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Family medicine and family therapy have evolved separately,
but the fields are now increasingly in contact with each other.
Today’s family physician needs a deeper grasp of their simi-
larities and differences. This paper compares the two disci-
plines in terms of their (1) membership criteria for treatment,
(2) considered appropriateness for treatment, (3) contractual
process, and (4) evolution of membership over time. Also ex-
plored are the disciplines’ notions of illness and change; their
differing attitudes toward technique are analyzed as well.

Family therapists and family physicians appear likely to
have increased exposure to one another. As they do, common
approaches may develop, and conceptual differences may
present a mutual stimulus for growth and change.

While the field of family medicine was busy es-
tablishing legitimacy vis a vis the specialties dur-
ing the 1970s, its sister field, family therapy, was
rapidly becoming the leading edge in psychother-
apy. With few exceptions the development of each
field occurred separately with minimal crossover.
Most family medicine departments and family
practice residencies had little contact with family
therapy as a discipline; the behavioral science
components of family medicine training depended
mostly on local conditions. Psychiatry, psychol-
ogy, and social work—varying according to which
was most collaborative in a given location—each
provided approaches to the psychological aspect
of family practice. Curriculum development and
consultation were strongly influenced by which-
ever behavioral scientists had cast their lot with
any given family medicine department.

With the formation of family therapy institutes
in almost every major city, and with the availability
of family therapy training in many graduate pro-
grams in psychology, social work, and counseling,
many patientsland physicians2 alike have had at
least a passing introduction to the ideas and meth-
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ods of family therapy. With few noteworthy ex-
ceptions, the family therapy institutes maintained
a wary distance from the medical establishment.

One exception, the Philadelphia Child Guidance
Center, under the direction of Salvador Minuchin,
became increasingly involved with *“psychoso-
matic families,” tackling the previously medically
defined problems of asthma, juvenile-onset diabe-
tes mellitus, and anorexia nervosa with family sys-
tems theory and methodology.34 Subsequently,
others have begun applying a family systems
model to a variety of illnesses, both elaborating
theory to explain the appearance and exacerbation
of illness and developing techniques of interven-
tion.56 While some recent work has been done in
collaboration with specialist physicians, the role of
the physicians has usually been defined through
the application of the medical model to exacerba-
tions of the disease process.

The other important exception is the simultane-
ous and linked development of both family medi-
cine and family therapy at McMaster University,
where Epstein, Levin, and Bishop, all psychia-
trists, elaborated and taught the “McMaster Model
of Family Functioning” to medical students, fam-
ily practice and psychiatry residents, and practic-
ing family physicians.78 Epstein and Bishop, who

® 1983 Appleton-Century-Crofts

THE JOURNAL OF FAMILY PRACTICE, VOL. 16, NO. 4: 773-779, 1983 773



FAMILY MEDICINE AND FAMILY THERAPY

have continued teaching this model in family
medicine, directly address the unique needs of the
family physician for a simple family assessment
method. Such a method must be applicable in an
office setting, teachable to physicians, and open to
evaluation.9 Their description of the theory and
methodology of this model is widely available to
students of family medicine in Medalie’s Family
Medicine—Principles and Applications.0
Despite these advances, however, family prac-
tice departments and residencies have, on the
whole, made little headway in systemic curriculum
development in family assessment and family
treatment.lL The family medicine literature has
paid relatively scant attention to the relevance of
family therapy, while the behavioral science con-
tribution to recent family medicine literature has
paid more attention to the delineation of roles and
the development of brief but helpful techniques
than to the construction of mutually useful theoret-
ical constructs or models.1213
A number of authors have developed descrip-
tive models of family functioning1415 that do not
imply any specific treatment approach on the phy-
sician’s part. Other contributions16 describe the
practicality of therapy techniques—sitting down
with the entire family, communications modeling,
task setting. The divergence between theoretical
models and practical techniques is partly an-
swered by Bullock and Thompson,T7 but again
technique becomes the primary focus. The physi-
cian should ‘’identify and alter dysfunctional
behavior patterns,” which include scapegoating,
labeling, and triangling. Lack of success in this
work should point the physician toward referral.
An underlying assumption that family physicians
can and should do family therapy begins to
emerge, but the questions of appropriate training
and the assessment of outcome are not answered.
In her comprehensive review of family systems
teaching in family medicine, Christie-Seely1l iden-
tifies the difficulty of moving from the medical
model of consultation to a family systems model.
She develops five principles to facilitate teaching
this concept, focusing on familiar models to teach
new ideas. Her work stresses the practical need
for family physicians to be skilled in family as-
sessment and includes a reassuring sharp division
between family practice and family therapy.
In family medicine settings, a number of possi-
ble constructive stances toward family therapy
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have now evolved:

1 Family physicians can apply family systems
concepts in their own practice.

2. Family physicians should know enough
about family therapy to assess and refer families
appropriately.

3. Family physicians can learn to do family
therapy.

4. Family physicians can work collaboratively
with family therapists.

All of these options require the family physi-
cian’s familiarity and comfort with the systems
approach to illness and with the theory and
methods of family therapy.

Clarification of the shared assumptions and ex-
plicit differences between the two fields can help
the family physician avoid dogmatism and choose
the stance most consistent with his or her own
philosophy and practice. At the same time, the
emergence of new theories and methods in the rap-
idly growing field of family therapy makes general-
ization hazardous. When possible, this paper will
emphasize the range of possibilities that a physi-
cian might encounter in family therapy modalities.

Comparisons Between Family Medicine
and Family Therapy

Membership Criteria

Family physicians may see one, some, or all
family members. At any given visit, the number
of members may vary. Any arrangement is legiti-
mate, unless it is thought to reflect family dys-
function. For instance, a mother and father may
bring one or all children, mother or father may
bring an individual child, either parent may come
alone or together, an adult may bring his or her
aging parent or grandparents, or an elderly couple
may come together. If, on the other hand, a hus-
band or wife always comes with the spouse and
never permits the other privacy, or a parent does
not permit an older child or adolescent some time
or space alone with the physician, the physician
might be likely to object to the family’s structuring
of the visit. Many family physicians would make
an explicit request about family participation to
handle this problem.

The family’s pattern of engaging in medical
care—who brings whom, who is left out, which
family members appear in league with others—is
intuitively acknowledged by the family physician.
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On the other hand, some frequent limitations to
the understanding of the entire family include the
use of different physicians for different members
and economic constraints on patient attendance
for office visits.

Family therapists, on the whole, prefer to work
with the entire family, both conceptually and stra-
tegically. Cases abound in which no progress was
made until the *“missing member” was brought in.
Some therapists may invite neighbors, clergy, or
other community members into the treatment
arena. Some therapists prefer working in the pres-
ence of small children for at least part of the
timel819 because of the revealing interactions
between the parents and children. The youngest
child may serve as a barometer of family interac-
tion. Other therapists prefer to work mainly with
the older children and the parental pair. When a
child is the “identified patient,” the therapist may
strive to help the parents redefine the problem as a
family problem. Moving from a focus on the child
to a concern with hidden conflicts between the
parents represents progress in this setting.

With regard to membership, family therapists
follow different theoretical paradigms and cannot
be uniformly characterized. Bowen, for instance,
despite a three-generational model of family dys-
function, holds it legitimate to work with a single
member, since any change in the web of relation-
ships will affect others.20 When Minuchin’s con-
cepts of enmeshment and disengagement4are part
of the theoretical construct of the therapist, the
entire family participates in the treatment, at least
until the overall pattern surrounding the sympto-
matic behavior has emerged. Once the matrix of
alliances is clear, however, work can proceed with
any grouping of family members thought to be ap-
propriate. In general, it is reasonable to say that
most family therapists today work with all family
members, except, possibly, small children. There
is a tendency in some schools to move the treat-
ment toward a focus on the parental pair after the
resolution of the presenting symptom.

Appropriateness

In the broad philosophical sweep of family
medicine, all families are held to be appropriate for
treatment by the family physician. Even when
an individual member needs specialty care, the
treatment of the whole family remains with the
family physician. Although some clinicians may
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try to limit their individual practices to given
categories of patients (those who pay the bills,
show up on time, obey instructions, do not smoke
or overeat2l), most family physicians accept even
“difficult patients” (who do not fall into the above
categories) as part and parcel of their work. At-
tempts to exclude patients from treatment by fam-
ily physicians meet with great resistance given that
acceptance of the patient is one of the central
tenets of family medicine.223

In the broadest construction of family therapy
theory, family therapy is also always appropriate.
All families demonstrate the principles of family
interaction, and all families change and experience
stress (which Haley2 has construed as the result
of conflict from simultaneous membership in dif-
ferent coalitions). Family therapy is, therefore,
applicable to any problem arising in the family sys-
tem that either family members or clinicians may
identify. Nevertheless, although the problem may
be appropriate, the family may not be ready. Fam-
ily cooperation has now become the sine qua non
of family treatment. The ability to contract with
the therapist is the hallmark of family readiness. A
referred family may be considered “inappropri-
ate” if they cannot participate in the contract.

Contracting

Contracting is a useful skill already taught as
part of behavioral science in family medicine.5
Contracting might be used in setting up a series of
counseling sessions or in working with a suicidal
patient or with an abusive parent. Contracting is
usually done within the context of a known family
as an explicit statement between the physician and
patient that they agree to engage in a specified
task, different from the more amorphous and un-
specified nature of uncontracted interactions.
Nevertheless, uncontracted interactions often
characterize the relationship between the family
and the family physician. Unspoken expectations
govern the complaints family members will offer
and how they expect the physician to deal with
them. Both family members and physician may
carry hidden agendas with clashing priorities. The
consequence or inconsequence of the rules of
conduct for the medical encounter2/ may spell
success or failure for the therapeutic endeavor.
When agreement on rules of conduct cannot be
reached, a symptom may persist as “stuck” or a
family may depart from the practice. Exposing
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these agendas and negotiating the priorities jointly
are a prerequisite to contracting for the family
physician.

Establishing the contract is one of the first tasks
in which the family engages jointly with the thera-
pist. It plays an obvious role in some schools of
family therapy (where a written contract may be
signed by both parties),89whereas it may be quite
understated in others. It is, however, a corner-
stone of family therapy treatment, the necessary
precedent for later “assignments” or “home-
work” in the therapist’s maneuvers. The rules of
conduct are set down by the therapist, contingent
upon the family’s acceptance of the contract. This
contractual relationship is necessary for the
short-term focused work of the therapist in con-
trast to the ongoing assumed relationship of the
family physician to the family.

Membership Over Time

Family physicians and family therapists use
time differently. The commitment of the family
physician to the family extends over long time
periods, often dealing with as many as five or six
generations in one physician’s lifetime. Over
decades, multiple, brief, and sometimes frequent
encounters occur with some or all family mem-
bers. (HuygenZhas developed a notational system
to document these events.) Patterns of illness have
been noted to cluster around family rites and crisis
points—death of a parent, departure of a child,
loss of ajob.B3L However, family patterns of med-
ical visits differ from one family to another32 each
family must be investigated in its own right. It is
not uncommon for a patient to leave the practice
for a period of years only to re-enter later; nor is it
unusual for a timely comment by the family phy-
sician to go unanswered for months until at one
visit, quite ingenuously, the patient takes it up as if
it were a conversation just left a few scant seconds
before. As Balint noted,3one of the values in the
family physician's role is the capacity to follow the
family members over time, ministering to various
needs, ultimately, perhaps, confronting the
“core” issue when the patients are ready.

Family therapists, on the other hand, usually
make a relatively short-term commitment to a fam-
ily, typified by the contract for a given number
of sessions. In general, each of these sessions
is longer than most family physicians’ visits, al-
though some family physicians have, in fact, in-

776

corporated the idea of “longer sessions” into their
practices. The brief nature of the therapist’s in-
volvement creates a sense of intensity and
urgency. The family presents itselfto “work” ona
problem: the structure of therapy impels them to
do just that. An exception to this model is offered
by Epstein and Bishop,710 who have worked ex-
tensively with family physicians. They integrate
the concept of long-term follow-up into family
treatment by scheduling visits as long as six
months or a year after the main group of sessions.
Their use of time in family treatment is compatible
with the practice of family medicine and renders
their model particularly appealing for family
physicians.

The Etiology of lllness

Systems theory is the central theoretical un-
derpinning of family therapy.3 It is undergoing
significant and rapid transformation today, from
its beginnings in communications theory,Z to a
focus on structure,3and later to an attempted inte-
gration with psychodynamic formulations.203 Re-
cent developments include “paradoxical” inter-
vention®37 and the “evolutionary” approaches,
influenced by the views of writers in the physical
sciences.384 The interested reader is referred to
Hoffman’s monumental analysis34 of these trends
for a fuller account of the field’s growth.

In general, family therapists today are opposed
to “linear” thinking about illness and prefer in-
stead to view symptoms and outbreaks of erratic
behavior in terms of a “circular” field. The medi-
cal theorist who most closely approaches this con-
cept is George Engel, 442 whose formulation of a
biopsychosocial model of illness integrates sys-
tems theory and medical practice. Rather than
viewing a psychosomatic symptom as *caused”
by this or that tension or even by the family set of
conflicts, contemporary family therapists view the
symptom as “fitting” the family system, intelligi-
ble in terms of the system’s structure, values, and
ongoing process, and indicative of attempts both
to hold the family together (homeostasis)2 and
to bring new, creative input to it (discontinuous
transformation).43

Simply put, family therapists agree that symp-
toms should be placed in the family context and
that responses to illness must take the family’s
dynamic patterns into consideration. This is why,
after all, families should be treated as a whole,
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much like the family physician’s insistence on re-
garding the family as the “unit of health care.” In
contrast to the organic model of disease, where the
presence of a symptom prompts the search for a
cause, the family therapist does not engage in
asearch for the etiology of a symptom. Instead,
family therapists supply motivation for families to
enter treatment through concern about symptoms
and the effect of these symptoms on the family.

In contrast, family medicine pursues a more ec-
lectic understanding of causality, reflecting its cur-
rent lack of overriding theoretical perspective.
Some physicians in family medicine adhere to a
more biomedical model. Others are eager to inte-
grate the biomedical model with a psychosocial
approach, as some of the founders of family med-
icine have suggested. 24 Christie-Seelyll de-
scribes the typical paradigm of multiple causality
that predominates in the absence of any other gov-
erning concept. Much controversy continues to
surround the debate over the *“correct” perspec-
tive to be structured into family medicine curricu-
lum and practice. The dispute is far from settled.

Following the model of multiple causality, sty-
listic and intellectual preference becomes the de-
termining factor in a physician’s direction. How
successful a family physician may be in respond-
ing to the various causes of illness—biological,
psychological, interpersonal, social, cultural—that
flow from such an eclectic approach depends
greatly on the individual. Personal style, bedside
manner, and firsthand knowledge of the family and
community are all tools a family physician may
use in grappling with multiple causality.

The Nature of Change

Family medicine construes change as develop-
ment through the family life cycle, marking the
milestones of major life events. The long exposure
of the physician to the family through the years
promotes a picture of the family as a relatively
stable, slow-to-change entity, with long-term
styles and dynamics. Knowledge of these stable
patterns enables the family physician to interpret
the meaning of symptoms more successfully: Mrs.
Jones’ headache carries a different significance
from Mrs. Smith’s.

The nature of intervention is closely tied to the
understanding of the nature of change. The belief
is widely accepted that the long-term involvement
and presence of the physician as a participant in

THE JOURNAL OF FAMILY PRACTICE, VOL. 16, NO. 4, 1983

FAMILY MEDICINE AND FAMILY THERAPY

the family process over time helps to change the
family. This long-term involvement is acknowledged
as one of the greatest satisfactions of practice.4

Family therapy proceeds from a different set of
assumptions about change and intervention, as-
sumptions that have been evolving for the past
three decades. Change is more likely to occur in
times of crisis, when families are motivated and
when patterns of family defenses are weakened by
stress. The crisis reveals the inability of the fam-
ily’s usual coping mechanisms to deal with the
stress. The family therapist enters the family sys-
tem to help it effect a therapeutic change. Tech-
nique is therefore central. The family therapist will
tend to be quite active compared with psychoana-
Iytically oriented individual therapists. Any crisis
can be a springboard for a change; if there is no
crisis, it may be useful for the therapist to create
one. Change in the family takes place as a result of
change in behavior. Understanding or insight is
not necessary for change.

Such assumptions are clearly at variance with
the prevailing assumptions of family medicine.
They may be viewed with hostile derision, be-
musement, or dismay or may be greeted as re-
freshingly energetic. Huygen,B who integrated
family therapists into his 30-year-old practice in
Holland, offers:

Family therapists proved to be a kind of adventure for
us general practitioners. | often held my breath and was
impressed by the risks that were taken. The family ther-
apists challenged and rated our patients higher than we
were used to doing as their general practitioners.

Therapeutic Technique

Technique is one aspect of family therapy that
varies greatly from one school to another. It in-
volves interventions the therapist might make in
the family’s presence and instructions given to the
family to carry out at home. Such instructions may
be “paradoxical” or obvious in their intention.3
Paradoxical instructions are perhaps the most
foreign element of technique to family physicians
who are used to telling patients what they want
them to do, not what they do not want them to do.
Yet the frequent failure of patients to follow in-
structions suggests that physicians may benefit
from studying strategies developed by therapists.
In fact, one indication for the application of family
therapy might be when medical treatment is not
working. Although compliance continues to be a
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matter of much discussion in medicine, reasons for
noncompliance have barely been probed in the lit-
erature on the subject.

Family medicine has mixed attitudes toward
technique. On the one hand, family physicians
have an honest aversion to what is sometimes seen
as manipulation of patients by therapists. On the
other hand, family physicians may wholeheartedly
embrace a technique without respect for or an un-
derstanding of its underlying theory.

Examination of the criticism of manipulation
reveals an inconsistent pose on the part of the
critic. Every intervention, even nonintervention,
is intended to have an effect. Techniques that are
at times decried as “manipulative” are conscious-
ly designed to bring about an anticipated thera-
peutic effect. On the other hand, techniques that
physicians are more accustomed to using are also
intended to effect hoped-for responses, but are
applied less self-consciously and are, therefore,
considered “natural” rather than “manipulative.”
The distinction between the two applications of
technique lies in the contrast between deliberate
conscious choice and spontaneous intuitive re-
sponse. Clearly both applications must have a role
in treatment.

A close look at the concept of honesty in clini-
cal interaction reveals another inconsistency. De-
spite concern about patients’ rights, many physi-
cians still find it necessary to equivocate, demur,
avoid topics, give half-answers, and otherwise
deal obliquely and arbitrarily with family ques-
tions. Throwing stones at therapists for using
paradoxical or cloaked maneuvers will only fur-
ther increase the distance between the disciplines.

Rather, family physicians can learn when it may
be a useful technique to demur, to procrastinate,
or to obfuscate, and when to prescribe a medica-
tion or bit of behavior with the knowledge that the
family might go along with it and thereby get better
or stoutly oppose it and thereby get better.

One aspect of therapeutic technique important
and common to both family medicine and family
therapy is entry into the family. For the therapist
entry is an early event, as is contracting, that
permits the therapist to challenge the family later.
Entry may be a form of accommodation, such as
adapting to the clothes or language of the family; it
may involve identifying oneself as having some
language or culture, experience or value in com-
mon with the family.
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To the family physician, entering the family
means that the relationship between physician and
family members has qualities of family relation-
ships: affinity, intimacy, reciprocity, and continu-
ity as outlined by Carmichael.5 Because of the
privileged intimacy, but significant power, of the
family physician within the family, extreme care is
needed in the formation of any alliances with fam-
ily members. Hazards include alienating other
family members, sowing distrust, and augmenting
pressures to split the family. Family therapists, on
the other hand, may make frequent use of short-
term alliances1846to strengthen some family mem-
bers’ positions and to effect a change on the close-
ness or distance of members to one another.

Both family physicians and family therapists
practice a kind of neutrality, the family physician
in nonalliance, the family therapist in a form of
detachment from the family as a whole. However,
the practice of empathy and caring by the family
physician is ultimately neutral in remaining in-
volved in the needs and hurts of each family
member. The therapist practices a detachment
from those very needs and hurts in order to create
change in the system that produced them.

Some practitioners, in attempting to integrate
two fields, have preferred to make a distinction
between “working with families” and *doing
family therapy.”9 Others see an orderly progres-
sion to the training a given physician may choose
to pursue in family systems, up to and including
family therapy.8 The former position appears
semantic but may be politically expedient. The lat-
ter begins to address the possibility of compe-
tency-based yet individualized training in behav-
ioral science for family physicians. Both positions,
however, insist on the need for family systems
theory to inform the discipline of family medicine.

Prospects for the Future

Family physicians are receiving increasing ex-
posure to family therapy theory and technique dur-
ing residency. Family therapists are increasingly
interested in illness and its effect on the family.
Their shared concerns provide the basis for either
destructive competition or fruitful collaboration.
Some potential destructive scenarios include the
following: The family therapist might prefer con-
sulting with specialist physicians in a family with
an illness because the physician will defer entirely
to the therapist in the behavioral realm. The ther-
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apist can then scorn the physician’s organicity. Or
the family physician may see the family therapist
as yet another specialist trying to limit what he or
she is qualified to do. The physician may then
decry the therapist’s detached, uncaring, manipu-
lative methods. Such territoriality on both parts
reveals insecurity over identity with resultant
competition for the central role.

An emerging alternative structure for family
physicians and family therapists is a collaborative
model. In favor of collaboration is the emergence
of hard evidence showing that family therapy ap-
plied in a family practice setting can lower the fre-
quency of office visits and use of psychoactive
drugs. 547 Some family physicians following
Huygen are now integrating family therapists
into their regular office practice. Family therapists
are turning toward family physicians for consulta-
tion on somatic symptoms. It is possible that these
two movements may find that their commonalities
outweigh their differences and that their differences
present a mutual stimulus for growth and change.
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