beagedaor
complete the entire Delphi process by offering financial incentivesnplysusing brief
guestionnaires (Stone Fish & Busby). Lastly, as much energy is put into a Bteliyby its
researchers and participants, it must be a study that will contribute vitahatfon to the field.
Recruitment of panelists will be even more cumbersome if the questionnairentenegting or
seemingly irrelevant to the field of study (Stone Fish & Busby).

Participant Identification and Selection
The purpose of the Delphi methodology is to obtain the informed opinion of those who

have extensive expertise in the field under question, thus necessitating a puspogiliag
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technique (Dalkey, 1972; Jenkins & Smith, 1994; Linstone & Turoff, 1975). Choosing the
panelists and seeking their participation is perhaps one of the most importan stepSelphi
process (Scheele, 1975; Stone Fish & Busby, 2005). In order to conduct a thorough survey of
experts, a balance should exist among input from four distinct groups: stakeholdéestofaci
experts, and those who might supply an alternative viewpoint (Scheele). Whileeebataong

these stated four groups will be the goal for this study, the proportion of partscquanprising

each group will vary based on the inclusion criteria and the willingness dfijpantis to engage

in the study. Regardless of the proportions, the participants in this Delphi stut will

purposively selected as they must be able to speak to the question and topic at hand (Jenkins &
Smith, 1994; Stone Fish & Busby).

Although various inclusion criteria have been outlined in studies using the Delphi
method, the specification of experts typically includes one or more of the fotjomiimber of
publications by the expert, years spent teaching the subject, number of professiona
presentations, type of degree or license held, or years of clinicaleaxpe(Blow & Sprenkle,
2001; Dienhart & Avis, 1994; Godfrey, Haddock, Fisher, & Lund, 2006; Jenkins, 1996; Nelson
et al., 2005; Sori & Sprenkle, 2004; Stone Fish & Osborn, 1992; White & Russell, 1995). Due to
the exploratory nature of this study and the relatively recent appeafahecfield of MedFT,
the panelist criteria will include one or more of the following.

1.) Self identify as a MedFT professional

2.) MedFT as the current focus of professional work, whether clinical or academic

3.) Self identify as a healthcare provider who collaborates with a selffieentledFT

in their professional work.
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These criteria exclude those mental health providers whose professionas \Wwaiiked to
engagement in collaborative healthcare or integrated care work and who do not identify
themselves as MedFTs.

The researcher will recruit those who, based on various academic and professional
hallmarks, meet the stated criteria. The search for potential pamelidgisgin with a review of
the academic literature and institutions of higher education with MedFT eductatiogeams. A
grid will be created listing the potential participants and the criteey ineet from the list above
(Appendix B). Those who meet the requirements for participants will be cahfacte
participation in the study. They will be asked to confirm that they meet theestnts for
panelist inclusion as stated above. Additionally, an email will be sent to thd&ralize Family
Healthcare Association’s listserv asking for panelists to self-fgahthey meet one or more of
the inclusion criteria (Appendix C). This is to make sure that researchérasiamt excluded
any eligible participants willing to consent. Lastly, MedFTs who corsethie study will also be
asked for the names and contact information of those stakeholders with whom thiegratd
on a regular basis and are therefore familiar with their work for inclusion iruithg s
Recruitment Procedure

Prior to the recruitment of potential panelists, the study will be reviewdukelyast
Carolina University Institutional Review Board (Appendix D). After approvahefdtudy is
granted, panelists will be recruited through multiple methods, including eetegdhbne, and in
person if the opportunity arises at professional conferences or at othen&stalgs. They will
be asked to voluntarily participate in this study through an online survey website
(www.surveymonkey.com). Each potential panelist will receive a cover lga email inviting

them to participate in the study and if they are interested to respond to théAgpandix E). If
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participants are recruited in person or by telephone, their email addreddesedorded and

they will receive the email within 48 hours. Once they respond to the email, ingitdair

interest to participate, they will receive a personalized email ivdin individual link to the

Survey Monkey website. This link will enable them to return to their survey paaltydicthey

do not finish the survey in one sitting. Once logged onto the online survey, participants will be
directed to read and submit the informed consent (Appendix F), demographics form (&ppendi
G), and first questionnaire (DQI) (Appendix H). Follow up phone calls, with participaseat,
may be made to encourage participation in both phases of the study. Additionalxgrak se
researchers have done in prior studies (Godfrey et al., 2006, Jenkins, 1994, Nelson, et al., 2005,
Stone Fish & Piercy, 1987), the researcher will ask potential participantsstoimsscruiting
additional participants who would fit the inclusion criteria. Lastly, a géeenaail through the
Collaborative Family Healthcare Association’s listserv (www.cfég, will be distributed
requesting potential participants who meet study criteria to contact tharprinvestigator
indicating interest in study participation.

Completion of the initial questionnaire packet and the second questionnaire should take
no longer than 30 minutes each, with the initial questionnaire perhaps taking up to 45 minutes.
Participants will submit their names and contact information along withdbeipleted
informed consent forms. A list of names and pseudonyms will be compiled and stored on the
primary researcher’s computer in a password protected document. It witdssagy to have
names associated with both the DQ | and the DQ Il so that tracking the completi
guestionnaires can occur. Additionally, should a participant’s response vaity e others

or need clarification, follow up may be conducted in order to ensure a fair reptieseotaheir
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input. While names will be needed to complete the questionnaire, no names wiluldednicl
the reported findings.
Procedures

Panelists will first receive an email invitation letter (Appendix i) a link to a secured
website on which an online informed consent is posted. Upon reading the informed consent,
potential panelists will indicate whether they agree to participate iriutig and, if so, they will
proceed to the demographics form and first questionnaire (DQ ). If they doreet teey will
be instructed to exit the website. The consent will address the purpose and importhace of
panelists’ participation, and clearly articulate the researcherlsapablish the study in an
effort to impact future MedFT education, practice, and research. The introdundtmmation
will also indicate the need for participants to engage in a second follow-upogueste (DQ 1),
and the estimated time involved of approximately 30 minutes for each questiototalref(60
minutes). The demographics questionnaire will include space for the paribgtsiphical
information and a confirmation of them meeting the inclusion criteria.

The researcher will assure each participant’s anonymity through tloé pseudonyms.
The key to the coding system linking participants’ names with their pseudoniirbs wiored in
a password protected file on the researcher’s computer. Hard copies of tgraj@mncs
guestionnaire, and the DQ | will be stored in a locked filing cabinet in the prineg#ancher’s
home office.

The DQ | will involve eight open-ended questions (Appendix H) to explore the panelists’
opinion on the definition and current state of MedFT. A time allotment of two weeks will be
given for panelists to return the surveys. After the two week deadline, a remmdié or phone

call may be made to panelists encouraging their participation (Appendigdh kéceiving the

158



responses from DQ [, the researcher will compile the responses, while avigirgation of
responses. Frequencies will be calculated for responses mentioned by manmetiparticipant.
The primary researcher and two research assistants external to theifitcelyew the list of
responses to assess each response for clarity and redundancy. Should an itemdbe deeme
redundant, the primary researcher will re-evaluate the list of resporesiae the redundant
response from the DQ Il. Once finalized, the list of responses will be faedutdo DQ II.

The DQ Il will be distributed to respondents via the online website. Responkbs wil
organized under each question subheading, so that each response for question one will be
presented as a bulleted list under question one and so on. Next to each response waitbe a li
scale of one through seven, with seven indicating a strong level of agreement and atiagndic
a strong level of disagreement. Panelists will be asked to examine eacheesmbtizen rate
the response on the likert scale according to the strength of their agreleahéime item be
included in an optimal answer to the question. As is standard protocol, responses to IDQ Il wi
be analyzed for the median and interquartile range (Stone Fish & Busby, 2005). Refipanse
are selected for inclusion in the results will have a median of six or higheatindi a high
level of agreement, as well as an interquartile range (IQR) of 1.5 or smdltEating a high
level of consensus. The objective of this phase of the study will be to determinesdy th
measures of central tendency, which items will be included in the final resportbe research
guestions. Again, the time constraints for responses will be two weeks, at whegbaimelists
will be sent a reminder email or potentially a phone call encouragingotiméiicipation. The
results will be presented in both narrative and table format, with the table ngcthei median

and IQR. The results of the Delphi findings will be disseminated to participants.
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While the goal of this study is to reach consensus on a definition and classifafati
MedFT preparation for MedFTs, scope of practice, and future issues, it is alstaimpor
investigate any extreme outliers or differences of opinions. If therigeans on which a
particular respondent differs greatly from the median, the researchgintact that
respondent via email or phone to seek clarification and those responses will be autieed i
results as well as the items that met the criteria for inclusion. If seameher is unable to
contact a panelist whose responses are in need of clarification for thelH2@ &nswers will
be included to the best of the primary researcher’s ability to represent thietine ©Q |1, if the
researcher is unable to reach the panelist, it will be noted in the resutia fieat outliers did
exist for certain answers, to acknowledge that there were differehopsion and these
differences will be illustrated in a narrative format.

The goal of this research study is to bring together those currentlyngpptacticing,
and studying MedFT in an effort to agree on a consensus definition, clarifyofiee afc
practice, the current roles and skills of MedFTs, as well as bring clatite ttype of and depth
of preparation needed to practice. The most effective and efficient wayngpotiheise
professionals together is through the use of a two phase Delphi study conducted online.
Responses to these research questions are needed so that MedFTs practluimgy, teac
researching, and supervising can move forward individually and collectivelmoraunified
way and MedFT can create a distinct professional identity. The resultshiomadrk will be
published in two formats. The first article will be a literature reviElwe State of Medical
Family Therapywhile the second will contain the results of this proposed siudy State of

Medical Family Therapy: A Modified Delphi Study.
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Table 3
VARIABLE STATISTICS
Variable Statement Median
MedFT Defined
Orientation

MedFT is first and foremost an orientation of how you understand illness 6
and the way it systemically influences the family dynamic. In addition, the
understanding that no illness truly exists without psychosocial implications
that should be addressed if the best standard of care is to be given.

MedFT is at the least an orientation to all patients that includes these 6
biopsychosocial-spiritual aspects.

As an orientation, MedFT can serve as a collaborative initiative to include 7
multiple disciplines in the treatment of illness and disability in thelfasni
we see.

If MedFT is an orientation, the criteria would be a way of thinking and 6
practicing.
A Medical Family Therapist can work in any setting, which relates to 7

medical family therapy being more a way of thinking than a place to work.

MedFT is all of these choices (profession, orientation, etc) as it is a way of 6
thinking about couples and families.

Developing Profession

MedFT is most specifically categorized as a developing profession that is a6
sub-type of family therapy that distinguishes itself through a spesuializ
orientation, specific body of knowledge, and holistic (or systemic) and
specialized treatment method.

Intern Status

An “intern” status could be available prior to licensure in a mental health 6
discipline where a person could classify themselves as MedFTs if they are
in the process of acquiring the appropriate clinical experience within a
medical setting.
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Focus and Goals

MedFT involves two general meta-goals including promoting agency, 7 1
defined as active commitment to and active involvement in one’s own care,

and communion, defined as important emotional bonds, which can often be
negatively affected by the strains of disease and disability.

Theoretical Base

MedFT is the study and application of the biopsychosocial domains asit 7 1
relates to the human condition.

MedFT rests on the biopsychosocial-spiritual model that complimentsa 7 1
medical setting and acts as a reminder to medical providers that they are no

treating individuals. The patients they look at and work with in exam rooms

are part of families and a larger community.

MedFT involves a holistic view of patient treatment. 7
MedFT is based on the theoretical foundation of systems theory. 7

MedFT primarily involves a therapist with specialized training beyond 7 1
marriage and family therapy that incorporates knowledge of all facets of
patient/family care, ie. Medical, pharmacological, social, etc.

MedFT is an expansion and application of family therapy. 7

\‘
H

MedFT is a field that requires a strong base in marriage and familpyhera
first.

MedFT is the application of Marriage and Family Therapy theory in a 6 15
healthcare setting working with families.

MedFT is the integration of family therapy into behavioral medicine and 6 15
biomedicine creating an integrated team-based healthcare delivamsyst

MedFT Advocacy

The roles of MedFT are somewhat dependent on advocacy, to get us into tiée 1
systems in terms of license and insurance, and research to show which
interventions really work with health problems.
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MedFT represents a multidisciplinary woven cloth, a multicolored, textured,6
and seamless blending revealing new information. This is very different
from the monochromatic strands that make a cloth woven from one guild
OR another.

The problem | have seen is that psychologists and social workers have bee@
integrating themselves for much longer than family therapists. The result i
that no one knows who family therapists are, and they have certainly never
heard of medical family therapy. So, those who are employed in settings
really had to make a spot for themselves.

MedFTs role is to teach of the benefits of MedFT, to our patients and other 6
professionals, and to increase visibility of our skill set.

Scope of Practice (non-clinical)
Research

Scope of practice for those with a PhD in MedFT may include conducting 7
MedFT research.

MedFTs role is to conduct research for MedFT methods and efficacy for thes
MedFT field.

MedFTs role is to conduct research for the wide range of issues associated6
with families, health, and clinical services.

MedFTs may also work in the research world due to their understanding of 7
the clinical, financial, and operational worlds.

Research. 6
Teaching

MedFTs are teachers of medical students, physicians, and other medical 6
personnel about the importance of understanding families and patients from
a systemic lens.

Scope of practice for those with a PhD may include teaching in a variety of 7
settings including child and family departments as well as medical schools.
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MedFTs should be involved in teaching young medical students about 7
BPS-S aspects of healthcare.

MedFTs can train future healthcare providers (biomedical and mental 7
health) to work collaboratively and to know when to refer.

Administration
MedFTs’ role can be that of administrator.
MedFTs’ role can be that of program director.

Scope of practice for those with a PhD may include establishing a MedFT 7
program within an existing school.

Policy Making
Scope of practice for those with a PhD in MedFT may include making 7
policy backed by his/her training in theory, illness over the lifespan,
research, and diversity.
MedFTs should be involved in policy making and legislation in the 7
improvement of the care of patients/clients.

Training Dependent
The scope of practice for a MedFT varies depending on their level of 7

training, certification, or degree earned.
Scope of Practice (clinical)
Provision of Mental Healthcare

MedFTs role is to help address emotional and mental health co-morbidities6
by helping to motivate patients and families and providing behavioral
solutions (e.g. for kids with ADHD).

MedFTs diagnose mental health conditions and illnesses.
MedFTs treat mental health conditions and illnesses.

MedFTs role is providing systemic or relationally-oriented 7
psychotherapeutic services to individual, couples, families, and groups in a
range of contexts.
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MedFTs scope of practice includes behavioral consultation. 7 1

MedFTs assess mental health conditions and illnesses. 6 1
MedFTs role with families and patients include brief therapy. 6 15
MedFTs provide integrated care brief therapy or traditional psychotherapy 6 1

and retain their ability to collaborate and coordinate care regardless of
which form of therapy is employed.

MedFTs role with families and patients includes evaluating their 7 1
psychosocial needs.

MedFTs role with families and patients is to aid in patient assessment. 7 15

MedFTs role with families and patients includes assisting with their 7 5
adaptation to the effects of mental health problems.

Provision of Clinical Care, Mental and Physical

MedFTs scope of practice includes psychotherapy with individuals/families 7 5
regarding chronic and acute iliness.

MedFTs can provide brief therapy, as well as traditional longer-term 7 1
therapy, for individual patients, couples, and families, focusing on the
intersection of biological, psychological social, and spiritual processes.

MedFTs role is to bridge the gap between medical, psychological, social, 6 15
and spiritual care.

MedFT is also counseling (i.e. — lifestyle modifications with patients). 6 1.5

MedFTs role with families and patients includes assisting with their 7 5
adaptation to the effects of medical problems.

MedFTs role with families and patients is to help with self-management ands 1
medical.

MedFT can build on providing family education and support by also 7 1
providing psychoeducation to help build coping skills, skills for illness

management.

MedFTs roles include working with diagnosis-specific issues and coping. 7 1
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MedFTs role with families and patients is to aid in treatment planning. 6 15

MedFT is the assessment of patients, provision of brief therapy, and serving 15
as a bridge between medical and mental health.

Ambassadors of Patient Agency

MedFT helps families navigate and utilize the healthcare system. 6 1
MedFT is the practice of engaging families around all aspects of their 6 1
health.

MedFTs role is to elevate patients to position of collaborators in their own 7 1

health and mental health care.

MedFTs work to maximize self-management, support, coping, healing, and7 1
adaptation to adverse challenges.

MedFTs can help patients develop agency in their care, which can facilitate7 1
treatment planning and adherence.

MedFTs role is to collaborate with families and other providers to treat 7 5
patients and/or their families to promote a sense of agency, psychological
healing, and coping with difficult diagnoses and procedures.

Larger Systems Care

MedFTs role is to nurture and maintain relationships among providers that 6 1.5
maximize the care available to patients.

MedFTs role is to provide consultation and overall care to systems dealing 7 1
with illness, loss, and disability.

MedFTs roles include assisting healthcare providers with processing of 7 1
challenging cases, burnout, and caregiver fatigue.

MedFTs scope of practice includes supporting medical providers in 7 1
collaborative treatment modalities with patients and their families.

Supervision

Scope of practice for those with a PhD in MedFT may include providing 7 1
clinical supervision to marriage and family therapists or those with training
in MedFT.
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The role of MedFTs with a PhD includes a supervisor.
Clinical MedFT
Foundational Clinical Concepts

MedFTs bring family focused interventions to the typically individually- 7
focused medical settings.

Although many providers recognize the role of family in disease and health7
and take a holistic approach, this seems to be a particular strength of
MedFT.

MedFT will always consider the relationships among and between family 7
members and other larger systems.

MedFT involves cases where the patient’s interpersonal relationships are 7
believed to play a key role in his/her health.

MedFTs are skilled in the synthesis of these theories (systems, thrde worl 6
view, biopsychosocial, etc.) into a comprehensive conceptualization of
illness which is unique to MedFT.

MedFTs maintain a systemic awareness when any one of the BPS-S 7
domains are the focus of clinical care in that moment.

MedFTs’ systemic focus allows them the ability to appreciate both 6
individual and broader perspectives, thereby stimulating the medical setting
with new knowledge and perspective.

MedFTs broaden the focus of the treatment team to consider sociocultural, 7
financial, and other ecosystemic variables as well.

MedFTs INTEGRATE physical and mental health in their approach, 7
diagnosis, and treatment.

MedFT involves a holistic view of patient treatment.

MedFTs have the ability to integrate the biopsychosocial model into 7
teaching, training, clinical work, and research.

MedFT must involve an appreciation for sex, race, ethnicity, socioeconomic/
status, and sexual orientation.
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MedFT values all voices, including family members, collaborators, other 7
stakeholders, and even medical issues or the illness itself.

MedFTs have a self awareness around their own experiences with illness, 7
loss, and disability.

MedFT is the application of Marriage and Family Therapy techniquesina 6
healthcare setting working with families.

Locale
Marriage and Family Therapy, Masters and Doctoral Programs
Oncology Centers 6

MedFTs are qualified to work in a variety of settings, including primary, 7
secondary, and tertiary care settings.

MedFTs are employed in Primary Care. 7

MedFTs are employed in Primary Care Centers as Behavioral Health 7
Consultants.

Some MedFts work outside medical facilities but serve as specialibts wit 6
clients for whom biomedical issues are prominent.

MedFTs are part of the healthcare system.

MedFT does not have to take place in a medical context and can span acrod&s
a variety of clinical settings.

MedFT roles include working in integrated care to aid in assessment, 6
treatment planning, adherence, and maintenance.

Presenting Issues
MedFT can include focus on acute illness.
MedFTs can focus on chronic illness. 7
MedFTs work with trauma. 7

Any presenting issue can benefit from use of the core MedFT principles or 6
approaches.

Future roles for MedFTs would be needed in areas in which the medical 6
conditions/issues facing the affected person/family are either séfei (
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function-threatening) or chronic, requiring self-management and affecting
normal function.

The skills within MedFT are applicable across different presenting 6
problems, systems consultations, teaching, such that it can be a meta-
approach to many levels of intervention.

MedFTs have the ability to provide various levels of intervention.
Collaboration

MedFTs have an understanding of the ethical responsibility to collaborate 7
with other professionals to provide the treatment patients deserve.

MedFT necessitates collaboration with all those areas of a patientisdife 7
may influence his/her health for example, family, friends, medical

providers, mental health professionals, community influences, and spiritual
leaders.

MedFT must involve collaborative care with individuals, couples, families, 7
or larger systems.

MedFTs provide integrated care brief therapy or traditional psychotherapy 6
and retain their ability to collaborate and coordinate care regardless of
which form of therapy is employed.

MedFTs have the ability to take a meta-perspective and collaborate with a 7
range of healthcare providers.

MedFTs have experience working and collaborating with medical providers6
around issues of iliness, loss, and disability.

The MedFTs role is to collaborate with other providers, both medical and 7
mental health, to achieve treatment plans that are both holistic and systemic
in nature through a biopsychosocial-spiritual lens.

MedFTs role is to help leverage the efforts of the rest of the medical team 6
and provide an in-depth assessment of family structure and its role in
disease and health to help create and implement an effective therapeutic
plan.

MedFTs collaborate with healthcare professionals toward constructinga 7
coordinated treatment plan.
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Succeeding in the Medical World

MedFTs who have been successful working in medical settings tend to be 7
comfortable with taking a “one-down” position in order to learn about
certain medical procedures, illnesses, medications, etc.

MedFTs are persistent with patient follow up and referral.

MedFTs can be flexible in terms of working around the constraints of the 7
medical system, and work well with others (a team player).

MedFTs have the ability to work as a bridge between culturally diverse 7
systems—medical, psychotherapy, and family systems.

PhD Not Necessary for Clinical Work
A PhD isn't necessary to be a good behavioral health specialist.
MedFT Research

Informed By

Mental health and physical health would not be considered separate entitie§
in a MedFT study. They might be analyzed separately but only in order to
gather relevant data. In other words, we need to collect the data sgparatel
because those are the measures that we have available, but MedFTs really
believe that health is comprised of all four parts of the biopsychosocial-
spiritual construct.

| would want to know that the study was informed by a working definition 6
of MedFT and that there was some bridging of treatment between the
medical and psychosocial domains of healthcare.

MedFT research would include the use of a systemic lens with respectto 6
one or more of the BPS-S domains in application to the study of an illness
or disability.

MedFT is the study and application of the biopsychosocial domains asit 7
relates to the human condition.

MedFT is based on the theoretical foundation of systems theory.

MedFT will always consider the relationships among and between family 7
members and other larger systems.
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MedFT research would have recognition of the different language and 6
meaning systems of different members of health care setting (biomedical
MFT, patient/clients).

MedFT research involves the addressing/awareness of treatment worldvievés
using systems ideas within collaborative (mental/medical health) care
contexts.

MedFT research would include a thorough application of systemic/marriageb
and family therapy work to key interpersonal medical process issues and
documentation of collaboration with other medical professionals.

(o2}

MedFT research is the inclusion of theoretical concepts of family tharapy
a medical setting.

»

MedFT research is the inclusion of theoretical concepts of family therapy
with an acute or chronic illness.

MedFT research would have recognition of the recursive nature of illness 6
and family dynamics.

MedFT research would include families or context.

Collaborative and Integrated care would likely be in MedFT research 6
although these words are used in many contexts lately.

It would either reference the tenets of MedFT (as outlined by McDaniel, 6
Hepworth, & Doherty, 1992) or be specifically in line with those guidelines.

Research Goals

MedFTs role is to conduct research for the wide range of issues associated6
with families, health, and clinical services.

lliness effects on entire family/system would be discussed in MedFT 6
research.

MedFT research involves anything that relates to relationships and health. 6
Anything that involves relationships and health is relevant to MedFT which
draws from many disciplines.

First, the dependent variables would be health oriented or the 6
participants/patients in the study would be suffering with an illness. Second,
the study would be seeking to understand couple or family relationships
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features that are associated or predict improved quality of life OR &irgtes
couple or family interventions to improve quality of life or health outcome.

MedFT researchers would focus on the need for collaborative systemic 6
treatment.

MedFT research would include populations with health problems.

MedFT research is indicated because it would incorporate the goals of 6
agency and communion.

Implications

If the MedFT research is applied research, there would be a discussion of 7
the clinical implications.

MedFT research would include the results integrated into research findings
that emphasized biological, psychological, social, and spiritual aspects that
make up a holistic portrait of the patient, iliness, and/or healthcare
process/system under review.

If the MedFT research is basic research, there would be a discussion of ho®
results will inform future MedFT research.

The study would be applicable to a variety of healthcare providers.
MedFT Academics/Training
Courses
Field Training — PhD
Internship in medical setting. 7

At least 6 months of supervised experience within medical setting providing7
family systems therapy and collaborating with medical professionals.

Practicum of at least one year in a medical setting.
Inpatient training 6
Intensive experience in a clinical setting. 7
Ongoing clinical placement throughout the program

Integrated care field experience. 7
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Internship in MedFT 7

Collaborative Care Field experience 7
Practicum in Medical Setting 7
Clinical supervision by a MedFT 7
Supervision of Supervision 7

Field Training — MS
Practicum in medical settings 7

MedFTs at the Masters level should have at least 6 months of supervised
experience within a medical setting providing family systems thenagy a
collaborating with medical professionals.

MedFTs at the Masters level should have clinical practica in MedFT at both7
non-medical and medical sites.

MedFTs at the Masters level should have a Collaborate Care Field 7
Experience.

MedFTs at the Masters level should have a practicum of at least one year i
a medical setting.

Clinical supervision by a MedFT. 6
Field Training — Post Masters

MedFTs have experience in working with other health professionals.

MedFTs should do internships in medical settings.

Training experience would include using practicum (Masters or Phd) to 7
have a case where you go through the MedFT techniques (ie. — recognizing
the biological dimension, soliciting the illness story, etc.).

MedFT includes advanced training in practice/supervision.
Research/Stats — PhD

Research Methods in MedFT 7
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Qualitative Methods
Quantitative Methods
Advanced Research Methods
Advanced Statistics
Dissertation
Research experiences in collaborative care research
Research/Stats — MS
Quantitative Research Methods
Basic Research Methods
Basic Statistics
Research in Spirituality and Health
Special Topics — PhD
Electives related to specialization
Sex Therapy
Gender and Diversity in MedFT
Medical disparity and gender/race
Death and Dying
Special Topics — MS
Electives related to specialization
Crisis Assessment
Death and Dying
Gender and Diversity in MedFT
Sexuality

Substance Abuse

204

15

15

15



Community Resource 6
Special Topics — Post Masters

MedFTs should have training in substance abuse.
Family and lllness — PhD

Doctoral courses should pertain to family systems.

Advanced families, illness, and disabilities

Families and Aging 6
lliness Across the Lifecycle 7
Chronic lliness and Families 7

Families and lliness — MS

Lifecycle and lliness — peds through aging

Clinical Skills/Interventions 7
Family Interviewing 7
Family and child development 7
Lifespan Development 6
Chronic illness and families 7

Family dynamics — this would get at the roles that families and couples 7
adopt and then would shed more light on treatment later as therapists learn
how the illness has shifted the roles.

Families and Aging 6
Families and lliness — Post Masters
MedFTs should take courses in health and families.

MedFTs have specific training in how disease and illness impact the life- 6
cycle itself and what these impacts look like and mean for various levels of
experience.

Medical Culture and Collaboration — PhD
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Medical Terminology 6
20 most common problems in primary care
Collaborating in Medical Settings 7

Advanced collaborative care with physicians including understanding and 7
skills of relating with them

Medical Culture and Collaboration — MS

Collaboration with Medical Providers — brushstroke conceptual coverage, 7
hx, paradigms, cultural difference, own perceptions and illness story,
healthcare past present future, basics of collaboration with medical provider,
charting, pace, language, confidentiality, expectations, conversing with
medical providers, etc.

Medical Terminology 6

Introduction to MedFT course to learn more about hierarchy within medical 7
systems, functions of departments within a hospital context and other
medical contexts such as community health centers, also important is ethics,
language, and the art of collaboration.

Medical Culture and Collaboration — Post Masters

MedFTs have some book training about medical content and medical 6
contexts/culture.

MedFTs may work in a variety of settings after being trained in Medical 6
Culture and Collaboration.

MedFT Theory — PhD
Medical Family Therapy Theory 7
Advanced Medical Family Therapy Theory
Advanced Medical Family Therapy 7
MedFT Theory — MS

MedFTs at the Masters level should have a course in Medical Family 7
Therapy Theory.
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MedFT Theory — Post Masters

MedFTs training allows for increases in patients’ sense of agency and
improvements in the adherence to treatment (due to co-creation of plans).

Physiology/Pharmacology — PhD
Pharmacology
Basic Pharmacology
Physiology/Pharmacology — MS
Psychopharmacology
Basic Physiology
Pharmacology
Physiology/Pharmacology - Post Masters

MedFT encompasses theory/research regarding medical health
presentations.

Psychopharmacology (basic knowledge of how drugs that treat physical
illness can affect mental health and vice versa).

Probably a biology and human systems course, though | am not sure one
exists. This course would incorporate HOW systems work, at the level of
cells or organisms, and would apply some of the concepts that MedFTs
study-how these mechanism also collaborate with one another, how
elements of each have agency in their own right, and how an individuals’
biological/physiological issue might also be manifesting these same
concepts.

Ideally, MedFTs should take some kind of course in the brain and mental
illness so that one can converse well with physicians.

MedFTs should have coursework on common medical issues.
Health Policy- Post Masters

Doctoral courses should pertain to health policy theories.
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Systems/Relational Theories — MS
Systems theory 7
Masters course should pertain to clinical practice theories.

MedFTs at the Masters level should have a course in Family Therapy 7
Theory.

Systems/Relational Theories — Post Masters

Intense training in systems theory and others (three world view, 6
biopsychosocial, etc.) allow the MedFT to navigate the biomedical

paradigm and systems theory, which are two seemingly contradictory
orientations, blending them in a way that is mindful of both and excludes
neither.

Training in relational theories allows MedFTs to bridge worlds when 7
conflicts arise between family members or patients and providers.

MedFTs have a systems perspective with a theoretical basis in family 7
therapy.

Ethics — MS
General Ethics 7

Professionalism and Ethics of a Therapist in a Medical Setting
Ethical Issues Related to Collaboration 6
MedFTs should have training in research ethics

Behavioral Health Theory — Post Masters

MedFT encompasses theory/research regarding behavioral health 6
presentations.

MFT Training — MS
Family therapy in relation to medical issues
Marriage and Family Therapy Training 7

MedFTs should have all the training one would get to be a family therapist, 7
and then additional courses/training in appropriate medical issues and the
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related biopsychosocial issues that individuals/families face.
Competencies
Therapy Skills
MedFTs have family therapy skills. 7

As a competency: individual, couple, and group MedFT interventions for 7
biomedical issues.

Core competencies include solid skills as a systemic therapist.

Core competencies include if working in a specialty area (e.g. oncology), 7
sufficient understanding of the relevant biomedical issues, language, and
providers.

Basic application of MFT models to medical family therapy cases.

Core competencies include skills in helping families manage the demands af
acute and chronic illness.

Core competencies include skills in providing integrative care.

MedFTs should have competency in advanced interviewing techniques in 6
medicine and psychosocial integration.

MedFTs should have competency in family oriented care of common 7
problems in medicine.

MedFTs should be able to provide clinical evaluations.

MedFTs should be competent in basic application of family systems 7
concepts developmentally to acute, chronic & terminal illnesses.

MedFTs should have a personal theoretical approach to working with 7
families.

Core competencies include the ability to empower patients to advocate for 7
themselves in the health care environment.

MedFTs should be competent in treating stress and other harmful health 7
behaviors.

MedFTs should be skilled in evidence-based approaches, such as cognitivé
behavioral therapy.
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MedFTs have enhanced psychotherapy skills.
MedFTs should be culturally competent. 7
Medical Culture and Collaboration — PhD

MedFTs should have an advanced understanding of medical culture and 6.5
basics about how physicians are trained.

Medical Culture and Collaboration — MS

Basic MedFT core concepts (e.g. Levels of Collaboration, collocation, 7
coordinated/integrated delivery systems/services, the overlap of mawlital
mental health problems)

Basic collaborative care with physicians including understanding ansl skill 7
of relating to them.

Basic knowledge of the various disciplines involved with medical care.
Medical Culture and Collaboration — Post Masters

All MFTs regardless of whether they consider themselves to be a MedFT 7
should be an effective collaborator, understand some psychopharmacology,
and know how to work with health related issues and loss. These issues
affect our clients universally!

MedFTs should be able to collaborate with other providers (medical, mental
health, and otherwise) clinically, through research and teaching.

Advanced collaboration with complex cases (anxiety, depression, high- 7
utilizers, PTSD, dual dx, etc)

Core Competencies include the ability to facilitate communication between 7
families and health care providers and invite coordination of services.
MedFTs have an understanding and integration of collaborative care.

MedFTs should have a basic understanding of medical culture and basics 6
about how physicians are trained.

MedFTs should be competent in basics of how to refer, chart and 7
communicate with medical professionals.
Sensitivity understanding the culture and context of the medical 7

environment.

MedFTs have knowledge of the medical culture regarding expectations 6
about communication and what is professional.
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MedFTs have basic knowledge of medical care systems (e.g. time, finance$,
diagnoses, treatment protocols).

MedFTs should have competency in basic medical culture & medical 7
charting/lingo.

How to work within the medical environment as a mental health 7
professional.
MedFTs should be able to understand the ethical issues of delivering mental
health care within a medical system.
Core competencies include the ability to speak the language and 7
communicate with a range of health care providers.

Theoretical Base — Post Masters

MedFTs have an understanding of the concepts of agency and communion.

MedFTs should be able to extend ethical clinical service to diverse 7
populations using the BPSS lens, systems, and three world view.
MedFTs have a mastery of systems theory.

MedFTs have an understanding of key theoretical and foundations of 6
MedFT.

Core competencies include sufficient knowledge of biopsychosocial issues 7
associated with health and illness.

Diagnostics through a BPSS lens. 7

MedFTs have an understanding of systemic treatment.
Knowledge of Health and Relationships — Post Masters
MedFTs have an understanding of systemic treatment.

MedFTs should be competent | the impact of health and wellness on mentar
health functioning and the impact of mental health functioning on health
and wellness.
MedFTs have an understanding of the impact of illness on the individual 7
and the family.
MedFTs are knowledgeable about the impact of physical conditions on the 7
psychosocial and spiritual domains.

Knowledge of Diseases — Post Masters

MedFTs should be competent in medical knowledge including varieties of 6
iliness, pharmacology, medical professionals etc.

MedFTs have a better understanding of psychopharmacology and its 6
systemic effects.
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MedFTs have knowledge of acute and chronic illness and their ever 6
expanding treatments.
MedFTs should have competency in basic disease processes & treatments.

Teaching — Post Masters

MedFTs should be able to educate others on what MedFT is and how itis 7
different from other mental health professions.
MedFTs should have the ability to teach systems.

MedFTs should have strong abilities to teach BPSS.

MedFTs should be able to give feedback and receive feedback to other 6
students practicing MedFT through reflecting teams, supervision, and
cotherapy.

Administration/Business — Post Masters

MedFTs know how to implement and manage an integrated care practice 6
model.
MedFT Core Competencies include the ability to enter a medical system 6
and create a niche for self.
MedFTs should be competent in marketing to physician groups and how to 6
do a market analysis for MedFT opportunities.

Evidence Base — Post Masters

MedFTs should know the research on interventions with health problems 7
and with psychiatric problems.
MedFTs are knowledgeable about the medical, psychological, social, and 7
spiritual.
MedFTs should have a good grasp on the literature and what evidence baséd
(and other) research exist in related to MedFT.

Family Therapy/Family Systems — PhD

MedFTs should have competency in advanced application of family systemg
concepts developmentally to acute, chronic & terminal illnesses.
Family Therapy/Family Systems — MS

Family Systems knowledge 7
Clinical competence in child, family, couples therapy.
Family Therapy/Family Systems — Post Masters

Marriage and Family Therapists graduating with medical familsathe 6
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skills are able to introduce the concept into their practice.
BPSS/Applied MedFT — PhD

MedFTs should have competency in advanced applied MedFT with variety 7
of chronic, acute and terminal illnesses.
MedFTs should have competency in advanced spirituality and health 7
assessment using biopsychosocial-spiritual tools.
MedFTs should have competency in advanced Medical Family Therapy 7
core concepts (eg Levels of collaboration, colocation,
coordinated/integrated delivery systems/services, the overlap of maaical
mental health problems).

BPSS/Applied MedFT — Post Masters

MedFTs should have competency in basic applied MedFT with variety of 7
chronic, acute and terminal illnesses.
Self Care — Post Masters

MedFTs should be able to understand their own family iliness stories, self- 7
of-provider issues, and biases since they will impact care they deliver.

MedFTs should have competency with regards to self care to avoid burnout.
DSM Knowledge — Post Masters

MedFTs have knowledge in the DSM-IV-TR in order to be able to 6
communicate effectively with medical personnel.
MedFTs should be competent in DSM basic knowledge.

Treatment Planning — PhD

Advanced treatment planning from holistic assessment.
Treatment Planning — MS

Basic treatment planning from holistic assessment.
Treatment Planning — Post Masters

MedFTs have a competency in assimilating medical, social, spiritual, 6
psychological, and general knowledge into an assessment and treatment
plan.
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