
University of Nebraska - Lincoln University of Nebraska - Lincoln 

DigitalCommons@University of Nebraska - Lincoln DigitalCommons@University of Nebraska - Lincoln 

Faculty Publications, Department of Child, 
Youth, and Family Studies Child, Youth, and Family Studies, Department of 

2011 

Finding the Heart of Medical Family Therapy: A Content Analysis Finding the Heart of Medical Family Therapy: A Content Analysis 

of Medical Family Therapy Casebook Articles of Medical Family Therapy Casebook Articles 

Richard Bischoff 
University of Nebraska-Lincoln, rbischoff2@unl.edu 

Paul R. Springer 
University of Nebraska-Lincoln, pspringer3@unl.edu 

Daniel S. Felix 
University of Nebraska–Lincoln, s-dfelix1@unl.edu 

Cody S. Hollist 
University of Nebraska-Lincoln, chollist2@unl.edu 

Follow this and additional works at: https://digitalcommons.unl.edu/famconfacpub 

 Part of the Developmental Psychology Commons, Family, Life Course, and Society Commons, Other 

Psychology Commons, and the Other Sociology Commons 

Bischoff, Richard; Springer, Paul R.; Felix, Daniel S.; and Hollist, Cody S., "Finding the Heart of Medical 
Family Therapy: A Content Analysis of Medical Family Therapy Casebook Articles" (2011). Faculty 
Publications, Department of Child, Youth, and Family Studies. 88. 
https://digitalcommons.unl.edu/famconfacpub/88 

This Article is brought to you for free and open access by the Child, Youth, and Family Studies, Department of at 
DigitalCommons@University of Nebraska - Lincoln. It has been accepted for inclusion in Faculty Publications, 
Department of Child, Youth, and Family Studies by an authorized administrator of DigitalCommons@University of 
Nebraska - Lincoln. 

https://digitalcommons.unl.edu/
https://digitalcommons.unl.edu/famconfacpub
https://digitalcommons.unl.edu/famconfacpub
https://digitalcommons.unl.edu/family_consumer_sci
https://digitalcommons.unl.edu/famconfacpub?utm_source=digitalcommons.unl.edu%2Ffamconfacpub%2F88&utm_medium=PDF&utm_campaign=PDFCoverPages
http://network.bepress.com/hgg/discipline/410?utm_source=digitalcommons.unl.edu%2Ffamconfacpub%2F88&utm_medium=PDF&utm_campaign=PDFCoverPages
http://network.bepress.com/hgg/discipline/419?utm_source=digitalcommons.unl.edu%2Ffamconfacpub%2F88&utm_medium=PDF&utm_campaign=PDFCoverPages
http://network.bepress.com/hgg/discipline/415?utm_source=digitalcommons.unl.edu%2Ffamconfacpub%2F88&utm_medium=PDF&utm_campaign=PDFCoverPages
http://network.bepress.com/hgg/discipline/415?utm_source=digitalcommons.unl.edu%2Ffamconfacpub%2F88&utm_medium=PDF&utm_campaign=PDFCoverPages
http://network.bepress.com/hgg/discipline/434?utm_source=digitalcommons.unl.edu%2Ffamconfacpub%2F88&utm_medium=PDF&utm_campaign=PDFCoverPages
https://digitalcommons.unl.edu/famconfacpub/88?utm_source=digitalcommons.unl.edu%2Ffamconfacpub%2F88&utm_medium=PDF&utm_campaign=PDFCoverPages


Abstract

In an effort to identify the essential in-
gredients of medical family therapy, a 
content analysis of 15 peer-reviewed 
case studies in medical family therapy 
was conducted. The case studies were 
published from 1996 to 2007 in Families, 
Systems, & Health. Through a qualita-
tive content analysis, three main themes 
emerged that describe the essence of the 
practice of medical family therapy: (1) 
The patient’s multisystemic experience 
of disease, (2) treatment is about caring, 
not just caregiving, and (3) elevating the 
patient as collaborator in the care team. 

Keywords:  
medical family therapy, 
collaboration,  
collaborative healthcare, 
biopsychosocial-spiritual 

In 1977, George Engel published an article in 
the journal Science that challenged the reduc-

tionism that was guiding medical practice at 
the time and that continues to exert influence 
on both the science and the practice of medicine 
today. His alternative perspective was one in-
formed by systems theory and, when applied, 
encouraged providers to consider the interrela-
tionship between biological, psychological, and 
social systems and functioning when working 
with patients. 

While Engel’s ideas have not been with-
out critics (e.g., Sadler & Hulgus, 1992), they 
have significantly influenced the practice of 
both medicine and mental health care (e.g., Mc-
Daniel, Hepworth & Doherty, 1992a; Linville, 
Heirtlein, Prouty-Lyness, 2007). His seminal 
1977 article has been cited hundreds of times in 
peer-reviewed articles, books, and other publi-
cations in nearly all areas of medical specializa-
tion including dentistry and chiropractic care. 
His biopsychosocial (BPS) model is liberally 
cited in publications associated with the men-
tal health field. Unlike other models that have 
their day in the sun and then quickly fade, the 
influence of the BPS model on both practice 
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and science continues to grow. Evidence of this 
growth is the expansion of the model to include 
the spiritual or metaphysical dimension of hu-
man experience (e.g., Hodgson, Lamson, & Re-
ese, 2007; Prest & Robinson, 2006; Wright, Wat-
son, & Bell, 1996) to what is now referred to as 
the biopsychosocial-spiritual model (BPSS). 

Family therapy has a natural connection with 
the BPSS model because of its common theoret-
ical base in systems theory and its attention to 
family functioning. It is for this reason that Mc-
Daniel, Hepworth, and Doherty (1992a) coined 
the term Medical Family Therapy (MedFT) to 
refer to treatment based on the BPS model. In 
a subsequent publication, Doherty, McDaniel, 
and Hepworth (1994) succinctly explained that 
MedFT is an “. . . approach to integrating mind, 
body, and family in collaborative, systems- ori-
ented treatment” (p. 32). The centerpiece of the 
approach is the collaborative working relation-
ship of medical providers and family therapists 
(McDaniel, Hepworth, & Doherty, 1992b). 

Although MedFT is a relative newcomer as a 
treatment approach, there is great interest in the 
scholarship of the approach with books and jour-
nals devoted to advancing the practice, including 
Families, Systems, & Health. There has even been 
some debate as to whether MedFT is a separate 
and distinct mental health profession (Linville et 
al., 2007). Many mental health providers identify 
themselves as medical family therapists. But, as 
yet, it is still unclear what this approach to treat-
ment looks likes. This research was designed to 
better understand the practice of MedFT. 

METHOD

Sample 
Fifteen Medical Family Therapy Casebook 

articles (hereafter referred to as Casebooks) 
published between 1996 and 2007 in Families, 
Systems, & Health were used as data for this 
study. A hallmark of the Casebook series is that 
they are stories from the trenches of practice. In 
making the original call for manuscripts for the 

Medical Family Therapy Casebook series, Da-
vid Seaburn, the series editor, wrote: 

‘Medical Family Therapy Casebook’ is a 
new department that will provide a voice 
for therapists who practice in health care 
settings. They are the pioneers in the 
fledgling field of medical family therapy. 
This department is intended as a con-
tribution to the exciting dialogue about 
how to apply family systems approaches 
in health care settings and how collabora-
tion can be facilitated between therapists, 
health care providers, and families. (see 
introduction to Weiss & Hepworth, 1993, 
p. 297) 

Because of the title of the series, its descrip-
tion, and how the articles were originally so-
licited, we assumed that they would reflect the 
realities of MedFT practice, unencumbered by 
theory or preconceptions, and that they would 
act as a window to the practice of MedFT. 

Including coauthors, these 15 Casebooks 
represented the experiences of 24 profession-
als (14 medical providers and 10 mental health 
therapists). 

Data Analysis 
Casebooks were qualitatively analyzed using 

text analysis (Silverman, 2000). The two senior 
investigators were well acquainted with the 
MedFT literature and experienced in the prac-
tice of MedFT. They have published in the area 
of MedFT and have contributed to the develop-
ment of MedFT principles, practice, and train-
ing. In order to ensure that this previous knowl-
edge and experience did not unduly influence 
the analysis of the data, a third investigator 
[DSF] was added who was unfamiliar with the 
MedFT literature and who was not a mental 
health therapist. Our interest was to allow the 
themes, concepts, and principles of MedFT to 
emerge from the Casebook stories rather than 
attempt to interpret these stories from a posi-
tion of knowing based on experience and exist-
ing literature. 
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The third investigator [DSF] first read each 
Casebook article with the intent of learning 
what MedFT is through these case examples. 
While reading the Casebooks, this investigator 
was directed to ask the following questions: 
• “What is being done here?” and “Why is this 

important to treatment success?” 
• “What is medical family therapy?” 
• “What skills, abilities, or competencies are the 

authors demonstrating even though they 
may not identify them specifically?” 

• “What is the context in which medical family 
therapy is practiced?” 
This investigator identified and extracted 

passages that helped to answer these questions. 
As this initial analysis of the data proceeded, 
other questions emerged such as “Who does 
medical family therapy?” and “Who are medi-
cal family therapists?” Questions such as these 
emerged because the initial data analysis ex-
posed assumptions that the investigators were 
making that did not appear to be supported by 
the data. The investigator was directed to re-
read each Casebook, continuing to identify pas-
sages that answer both the original and emerg-
ing questions. 

Passages of text that appeared to contribute 
to an understanding of MedFT were compared 
with one another, organized, categorized, and 
labeled on a spreadsheet. This investigator 
then met with the other two investigators to 
share his observations. The other investigators 
asked questions about and offered comments 
on what was learned, the categorizations of 
the data, and the emerging themes from their 
“knowing” position. They gave particular at-
tention to what was not found but expected 
based on their understanding of the literature 
(e.g., attention to the spiritual dimension of the 
BPSS model). [DSF] then went back to the data 
to determine whether this information had 
been overlooked in the original analysis. The 
goal was to ensure that nothing was missed. 
Once this investigator was satisfied that a com-
prehensive list of categories had been created, 

the categorizations were given to the other two 
investigators who read each Casebook to ver-
ify these observations. This resulted in inves-
tigator triangulation (Creswell, 2007), which 
contributed to the trustworthiness of the quali-
tative investigation. With the list expanded, the 
investigators individually, and then together, 
worked to collapse the categories by compar-
ing each category with all others in an attempt 
to identify the principles underlying the prac-
tice of MedFT. The results and conclusions 
were then written in manuscript form. The 
manuscript was given to a licensed marriage 
and family therapist familiar with the MedFT 
literature. This investigator compared the find-
ings and conclusions, as presented in the man-
uscript, with three other Casebooks (Cohen, 
1995; Leahy, Galbreath, Powell, & Shinn, 1994; 
Weiss & Hepworth, 1993) that were not in-
cluded in the data analysis, because they were 
published prior to 1996 when the journal was 
known as Family Systems Medicine. This practi-
tioner judged the results to be fair and accurate 
representations of the additional data. This 
analysis suggested that we had achieved data 
saturation, “the gold standard by which pur-
posive sample sizes are determined in health 
science research (Guest, Bunce, & Johnson, 
2006, p. 60). 

RESULTS

The Casebooks are provider stories of work-
ing within the complex multidimensional ex-
perience of patients, family members, and pro-
viders involved in the crucible of health care. 
The salient theme underlying all the Casebooks 
is the importance of recognizing the complex-
ity of patient experience and elevating that 
to a position where it is preserved within the 
health care system. In MedFT, the patient as a 
person, in all his or her complexity and whole-
ness, is at the center of health care. Those prac-
ticing MedFT appear to do this by (a) recogniz-
ing and respecting the patient’s multisystemic 
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experience of disease, (b) developing a caring 
relationship with the patient, and (c) elevat-
ing the patient in their role in the health care 
team. It is evident from the data that the prac-
tice of MedFT as described in the Casebooks 
is not within the exclusive practice domain of 
mental health providers. These results are de-
scribed below. 

Patient’s Multisystemic Experience of Disease 

The Casebooks are stories of providers see-
ing, understanding, and working within the 
complexity of patients’ experience of disease 
and treatment. Patient experience is complex 
because it is multisystemic, requiring simulta-
neous intervention in the multiple systems of 
patient experience. Casebook authors recognize 
this. But, for them, this recognition is more per-
sonal than academic; more felt than conceptual-
ized; more from the perspective of the patient 
than from the perspective of the provider. 

Providers of MedFT recognize that the BPSS 
perspective is the patient’s perspective. The pa-
tient’s experience of disease (or whatever it is 
that prompts them to seek care) exists within 
the biological, social, psychological, and spiri-
tual systems. Seeing it from this perspective al-
lows them to anticipate what the patient needs 
within the various systems of functioning. For 
these providers, successful patient care includes 
simultaneous work within and between these 
multiple systems. This difference in perspective 
and perspective taking is subtle, but appears to 
be foundational to the practices being described 
in the Casebooks. It is what makes patient care 
personal rather than purely professional. It is 
what allows the BPSS model to be operational-
ized in a way that makes a difference in patient 
care. 

The importance of observing from the per-
spective of the patient was most evident in ex-
amples of patient care provided by physicians. 
Physicians told of how experiences with pa-
tients challenged them to reconsider their per-
spective by seeing the disease experience from 
the perspective of the patient and by recogniz-

ing that the traditional models of care (biomed-
ical) did not support multisystemic interven-
tion. Two examples from the data illustrate this 
theme. First, Munshower (2004), a physician, 
explained that she 

… learned early in my medical training 
that patients were not just the ‘hyper-
tensive in Room 1’ or the ‘gall bladder 
in Room 2’ but instead were unique in-
dividuals with their own family circum-
stances that impacted one way or another 
on their health care. (p. 497) 

However, once she began facing the reali-
ties of providing care “. . . I found that I had 
to work within time constraints that made it 
difficult to provide the full breadth of family 
oriented medicine” (p. 497). Out of this frus-
tration in addressing patient suffering on mul-
tiple levels, she began looking for ways of in-
creasing family involvement in treatment. She 
found that the multifamily educational group 
would allow her to address the impact of dis-
ease at multiple levels while at the same time 
allowing her to concentrate on treating the 
medical condition. 

The second example is from Radomsky 
(1996), a physician, who poignantly described 
how complexities of patient experiences with 
disease challenged her own perspective and led 
her to change how she was treating patients. 
Radomsky, like others, described the difference 
between using the BPSS model as a mere con-
ceptual model and coming to see that the pa-
tient’s experience exists in the biological, psy-
chological, social, and spiritual systems. For the 
patient, these cannot be separated. As she de-
scribed below, this perspective taking would 
not be possible without time to just be with pa-
tients in a way that allowed her to see through 
their eyes. 

Certainly, in my early years in practice, 
the idea that I translated the meaning of 
my patient’s symptoms into the right di-
agnosis and treated them in the most up-
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to-date fashion was central to my sense of 
being a good doctor  … I would have de-
scribed my work as congruent with the 
biopsychosocial model  … It was with pa-
tients with labels that are not easily un-
derstood, for example, fibromyalgia  … 
that challenged my security with the no-
tion that the doctor is a ‘doer and fixer.’  
… I would have defended my approach 
as patient-centered, but at times my be-
havior likely was otherwise  … Over 
time I began to notice that sometimes I 
was just with these patients  … these mo-
ments were often, what I sensed to be a 
powerful experience for the patient (pp. 
497–498). 

Reflective Practitioner 
As evidenced by the quote above, those prac-

ticing MedFT take a reflective, rather than an 
objective, stance in relation to the patient. As 
the provider allows herself to just be with the 
patient, she allows her perspective to change so 
that she is able to see and acknowledge the pa-
tient’s biopsychosocial- spiritual experience of 
disease and that she is part of that experience. 
When this happens, intervention in each sys-
temic area becomes a priority. The provider in-
creases her impact on the patient through her 
participation in the patient’s multisystemic ex-
perience. Providers acknowledge that they learn 
and are changed as a result of their interactions 
with patients as Clabby and Howarth (2007) il-
lustrated by concluding that “Henry taught us 
much about trust, the human will, and the ca-
pacity for change (p. 464).” 

Treatment Is About Caring, Not Just Care 
Giving (or It’s All About Relationships With 
Patients) 

The Casebook data suggests that MedFT isn’t 
so much about a collection of techniques, strate-
gies, and interventions as it is about the willing-
ness of the provider to care about their patient 

as a person. As the quote above from Radom-
sky (1996) demonstrated, the provider’s willing-
ness to see the experience of disease from the 
perspective of the patient appears to go hand-
in-hand with a willingness to be in a caring re-
lationship with the patient. This changes the 
nature of treatment. Providers are no longer 
treating a disease, but a person with a disease. 
They are no longer intervening in just one sys-
tem, but in multiple systems simultaneously. 
Radomsky (1996) explained: “Increasingly I see 
being a family physician as a balance between 
DOING FOR my patient and BEING WITH my 
patient. Over time, I’ve come to appreciate the 
partnership aspect of the doctor-patient rela-
tionship” (p. 502). 

The importance of this caring doctor-pa-
tient relationship is a common theme emerging 
from the Casebooks. It appears that the center-
piece of MedFT is the relationship between the 
provider and the patient that is developed as 
the provider cares about the patient’s multi-
systemic experience. Relationships with other 
providers are important only to the degree that 
they serve to strengthen the relationship of the 
provider with the patient. For example, Berk-
ley explained that which is evident through-
out the Casebooks: “Although it is common to 
think of collaboration as an endeavor between 
professionals, often times the most impor-
tant collaborators are the patients themselves” 
(Berkley, 2000, p. 499). 

Caring about the patient opens the door to 
caring about others in the patient’s social net-
work. Providers begin to see the importance of 
family meetings (Knishkowy & Herman, 1998; 
Munshower, 2004; Prest, Fitzgibbons, & Krier, 
1996; Souza, 2002) and other opportunities to 
include family members in treatment (Berkley, 
2000; Edwards & Turnage, 2003; Lowe, 2007; 
Riccelli, 2003; Thomasgard, Boreman, & Metz, 
2004). While including family members in treat-
ment accomplishes the purposes of the treat-
ment, it is obvious that providers of MedFT care 
about the impact of the disease on family and 
significant others (Edwards & Turnage, 2003; 
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Knishokowy & Herman, 1998; Munshower, 
2004; Prest et al., 1996; Souza, 2002; Thomasgard 
et al., 2004). The focus is not on the individual, 
but on the functioning of the system in which 
the patient resides. 

Elevating the Patient as Collaborator in the 
Care Team 

It appears that a result of allowing oneself to 
see the complexity of the patient’s experience 
and of caring about the patient is a natural de-
sire to prioritize the patient’s voice and to em-
power the patient in their role as collaborator 
in the care team. Analysis of the Casebooks re-
vealed that providers do this by (a) eliciting the 
patient’s story, (b) advocating for the patient, 
and (c) expanding the care team. 

Eliciting the Patient’s Story 
Casebook authors recognized that the tra-

ditional treatment approach values provid-
ers’ opinions over those of patients (see Souza, 
2002). The result of this approach is that pa-
tients often feel marginalized and disempow-
ered in their own treatment. Radomsky (1996) 
explained: “My patients on occasion clearly 
challenged me with the fact that my approach 
sometimes devalued the patient’s perspective.” 
(p. 497; see also Lowe, 2007; Souza, 2002). 

Practicing MedFT means (a) recognizing 
how patients are marginalized and (b) seeking 
to elicit patient stories about their functioning 
in biological, psychological, social, and spiri-
tual systems in a way that these stories will in-
fluence treatment. This requires time—which is 
often very precious— and a willingness to ask 
questions about patients’ experience in each 
system of functioning. Casebook authors sug-
gest that this must be done with explicit ques-
tioning about functioning within each system. 
Clabby and Howarth (2007) asked their patient, 
Henry, what advice he would give to providers. 
He responded: 

Any doctor … can develop a conversation 
about the person’s life. You almost have 

to delve into the person’s life to a cer-
tain degree. That would help you under-
stand the illness. No? It would help pa-
tients not complain as much. I’m–I work 
as a plumber … and work with heating 
and systems. If a system goes down, you 
change a nozzle. You have to look at the 
whole system. In medicine, you deal with 
a person’s mind too. It seems to me that 
is pretty important. (p. 464) 

Failure to ask patients about their experience 
in each system perpetuates the status quo which 
preferences the one-dimensional experience 
within the biological system. But, asking ques-
tions to elicit patient stories allows providers 
to understand the complexity of patient experi-
ence of both disease and treatment and to work 
within the multiple systems of the patient’s ex-
perience. Clinicians who elicit patient perspec-
tives have information available that might 
otherwise be hidden and that can be used in di-
agnosis and in gaining patient investment in the 
care plan (see Navon, 2005). Fogarty (2001) ex-
plained that: 

Spending a few moments with all pa-
tients and more time with more complex 
patients can yield important insights. 
Seemingly paradoxical behaviors may 
become better understood and the phy-
sician is more likely to avoid the pitfalls 
that affected previous physician-patient 
relationships. (p. 226) 

Telling these stories appears to engender 
hope and greater responsibility for treatment 
in both the patient and the provider (see Na-
von, 2005). Radomsky (1996) acknowledged 
that when she began to ask patients more spe-
cifically about their experience, that it often had 
surprising and empowering results: 

Sometimes patients expressed ideas 
about their problems that produced a 
shift away from the perceived hopeless-
ness of their situation  … I’ve noticed that 
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when I’m more willing to take the risk 
of being with my patients and being re-
spectful of my patients’ healing process, 
I’m less exhausted. The more I take on 
that risk, the more I hear my patients’ 
sense of their own strength and their own 
healing journey. (pp. 498, 502) 

The Casebooks are replete with examples of 
providers, regardless of discipline, eliciting in-
formation about patient experience in each 
systemic area. This appears to be a key ingre-
dient to the practice of MedFT: Acumen in ask-
ing about patient experience in multiple sys-
temic areas, regardless of the emphasis of one’s 
own disciplinary expertise. Yet, some Case-
books also suggest that eliciting a patient’s bio-
psychosocial- spiritual experience can be fa-
cilitated by collaborating in multidisciplinary 
teams (see Edwards & Turnage, 2003; Harkness 
& Nofziger, 1998; Munshower, 2004; Prest et 
al., 1996; Souza, 2002) with each team member 
bringing their disciplinary expertise to bear in 
eliciting information about the system in which 
they have particular expertise. 

Advocating for the Patient 
The patients represented in the Casebooks ap-
peared to have entered the health care system 
unable to contribute sufficiently as a partner 
in their own care team. It appeared that prior 
to the application of MedFT, they were disem-
powered and left to the mercy of their health or 
mental health care providers. While there may 
be many reasons for this disempowerment, 
some that are identified in the Casebooks in-
clude the following: 
• The medical system (and mental health care 

system) is unfamiliar to most patients. It is 
a system with its own structure and rules 
of interaction. It is a system that discour-
ages and even prevents patients from nav-
igating the system alone. (Souza, 2002; 
Lowe, 2007). 

• The system values professional opinion over 

personal experience. (Navon, 2005; Souza, 
2002) 

• Patients are often experiencing physical, emo-
tional, or psychological pain. Pain and the 
distress that accompanies it, by its very na-
ture, are disempowering, especially when 
it is accompanied by uncertainty about 
the cause of the pain or what to do about 
it (Clabby & Howarth, 2007; Edwards & 
Turnage, 2003; Fogarty, 2001; Harkness & 
Nofziger, 1998). 

• They often enter the system alone. With-
out their familiar support system, they of-
ten lack the power to act on their own behalf 
(Munshower, 2004; Prest et al., 1996; Souza, 
2002). 
Providers practicing MedFT recognize this 

power imbalance and act as advocates for their 
patients. At times this includes giving voice to 
patient experiences, concerns, wishes, and de-
sires to others who might not be willing or able 
to hear the patient themselves. Souza (2002), a 
physician, provided a dramatic example of be-
ing a patient advocate in a case in which her 
patient was intubated and sedated and liter-
ally unable to express her wishes and desires 
about her care. In this instance, the family phy-
sician had to become an advocate for the pa-
tient and the patient’s family. She had a meeting 
with the family members and actively engaged 
the primary physician (i.e., the surgeon) in tak-
ing a course of action contrary to his wishes and 
training—something that the patient and the 
family members were not able to do by them-
selves. Ultimately through the provider’s advo-
cacy, the patient’s voice was elevated and con-
tributed to decision making about her own care. 
Souza wrote: 

The surgeon told me it made a great dif-
ference having the primary care doctor 
involved in such an important issue. He 
felt it allowed him to place more confi-
dence in the family’s decision, knowing I 
had been involved in her care on a con-
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tinuing basis and that I agreed with the 
family. (p. 451) 

Lowe (2007), a mental health therapist, advo-
cated for a family whose voice was lost in a mo-
rass of multiple care providers, none of whom 
were coordinating care with each other. Coordi-
nating the care provided by these multiple help-
ers empowered the family to take an active role 
in their treatment. From the article: 

The Lopez family did not realize that 
they had a say in determining which, 
and how many ‘helpful’ people would 
be involved in their lives. This conver-
sation helped them develop a sense of 
agency; a family’s active commitment to, 
and involvement in their own care. (p. 
230) 

In the role of advocate, providers use their 
privileged role in the medical system to ensure 
that the patient’s voice is being heard. The pri-
mary effect is that patients have greater say in 
their health care and feel a sense of agency and 
hope (see Riccelli, 2003). 

Expanding the Care Team To Empower the 
Patient 

The Casebooks suggest that a key ingredient 
to the practice of MedFT is expanding the care 
team to include the patient, relevant people in 
the patient’s natural social systems (e.g., fam-
ily members), and other professionals who can 
help address the various dimensions of the pa-
tient’s biological, psychological, social, and spir-
itual experience of disease. Doing so helps to 
elevate the patient as a collaborator in the care 
team. 

All but two of the authors explicitly noted 
the benefit of helping patients rally their im-
mediate and extended family members to pro-
vide support during times of distress and ill-
ness. For example, Clabby and Howarth (2007) 
wrote that “Dr. Howarth recognized that Hen-
ry’s family needed to be involved directly 

in his care. He held two family meetings” (p. 
459). Lowe (2007) explained “. . . the first step 
was to try to reinvolve as many of the Lopez” 
extended family as I could” (p. 230). Harkness 
and Nofziger (1998) wrote: “With his permis-
sion, we discussed plans for contacting his girl-
friend and involving her more directly in his 
care  … His girlfriend would have to be in-
volved since she was his only support outside 
of the [clinic]” (p. 446). 

Unique skills and relationships allowed for 
these meetings between doctors, patients, pa-
tient families, specialists, therapists, and other 
professionals to be successful. For example, 
Dr. Howarth “made efforts to simplify Henry’s 
complex treatment plan, and to help Henry 
and his family understand it” (Clabby & How-
arth, 2007, p. 459). In several cases, this so-
cial system was able to be engaged fairly eas-
ily (Berkley, 2000; Munshower, 2004; Riccelli, 
2003; Souza, 2002; Thomasgard et al., 2004). In 
other cases, there was reluctance on the part of 
the patient to expand the care team to include 
family members (Edwards & Turnage, 2003; 
Harkness & Nofziger, 1998; Lowe, 2007; Prest 
et al., 1996). In these cases, unique skills were 
needed to expand the care team to include 
members of the social system and great effort 
was exerted to do so. 

Munshower (2004) provided an exam-
ple of expanding the social system to include 
other families who were also dealing with the 
same medical condition, diabetes. He did this 
through psychoeducational family groups. He 
reported that the increased knowledge that 
patients and family members gained through 
participation in the groups changed their rela-
tionship with the disease. He also reported that 
these groups also expanded patient support 
systems. 

I had not expected that the group would 
prove to be an effective vehicle for ad-
dressing individual concerns or for dem-
onstrating that, for all our amassed 
knowledge, diabetes means different 
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things to each individual who has it … I 
also had not anticipated how strong the 
influence of the patients would be on 
each other—stronger even than medical 
information provided. (p. 499) 

As patients’ support systems are expanded, 
new resources become available and patients 
become empowered. 

Expanding the health care team also includes 
accessing other professionals both within and 
outside of the health care system who can as-
sist in working in a balanced effort across the 
multiple systems that make up the patient’s ex-
perience. For example, in Prest et al. (1996), Dr. 
Fitzgibbons’ patient was a woman, Mary, whose 
18-year old son, Randy, was in a car accident 
that resulted in a serious head injury. Randy be-
came her patient as well. The stress of the inter-
action between the patients’ medical conditions 
and family relationships resulted in an exacer-
bation of Mary’s symptoms. To work simulta-
neously within the multiple systems of her pa-
tients’ experience Dr. Fitzgibbon’s: 

. . . requested a family meeting  … [and] 
invited Ms. Krier [the medical social 
worker] and [Dr. Prest, the mental health 
therapist] to attend  … in order to assist 
with facilitating this process, and to sup-
port her as the professional whose job it 
was to deliver the bad news (regarding 
Randy’s deterioration over time since the 
accident). (p. 388) 

As the health care team is expanded, collab-
orative relationships among providers com-
municate that the care team is working to fa-
cilitate relief of distress in multiple systems 
of a patient’s experience. This helps patients 
feel heard and cared for, which empowers pa-
tients and increases patient agency. For exam-
ple, Scott Edwards (a mental health therapist) 
and Jim Turnage (a physician) described how 
their pre-existing relationship encouraged pa-
tient trust and engagement in treatment. They 
explained that Mr. Hurley was initially reluc-

tant to be seen by Dr. Edwards, but that this re-
luctance was overcome by helping him see that 
these two providers had a strong working re-
lationship. Similar to other cases, relationship 
capital pertaining to the working relationship 
among providers can be transferred to the re-
lationship with the patient. These authors go 
on to explain that the visibility of their work-
ing relationship helped the patient see that 
they cared about him and that his biopsycho-
social experience was important in his medical 
treatment. “Mr. Harley was appreciative of our 
communication about him, which delivered a 
message that he was an important patient and 
that we were working as a team devoted to 
giving him the best possible care” (Edwards & 
Turnage, 2003, p. 239). 

It stands to reason that expanding the health 
care team would also include those with ex-
pertise in the spiritual systems of patient ex-
perience. Some reference was made to issues 
within the spiritual system in 5 of the 13 Case-
books (Clabby & Howarth, 2007; Knishkowy & 
Herman, 1998; Prest et al., 1996; Riccelli, 2003; 
Souza, 2002). Two Casebooks provided evi-
dence that the treatment team was expanded 
to include religious or spiritual leaders (Prest et 
al., 1996; Souza, 2002). 

DISCUSSION

This qualitative analysis of the articles in the 
Medical Family Therapy Casebook series re-
vealed an approach to health care that places 
the biopsychosocial-spiritual experience of the 
patient at the center of health care. The heart of 
this approach is recognizing that the patient’s 
experience is biopsychosocial-spiritual. Those 
practicing in this way value patient experi-
ence in each system (i.e., biological, psycholog-
ical, social, and spiritual) and seek to structure 
the care team environment so that they can 
work within and between each of these sys-
tems simultaneously for the patient’s well-be-
ing. In this way, the approach takes the BPSS 
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model out of the conceptual and into the ap-
plied realm. This, we believe, is the essence of 
the paradigm shift that is inherent in MedFT 
and that redefines how medical care and men-
tal health care are practiced and the relation-
ships that exist between the provider and the 
patient. 

Recognizing that the patient’s experience of 
disease is biopsychosocial-spiritual, naturally 
leads providers to consider how they might in-
tervene, or at least provide support, in each of 
these systems. This often leads to attempts to 
expand the care team to include other profes-
sionals with expertise in those other systems. 
In some Casebooks, collaborative relationships 
among providers existed previous to the rela-
tionship with the patient. In others, these rela-
tionships were formed in response to a desire to 
expand the care team to meet patient needs in 
multiple systems. But, no Casebook presented 
the relationship among providers as the cen-
terpiece of the approach (see McDaniel et al., 
1992b). Rather, these relationships were a by-
product of addressing patient experience in 
multiple systems. In the Casebooks, the col-
laborative relationship between the provider 
(or provider team) and the patient was always 
pre-eminent. 

None of this, however, devalues the impor-
tance of relationships among providers. The 
literature emphasizes the importance of these 
relationships (e.g., Blount, 2003; Katon, 1995; 
McDaniel et al., 1992b; McDaniel, Campbell, 
& Seaburn, 1995; Seaburn, Lorenz, Gunn, Ga-
winski, & Mauksch, 1996), and our results also 
point to their importance. It may be that the 
approach is most effective and efficient—and 
eminently more enjoyable— when it is prac-
ticed in a context of pre-existing collaborative 
relationships with other providers also taking 
the same approach to health care. This hypoth-
esis is backed by suggestive evidence from re-
search (see Blount, 2003, for a discussion of 
findings from Katon, 1995) and narrative re-
ports of provider experience (e.g., Mc- Dan-
iel et al., 1992b). Readers may want to look to 

other literature for information on the impor-
tance of collaborative relationships among pro-
viders. Future research about the importance 
of these relationships to treatment outcomes 
and patient and provider satisfaction may also 
be helpful. But, our research suggests that in 
doing so, one should not lose sight of the cen-
trality of collaborating with patients in their 
own health care. 

We cannot overstate the importance of the re-
lationship between the provider and patient to 
the approach described in the Casebooks. It is 
clearly the most important collaborative rela-
tionship. Based on the results of this study, we 
hypothesize that the relationship between the 
patient and provider (or provider team) is the 
curative factor of MedFT. 

As evidence that this is truly a relation-
ship in every sense of the word, prominent 
throughout the Casebooks were descriptions 
of how providers were changed, for the better, 
by allowing themselves to care about, not just 
for, their patients. This has important treat-
ment implications. First, it may increase pro-
viders’ investment in patient outcomes within 
each system of functioning. Second, it may in-
crease patients’ investment in their care be-
cause they see that their providers care about 
their experience, value their perspective, and 
listen to their concerns and opinions. Third, it 
may expand the definition of what can be con-
sidered a successful treatment outcome to in-
clude improved functioning in psychological, 
social, and spiritual systems. Additional re-
search may help to elucidate these and other 
potential impacts. 

Casebook authors were self-reflective. It is 
impossible to know, based on these data, if 
this characteristic is unique to those who wrote 
Casebooks or if it is a general characteristic of 
those who practice MedFT. But, it appears that 
this intangible characteristic is a necessary in-
gredient to the practice described in the Case-
books to deal with the tension that exists when 
caring for patients in the context of a treatment 
system that values objectivity and the applica-
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tion of the biomedical model. The traditional 
approach appears to deal with this tension by 
creating a bifurcation between the objective pro-
vider part and the subjective human part, al-
lowing the provider part to interact with the 
patient. As a consequence, both patients and 
providers may feel dehumanized. But, Case-
book authors reflected both on their impact on 
the patients’ multisystemic experience and on 
their patients’ impact on them. It appears that 
the wholeness of the patient was allowed to in-
teract with the wholeness of the provider for 
the benefit of both. Allowing themselves to 
care about patients’ experience in multiple sys-
tems challenged providers to acknowledge their 
own humanity and to interact with their pa-
tients subjectively. This leads to the develop-
ment of a caring relationship between provider 
and patient and facilitates the elevation of the 
patient to the role of collaborator in the health 
care team. 

Our content analysis suggests that the ap-
proach described in the Casebooks is not 
within the exclusive practice domain of ei-
ther mental health therapists or medical pro-
viders. If we can call what is being described 
in the Casebooks Medical Family Therapy–as the 
name of the series suggests– we can find noth-
ing in the data to suggest that MedFT is either 
a psychotherapy or medical treatment. Instead, 
it appears that MedFT is an approach to health 
care in which providers, regardless of profes-
sion, recognize and respect the patient’s multi-
systemic experience of disease, develop caring 
relationships with patients, and elevate pa-
tients in their role in the health care team. Be-
cause of this, it is not the location of the service 
or the profession of the provider that deter-
mines whether or not MedFT is being prac-
ticed. Rather, it is the attitude and approach 
toward the patient and treatment that deter-
mines MedFT.

 A limitation of this study, however, is that 
we do not know if the Casebooks reflect the 
practice of MedFT, as the title of the series sug-
gests. The term Medical Family Therapy was 

rarely used in the text of the Casebooks, yet 
this was the title of the series. While it is possi-
ble that there has been an evolution in the term 
Medical Family Therapy since the series was ini-
tiated, the Casebooks do not reflect an evolu-
tion in the practice being described in them. 
We do not know if this was because the major-
ity of the Casebook authors were medical pro-
viders who did not think that this term char-
acterized what they did or if it was for some 
other reason. It might be helpful, in future 
studies, to ask medical providers, who practice 
in this way, if they would consider what they 
do Medical Family Therapy. Our data suggest 
that the practice described in the Casebooks is 
consistent across provider, regardless of disci-
pline, and we could find nothing unique about 
what mental health providers did, or what 
medical providers did, except those things that 
would be expected to be their expertise from 
their disciplinary training. Medical providers 
provided medical care and mental health pro-
viders provided psychotherapy, but each ap-
proached their interactions with patients and 
with each other similarly. So, while the study 
illuminates what is at the heart of MedFT, it 
doesn’t necessarily help us distinguish MedFT 
from other constructs. 

Perhaps this could be answered best by 
knowing what it means to be a medical family 
therapist? We have carefully chosen to avoid 
using this designation in this report, in part, 
because it is not used in the Casebooks. Often 
this title is used to refer to a mental health ther-
apist who is practicing MedFT (e.g., Bischof, 
Lieser, Taratuta, & Fox, 2003; Grauf-Grounds 
& Sellers, 2006; Prouty-Lyness, 2003) and some 
have even argued that MedFT is a profession 
within the marriage and family therapy disci-
pline (e.g., Linville et al., 2007). It may be that 
it would be more appropriate to label what is 
reflected in the Casebooks as “collaborative 
care.” This would allow MedFT to be distin-
guished as a profession within the disciplin-
ary home of mental health care but it would 
also raise questions about how the practice of 
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MedFT differs from the practice of collabora-
tive care. 

We recommend that this be a topic of further 
study and discussion. What these data suggest 
is that for the mental health therapist, while the 
practice of MedFT includes psychotherapy, it is 
more than that. So much of the work of mental 
health therapists practicing in this way occurs 
outside of the provider-patient interaction that 
it would be difficult to see it as a psychotherapy 
treatment. Likewise, for the medical provider, 
while the practice of MedFT includes biomedi-
cal treatment, it is much more than that. It may 
be worthwhile for future investigations to ex-
plore the role-specific activities of both mental 
health therapists and medical providers in the 
practice of MedFT. 

Clearly, additional attention must be given 
to clarifying what MedFT is. This is important 
so that the term can be used consistently. Oper-
ationalizing this term and distinguishing it from 
others (e.g., collaborative care) is necessary for 
research on both the practice and the profession 
to proceed in a way that advances the field for 
the benefit of patients and providers. 
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