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Chapter 2
Medical Family Therapy in Family Medicine

Jennifer Hodgson, Lisa Trump, Grace Wilson, and Diego Garcia-Huidobro

The practice of family medicine is dedicated to using innovative approaches to pro-
vide holistic care for patients of all ages, addressing all organ systems and diseases 
(Hudon et al., 2012). In fact, primary care has become the gateway to behavioral 
health, expanding medical care to also include screening for and treating behavioral 
healthcare needs (Substance Abuse and Mental Health Services Administration 
[SAMHSA], 2016). The task of sorting through and differentiating between bio-
logical, psychological, social, and spiritual problems can be messy and challenging, 
however, because they all relate to the onset and trajectory of the illness (Hodgson, 
Lamson, Mendenhall, & Tyndall, 2014). Addressing one area of health (e.g., physi-
cal health) without recognition or acknowledgement of other interacting forces 
(e.g., mental health, spirituality) will likely result in failed interventions and frus-
trated patients and providers (Hatala, 2012). The great need for family medicine 
providers who will coordinate continued care in a comprehensive manner (i.e., with 
interdisciplinary teams addressing different aspects of one’s health) is becoming 
increasingly evident (Phillips et al., 2014).

Like most medical specialties, there are opportunities in family medicine to not 
only collaborate with providers in independent practice settings, but also during 
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their residency training years. Residency settings provide collaborators, patients, 
and families with unique strengths and challenges that inspire important models of 
integrated behavioral healthcare (IBHC) to emerge. Residents have the opportunity 
to practice while learning innovative and empirically supported treatments and 
models. However, with the benefits come the challenges as patients and collabora-
tors struggle with continuity of care concerns related to scheduling issues (e.g., resi-
dents off-site or in the hospital for rotations) and turnovers of resident physicians 
every 3 years. The following case vignette provides one example of someone with 
MedFT knowledge and skills and illustrates how they integrated into a family medi-
cine residency clinic. It involves a family medicine resident in her final year of train-
ing, Dr. Cheryl Robbins, and a behavioral health provider trained in MedFT, Martha 
Lewis, working together to support a patient and family through challenges related 
to Alzheimer’s disease.

Clinical Vignette
[Note: This vignette is a compilation of cases that represent treatment in fam-
ily medicine. All patients’ names and/or identifying information have been 
changed to maintain confidentiality.]

Mary is a 72-year-old widowed African American mother of two who is 
accompanied to her appointment by her oldest daughter, Tisha (age 46), and 
grandson, Ronnie (age 20). Her husband died 20 years ago of lung cancer, 
and she has been living independently ever since. Two years ago, her grand-
son moved in with her to help with some minor caregiver duties and house-
hold tasks. Once living with her, he noticed that on occasion, she would 
display signs of memory impairment such as forgetting calendar events, con-
versations with family members, names of people she has met multiple times, 
left her car running in the driveway with the door open, and even most recently 
left food cooking on the stove until it set-off the smoke detector. Thankfully, 
Ronnie was home each time and could contain these situations safely. 
However, he is increasingly worried about leaving Mary alone to the point of 
transferring colleges so he could obtain his degree online. He never com-
plained about caring for his grandmother but recently has shared with his 
family that he is starting to get irritable and resentful about his quality of life.

Mary is a patient at a family medicine clinic close to her home; she has 
received care from several different residents over the years. She was diag-
nosed with mild cognitive impairment 5 years ago but refused to come see 
anyone after her “favorite” doctor had graduated. Her grandson believed 
that this was an excuse because Mary knew her memory is getting worse and 
did not want anyone to diagnose her with Alzheimer’s disease. One event that 
finally alerted Ronnie’s mother to the severity of the situation was when Mary 
looked at one daughter and insisted she was the other. She got angry when 
they tried to correct her and would not go to church with the one she thought 
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�What Is Family Medicine?

The initiation of family medicine as a medical specialty shares much in common 
with the establishment of IBHC as a service and the development of medical family 
therapy (MedFT) as a field. All were designed in response to a fragmented 

was not supposed to take her. It scared her family and they scheduled a visit 
with Dr. Cheryl Robbins, a third-year family medicine resident. Dr. Robbins 
read Mary’s chart ahead of the scheduled visit. There was a phone call mes-
sage from the patient’s daughter indicating the family was concerned about 
memory loss issues and that the patient would probably not bring it up on her 
own. Dr. Robbins immediately sent and internal email to Martha Lewis, one 
of the behavioral health providers (BHP), and requested that she attend all or 
some of the visit to help assess for a possible cognitive impairment and family 
members’ concerns.

Upon entering the exam room, the family was anxiously awaiting the visit. 
Mary was smiling and sitting on the exam table, however, quite relaxed. She 
agreed to all requests by Dr. Robbins and Martha, and even agreed to have a 
cognitive functioning screener administered, which showed that she was in 
the severe cognitive impairment range. The family asked Dr. Robbins outside 
the exam room how they will know if Mary needs a higher level of care. They 
felt tremendous guilt as they promised her they would care for her in her own 
home until her death. However, the level of caregiving she was beginning to 
need was exceeding Ronnie’s ability and the daughters both had full-time jobs 
that they could not afford to quit.

Dr. Robbins and Martha scheduled a family meeting to discuss the options 
with Mary and her family. They held several family meetings to develop a care 
plan that everyone could get behind, including signs and symptoms that would 
tell everyone when it was time for Mary to receive more services and where. 
Everything was written down for Mary so when she became confused, she 
could read it to understand why certain safety precautions were being taken. 
Dr. Robbins and Martha also met with Mary and members of her family sepa-
rately to help ensure that Mary’s biological, social, psychological, and spiri-
tual needs were addressed, as well as those of the involved family members as 
some were also managing their own health issues (e.g., depression, irritable 
bowel syndrome, multiple sclerosis). Dr. Robbins and Martha communicated 
through the electronic health record (EHR) email system where they were able 
to bring one another up to date on any developments. When the time came to 
recommend that a care facility would be more beneficial to Mary’s quality of 
life, Mary and her family were prepared. Thankfully, even though Dr. Robbins 
graduated at the end of the year and Mary transitioned to another resident, 
Martha stayed on her team. This was comforting to Mary and helped provide 
good continuity of care.

2  Medical Family Therapy in Family Medicine
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healthcare system. Their intent was to redesign a healthcare system that at the time 
was responding only to the rapid advancements in science about parts of the person 
versus understanding the whole. In the 1960s, researchers were getting increasingly 
good at honing in on specific parts of the mind and body, but the translation of this 
research into practice left the connections between them ignored. Subsequently, 
reimbursement policies were developed that lacked sensitivity to how the practice 
of healthcare (mind and body) would impact the patient’s whole health, family, 
community, etc. According to Taylor (2006), “The initial promise of Family 
Medicine was that we would rescue a fragmented health care system, put it together 
again, and return it to the people” (p. 184).

It has been documented that American adults prefer to access the primary care 
system as an entry point for addressing their mental health needs (Kessler & 
Stafford, 2008; Reiss-Brennan et al., 2016; Strosahl, 1994). Since the 1970s, this 
desire has made primary care the nation’s de facto mental healthcare system 
(deGruy, 1996; Regier, Goldberg, & Taube, 1978; Regier et  al., 1993; Strosahl, 
2005). Interestingly, researchers found that up to 70% of primary care visits have a 
psychosocial component (Fries et al., 1993; Gatchel & Oordt, 2003), but unfortu-
nately many mental health disorders go undiagnosed and/or untreated (Bitar, 
Springer, Gee, Graff, & Schydlower, 2009; Kessler, Chiu, Demler, & Walters, 2005; 
Kessler & Stafford, 2008; McCann & le Roux, 2006; Reiss-Brennan et al., 2016). 
Mental health impairments have been shown to impact one’s overall functioning 
(especially at home and in social relationships), and even more so than common 
physical disorders (Druss et al., 2009). Another population in need of behavioral 
healthcare are patients who seek care for medical symptoms of which up to 84% 
have no organic cause and typically include expensive and sometimes unnecessary 
testing (Kroenke & Mangelsdorff, 1989). Primary care providers are recognizing 
these concerns; in a 2011 national survey, 63% of urban and suburban and 71% of 
rural physicians working in primary care claimed that inadequate access to mental 
health services, and patients’ inability to have the cost covered, affects their patients’ 
health negatively (Goldstein & Holmes, 2011). Due to cost, days missed from work, 
and/or stigma (among other factors), patients are often forced to choose one or the 
other service (i.e., medical or mental health), but not both. What physicians and 
physician extenders have available and easily accessible are their prescription pads; 
not all have as extensive training in mental health issues. Many also do not have 
behavioral health providers on-site to provide colocated or integrated behavioral 
healthcare. While not all mental health disorders or patients with behavioral health 
issues require psychotropic intervention (Kessler et  al., 2005), all patients have 
people outside of their healthcare team who influence their healthcare decisions in 
positive and/or challenging ways. Therefore, it seems logical that primary care 
providers need behavioral health providers, like MedFTs, who are trained to focus 
on relational and systemic issues, deliver research-informed interventions collab-
oratively, and understand the medical complexities of their patients, leading to 
positive biopsychosocial-spiritual (BPSS) outcomes (Engel, 1977, 1980; Wright, 
Watson, & Bell, 1996).

J. Hodgson et al.
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McDaniel, Doherty, and Baird are pioneers in the field of integrated healthcare. 
All three held jobs in family medicine at the time that they wrote about their vision 
for a new field: medical family therapy. They wrote numerous peer-reviewed publi-
cations and well-known textbooks explaining how to apply MedFT skills in family 
medicine and other primary care settings, alongside common medical concerns that 
MedFTs would encounter (e.g., Doherty & Baird, 1983, 1987; McDaniel, Campbell, 
Hepworth, & Lorenz, 2005; McDaniel, Hepworth, & Doherty, 1992; McDaniel, 
Doherty, & Hepworth, 2014). Others would follow and continue to write about 
opportunities for MedFTs in family medicine (e.g., Hodgson, Fox, & Lamson, 
2014; Marlowe, Hodgson, Lamson, White, & Irons, 2012; Reitz & Sudano, 2014; 
Tyndall, Hodgson, Lamson, White, & Knight, 2014), and in fact, family medicine is 
the more commonly published collaborative partnership field with the MedFT field 
to date.

�Treatment Teams in Family Medicine

As presented in the clinical vignette, either in outpatient or inpatient family medi-
cine settings, teamwork is the rule rather than the exception. As family medicine 
providers work in ambulatory and hospitalized settings, this creates great opportuni-
ties for integrated care between primary, secondary, and tertiary care. Although ben-
eficial for patients, this is also complex. Services to be coordinated might be 
dispersed, collaboration across settings of care frequently require a high amount of 
time and personal effort, and not all providers value or understand a need for col-
laboration (nor know how to delegate and work as a team). To effectively do this, 
MedFTs require the ability to navigate multiple styles of caring for patients as well 
as the willingness to take an additional step to ensure patient safety and well-being. 
MedFTs must also balance this task with efforts to take care of themselves.

Because family medicine is a medical specialty with a broad spectrum of care, 
MedFTs need to be versatile in helping patients and family members that are going 
through a wide variety of medical conditions. In this section, we highlight key con-
tributors to the treatment team, in addition to behavioral health providers such as 
MedFTs, who are relevant in family medicine.

Family medicine providers. Although family doctors are not the only medical 
specialists working in primary care, these physicians are commonly found in pri-
mary care clinics. Family doctors are either medical doctors (MDs) or doctors in 
osteopathic medicine (DOs). During their 3-year training, family medicine interns 
and residents have inpatient and outpatient rotations (supervised by preceptors), 
including adult and pediatric medicine and obstetrics and gynecology, making them 
capable to provide care for a wide range of patients. Family medicine providers 
could also have fellowship training, which includes additional years of clinical 
experience focused on a specific area of interest (e.g., adolescent medicine, emer-
gency medicine, palliative care, sports medicine, geriatrics). During residency, fam-
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ily doctors oftentimes receive training in family systems, so they are more likely to 
have a family orientation in the care that they provide. They frequently serve as the 
primary care provider (PCP) for patients. PCPs are the clinicians that provide pre-
ventive and medical care for patients over time. In addition, they interact with other 
specialists, such as behavioral health providers, gastroenterologists, and surgeons as 
needed. Regardless of the setting where family medicine providers work, they col-
laborate with a wide range of medical providers. Other primary care medical spe-
cialists are pediatricians, who serve children and adolescents, internal medicine 
physicians focusing in adults and elders, obstetrics and gynecology doctors who 
take care of high-risk pregnancies and women’s health, and psychiatrics who pro-
vide care for people with behavioral health conditions.

Nurses, physician assistants, and medical assistants. These providers are 
close allies of family medicine providers. They are focused in helping patients and 
families obtain, maintain, and recover their health. Nurses have a wide range of 
skills and specialties foci, such as neonatal, pediatrics, adult/gerontology, women’s 
health, psychiatry/mental health, and community/public health. According to their 
training and licensing, they could be registered nurses (RNs) or nurse practitioners 
(NPs). RNs are nurses who have graduated from a nursing program and have met 
the licensing requirements of the state. Their scope of practice varies according to 
the local legislation but usually is centered in supporting and educating patients 
achieving their clinical goals. NPs have completed additional training and are capa-
ble of diagnosing and treating multiple acute and medical illnesses.

Physician assistants (PAs) are licensed healthcare professionals who practice 
medicine independently or, most commonly, under the collaboration and supervi-
sion of physicians. Their training is shorter compared to physicians (usually 2 or 
3 years of graduate education without residency or fellowship training). PAs have a 
wide scope of practice, which is regulated by each state, but frequently include pre-
ventive care, diagnosing and treating common health problems, interpreting labora-
tory exams, prescribing medications when needed, and assisting physicians during 
surgery. Because of their ability to provide continuity of care, nurses and PAs fre-
quently serve as patients’ PCPs.

Medical assistants (MAs) support the work of other healthcare providers. After 
completing their 2-year training, MAs are responsible for taking vital signs, admin-
istering immunizations, taking X-rays, and other routine clinical and administrative 
duties (e.g., scheduling appointments, filling medical records, etc.), under the direct 
supervision of other health providers.

Behavioral health providers. Behavioral health providers in primary care may 
include MedFTs, “traditional” family therapists, social workers, psychologists, 
counselors, and psychiatric nurses. All provide mental health services and collabo-
rate with PCPs and other clinical providers to provide comprehensive and integrated 
patient care. MedFTs are the ideal behavioral health providers to work in family 
medicine settings, as they bring unique skills to the different settings of family med-
icine. As shown in the vignette, MedFTs have a deep understanding of the medical 
conditions that patients and their families are dealing with. They know about 
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medications’ effects (including side effects) and are trained to cross disciplinary 
boundaries to activate and support patients, their family members, and the health-
care team to work together to improve health and well-being.

Dieticians. Registered dieticians help patients in their dietary and nutritional 
care. They assess nutritional requirements and eating lifestyle and help patients in 
setting and achieving weight and nutritional goals. Most of the time, they guide and 
support patients dealing with overweight/obesity and other medical conditions that 
require changes in a patient’s diet (e.g., diabetes, malnutrition).

Pharmacists. In primary care, registered pharmacists educate patients in how to 
use medications, alongside what side effects and interactions with other prescrip-
tions the said medications may have with what a patient is taking. Pharmacists also 
help patients to mitigate and/or cope with side effects or drug interactions (e.g., 
adjusting timing of dosages). In deciding which medications to prescribe, on-site 
pharmacists often collaborate with prescribers, particularly in complex cases. 
Depending in their training and scope of practice, pharmacists can also support 
administering immunizations and certain prescriptions.

Physical therapists. These providers help patients to improve their physical 
condition, such as reducing pain, and to restore and/or improve mobility and func-
tionality. Physical therapists have different specialty areas, such as cardiovascular, 
pediatric, geriatric, neurological, and sports physiotherapy.

�Fundamentals of Care in Family Medicine

MedFTs working in family medicine must be familiar with a myriad of content, 
including common problems presented within this care context, populations gener-
ally seen, and tests and procedures frequently advanced. They must also attend 
activity to issues of patient/family diversity and health disparities.

�Common Problems Addressed in Family Medicine

The Centers for Medicaid and Medicare Service (CMS, 2013) reported that the ten 
most common diagnostic codes in family medicine include abdominal pain, acute 
respiratory infections, back and neck pain, chest pain, diabetes mellitus without 
complications (type 2), general medical examination, headache, hypertension, pain 
in the joint, pain in the limb, other forms of heart disease, and urinary tract infec-
tion/cystitis. Because family medicine physicians see patients across the lifespan 
with a wide variety of medical conditions, a MedFT working in this setting should 
be aware of basic medical diagnoses, tests, and procedures to best collaborate with 
providers and communicate with patients. For this chapter, we will focus on the 

2  Medical Family Therapy in Family Medicine



24

most common problems of diabetes mellitus, hypertension, chronic pain, and pre-
ventive care.

Diabetes mellitus. Diabetes is an endocrine chronic condition that affects the 
body’s ability to process insulin. It is one of the most common diagnoses made by 
family medicine providers, affecting approximately 22 million Americans (Pippitt, 
Li, & Gurgle, 2016). Type 1 diabetes is an autoimmune disease that usually presents 
during childhood, while type 2 diabetes is caused by insulin resistance and is most 
common in obese patients. Uncontrolled diabetes can have a number of serious 
complications, including blindness, kidney failure, limb amputation, and vascular 
and heart disease (Pippitt et al., 2016). According to Siu (2015), family medicine 
providers usually follow the United States Preventive Services Task Force (USPSTF) 
recommendation to screen all adults age 40–70 years who are overweight or obese. 
They also screen other patients who have risk factors such as a close relative with 
type 2 diabetes, women who have had gestational diabetes, or patients from a high-
risk ethnicity (American Diabetes Association [ADA], 2015). Screening is done 
through a finger-stick hemoglobin A1C blood test; the results of this test indicate the 
patient’s approximate blood glucose levels over the last 3 months (Pippitt et  al., 
2016). The typical goal of diabetes treatment is to achieve an A1C <7.0%, while a 
less stringent goal of <8.0% may be appropriate for individuals if achieved without 
adverse events (ADA, 2016).

For patients with diabetes, experts recommend a comprehensive, collaborative 
approach to treatment (George, Bruijn, Will, & Howard-Thompson, 2015). 
Pharmacological treatment of diabetes may involve oral medications to control 
blood sugar, such as metformin or insulin management (George et  al., 2015; 
Petznick, 2011). These medications sometimes have poor adherence from patients. 
Metformin, a frequently used oral agent for treatment of diabetes, can have uncom-
fortable gastrointestinal side effects for patients, and insulin frequently requires 
complicated dosing instructions and frequent self-monitoring of blood sugar. 
MedFTs can be helpful utilizing a motivational interviewing approach to improve 
patient adherence (Rollnick, Miller, & Butler, 2008) and helping with patient educa-
tion about their medications. There are also significant lifestyle changes recom-
mended for diabetes patients, including changes to diet, exercise, and weight 
management (George et al., 2015), and patients with diabetes are at a higher risk for 
depression (Nouwen et  al., 2010). A MedFT can assist patients in their recom-
mended lifestyle dietary changes and provide screening and brief intervention for 
depression as necessary.

Hypertension. Hypertension, or blood pressure greater than 140/90 mmHg, is 
another common chronic diagnosis in primary care. It is a major preventable con-
tributor to diseases and death in the United States (Oza & Garcellano, 2015). About 
33% of adults in the United States have hypertension. According to Piper, Evans, 
Burda, et al. (2014), the USPSTF recommends screening for high blood pressure in 
all adults ages 18 years and over, even if they have no known history of hyperten-
sion. Patients with this condition are at higher risk for myocardial infarction (heart 
attack), renal failure, and death (Oza & Garcellano, 2015).
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Patients identified as having high blood pressure benefit from both pharmaco-
logical treatment and lifestyle changes. The goal of treatment is to achieve a blood 
pressure less than 150/90 mmHg in adults over age 60, and 140/90 mmHg in patients 
30 to 59 years of age (Langan & Jones, 2015). One major dietary recommendation 
for patients with hypertension is to reduce sodium (salt) and to follow the Dietary 
Approaches to Stop Hypertension (DASH) diet, which gives specific recommenda-
tions for daily nutrient intake, including 27% of calories from fat, 18% of calories 
from protein, 30 g of fiber, and 1500 mg of sodium (Sacks et al., 2001). Other key 
lifestyle recommendations include moderate to vigorous activity for 40 minutes, 
three times per week, and tobacco cessation (Oza & Garcellano, 2015). There is 
some mixed evidence indicating that relaxation techniques can be successful for 
lowering blood pressure; transcendental meditation and biofeedback techniques 
may modestly lower blood pressure (Brook et al., 2013). MedFTs should familiar-
ize themselves with relaxation and mindfulness techniques to teach patients in this 
population and to help them adhere with the dietary, physical activity, and pharma-
cological treatments.

Chronic pain. There are more than 50 million Americans who experience 
chronic pain (Jackman, Purvis, & Mallett, 2008). Chronic pain may include pain 
due to osteoarthritis, strained muscles or bulging or ruptured disks in the lower back 
region, digestive conditions like irritable bowel syndrome, or other known or 
unknown causes. Although pain can be an important indicator of acute injury, 
chronic pain is burdensome and difficult to manage. One major problem in treating 
chronic pain lies with opioid pharmacological agents; they are sometimes abused or 
diverted and have a high risk of overdose. According to Dowell, Haegerich, and 
Chou (2016), the Centers for Disease Control and Prevention (CDC) recently 
released new recommendations for prescription of opioid medications in the treat-
ment of chronic pain, focusing on mitigating their risks with a patient-centered 
approach to care. The CDC recommends use of short-acting medications, frequent 
follow-ups, and use of compliance measures such as pill counts, urine drug screen-
ing, and checking state registries for patients’ histories of refilling controlled medi-
cations (Dowell et al., 2016).

Experts of treating chronic pain in primary care recommend that patients should 
be assisted in setting realistic goals for functioning. The primary goal for treatment 
should not be complete resolution of the patient’s pain; it should instead be improved 
quality of life while decreasing pain (Jackman et al., 2008). There are many non-
pharmacological treatments for chronic pain that can be used in addition to (or 
instead of) opioids. Lifestyle changes, including tobacco cessation and weight loss, 
are recommended (Hayes, Naylor, & Egger, 2012). There are also benefits from 
exercise, physical therapy, biofeedback, cognitive behavioral therapy, and relax-
ation. Complementary and alternative medicine approaches such as acupuncture, 
massage, and mindful mediation may benefit patients as well (Jackman et al., 2008). 
MedFTs can be instrumental in engaging patients in self-management goals, estab-
lishing realistic expectations, and working with patients and family members on 
living a fulfilling life alongside their pain.

2  Medical Family Therapy in Family Medicine
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Preventive care. One major goal of primary care is to provide patients with 
ongoing preventive care. Family medicine providers follow the recommendations of 
the USPSTF, which provides guidelines for preventive medicine. Guidelines are 
based on age and gender, and they are targeted at improving the overall population 
health and preventing serious diseases and complications (USPSTF, 2016). In chil-
dren, preventive care typically includes periodic well-child visits and administration 
of immunizations. In adults, preventive care recommendation include a variety of 
tests, from less invasive, such as blood pressure testing, to much more involved, 
such as colonoscopies, pap smears, and mammograms.

MedFTs working in primary care can help to expand this definition of preventive 
care to go beyond physical health, taking a more biopsychosocial-spiritual view 
instead. There are many behavioral health concerns that they can provide screening 
for, including depression, anxiety, ADHD, and others. They can also engage patients 
in their healthcare decision making by using techniques such as motivational inter-
viewing to assess patient health goals and monitor progress in those areas.

Depression and anxiety. Two of the most prevalent mental health diagnoses are 
major depressive disorder and anxiety (which includes generalized anxiety disorder, 
social anxiety disorder, specific phobias, and others). Many patients experiencing 
symptoms of depression and anxiety will present to their physician first, rather than 
through the traditional mental health system (Petterson, Miller, Payne-Murphy, & 
Phillips, 2014). Although recommendation from the USPSTF is to screen adult 
patients for depression, they add the caveat that physicians should not be screening 
all patients unless they have a system for follow-up in place (Siu, 2016). Many phy-
sicians feel uncomfortable addressing psychopathology in patients due to lack of 
knowledge about community resources and increasing time pressures. MedFTs 
working in primary care are instrumental in the screening and treatment of depres-
sion. For patients who screen positive, the MedFT can either provide follow-up care 
for patients or refer them to community health resources. Although there is not an 
analogous screening recommendation for anxiety disorders, generalized anxiety 
disorder is a prevalent concern among patients that can have implications for exac-
erbations of health problems such as insomnia and hypertension. MedFTs can pro-
vide screening, brief intervention, and referrals to treatment as appropriate.

�Populations Served in Family Medicine

Patients served in family medicine include all ages across the lifespan, from infants 
to the elderly.

Children. About 70% of family medicine providers provide care for children in 
their practices; overall, family medicine providers spend about 10% of their time 
caring for children, and they are responsible for about 16–21% of all child health-
care visits (Makaroff et al., 2014). MedFTs can be helpful both for well-child visits 
and for childhood chronic illnesses, such as asthma, ADHD, and obesity. For well-
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child visits, MedFTs may use a behavioral health screening tool such as the Pediatric 
Symptom Checklist (PSC), which assesses for internalizing symptoms such as 
depression and anxiety, attention difficulties, and externalizing symptoms such as 
anger outbursts and behavioral difficulties (Gardner et al., 1999). MedFTs can also 
help monitor child development and attainment of milestones and screen for devel-
opmental difficulties, learning disorders, or autism spectrum disorders. Finally, 
MedFTs can also provide parenting guidance.

For children with chronic health conditions, MedFTs can be an important part of 
the treatment team’s intervention. The National Health Interview Survey found that 
6.8% of children in the United States have asthma (CDC, 2016). Evidence has 
shown that behavioral intervention for asthma can be beneficial, including self-
management training, such as through the development of an asthma action plan, 
breathing training, and exercise or physical activation programs. Systemic factors, 
such as parental smoking, can also be modified; if the MedFT is able to work with 
the patient’s parents to quit smoking, there may be a beneficial effect on the child’s 
health and symptoms. ADHD is also a common childhood illness, affecting about 
11% of American children (Visser et  al., 2014). The symptoms of ADHD first 
appear between ages 3 and 6 years old, and the average age at first diagnosis is 
7 years. In addition to helping with screening and early identification of symptoms, 
MedFTs can provide behavioral intervention to children and their families who are 
facing ADHD. Pharmacological treatment of ADHD, typically stimulant medica-
tion, has a number of side effects, including poor appetite, irritability, anxiousness, 
and sleep problems (Felt, Biermann, Christner, Kochhar, & Van Harrison, 2014). 
Effective behavioral treatments include parent training, classroom management, 
and peer interventions.

Finally, another example of a problem increasing in the pediatric population is 
obesity. Growing numbers of children are presenting to their primary care doctor 
with weight difficulties; 12.1% children 2–5  years of age, 18.0% of children 
6–11 years of age, and 18.4% of adolescents 12–19 years of age meet the diagnostic 
criteria for obesity (National Institute of Diabetes and Digestive and Kidney 
Diseases, 2012). The American Medical Association expert recommendations sug-
gest that family medicine providers should address diet and exercise habits with 
families at least once a year (Rao, 2008). Further, they urge that families need to 
make changes together to improve children’s health. MedFTs, with their solid foun-
dation in systems theory and family therapy, as well as their experience and aware-
ness of behavioral intervention, are particularly suited to aid physicians in these 
recommendations. Further, they may be able to help establish collaboration with a 
nutritionist, coordinating care and communication between members of the treat-
ment team.

Adults. Family medicine providers care for adults across a wide range of health 
conditions, as well as services particular to women’s health (which includes gyne-
cological care and maternal/fertility treatment services). When adults are needing 
more specialty care (e.g., gastroenterology, endocrinology, dermatology, cardiol-
ogy, specialty mental healthcare), family medicine providers refer to indicated 
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professionals and expand the team accordingly. Residents pursuing their family 
medicine specialization are trained to deliver babies, but not all may offer this 
service as a part of their practice. Overall, primary care systems, such as family 
medicine, are typically the first point of contact for adults. However, patients’ type 
of insurance and coverage may limit their access to certain primary care systems or 
providers. Some insurers will permit patients to seek specialty care without a refer-
ral from their primary care provider.

Elderly. At the other end of the spectrum, family medicine providers also treat 
patients who are at the end of their lifespan. In addition to helping geriatric patients 
who have the conditions previously described, there are other considerations that 
may be beneficial to this population. Physicians and MedFTs can partner with geri-
atric patients and their families to assess their goals for maintaining functional abili-
ties and aging in place and can connect them with community resources or assistive 
technology that may assist them in reaching these goals. Further, MedFTs can help 
family medicine providers as they aid their patients in end-of-life planning, comple-
tion of advanced directives, and entry into hospice. They also can aid in screening 
for cognitive decline, such as by administering the Mini-Mental Status Exam or a 
similar test of cognitive functioning. Although depression is common in older 
adults, there is often a stigma associated with therapy that is a significant barrier to 
traditional treatment of depression in this generation (Conner et al., 2010). For these 
patients, an integrated behavioral healthcare format may help them overcome stigma 
and be more willing to receive help for their condition.

�Common Tests and Procedures in Family Medicine

Tests and procedures often advanced in family medicine vary considerably; those 
most common are described below.

Tests. Family medicine providers utilize many common tests (see Table 2.1) in 
the diagnosis and management of illnesses and diseases in their patients. The pre-
sented lab tests and interpretations are intended to be evaluated by primary care 
providers or other professional types with training in this area. The American 
Academy of Family Physicians (AAFP) recommends education in urinalysis, vagi-
nal smears, stool microscopy, skin scraping microscopy, post-vasectomy semen 
analysis, blood draws for labs sent to outside laboratories, finger-stick glucose, 
finger-stick A1c, urine pregnancy test, rapid strep antigen, rapid influenza test, and 
occult blood testing of stool or emesis. Some family medicine practices have labs 
available in the clinic so that patients can have their needs met all in one place, 
whereas others have to refer patients to outside laboratories for testing. It is impor-
tant that MedFTs know and understand some of the more common labs run in a 
primary care setting as some indicate that a patient’s health is improving or deterio-
rating. For example, if a patient’s blood pressure is higher than normal 
(140/90 mmHg), it is an opportunity to stop and try to identify potential causes of 
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Table 2.1  Common Tests and Procedures in Family Medicine

Test Normal Limits
Purpose/Description  
of Test

Basic Interpretation  
of Abnormal Findings

Vitamins

B12 200–900 pg/mL B12 is a vitamin used 
in the metabolism of 
every cell in the body; 
it is particularly 
important in the 
production of red 
blood cells.

Deficiency may result in 
anemia but also could explain 
altered mental status and be 
confused with dementia.

Vitamin D 30–80 ng/mL Vitamin D is essential 
for calcium absorption 
and bone formation.

Low levels may cause bone 
softening leading to fractures 
and increased mortality; in 
addition, low levels could 
explain depression-like 
symptoms.

Endocrine function

TSH (thyroid-
stimulating 
hormone), T3 
(triiodothyronine), 
T4 (thyroxine)

TSH: 0.4 to 4.0 
mIU/L
T3: 100–200 ng/dL
T4: 4.5–12 ug/dL

TSH is a hormone 
produced by the 
pituitary gland that 
stimulates the 
production of thyroid 
hormones (T3 and T4); 
these labs are used to 
measure the 
functioning of the 
thyroid gland.

High levels of TSH and low 
levels of T4 and T3 can 
explain symptoms attributed 
to hypothyroidism, such as 
fatigue, weight gain, reduced 
sexual drive, and difficulty 
with concentration and 
memory that could be easily 
attributed to depression.

On the contrary, low levels of 
TSH and high levels of T4 and 
T3 can explain anxiety, mood 
swings, mania or hypomania, 
impaired concentration, 
irritability, and insomnia, due 
to hyperthyroidism and not a 
primarily mental health 
problem.

Glucose 70–100 mg/dL Measures circulating 
glucose.

Low levels of blood glucose 
could provoke nausea, 
dizziness, altered vision, and 
disturbed mental status; if a 
patient is experiencing 
hypoglycemia, this requires 
urgent medical care.

On the contrary, high levels of 
blood glucose indicate the 
body’s incapacity to manage 
healthy glucose levels; high 
levels indicate diabetes or 
other metabolic problems 
(e.g., glucose intolerance); 
extremely high levels (greater 
than 500 mg/dL) require 
urgent medical care.

(continued)
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Table 2.1  (continued)

Test Normal Limits
Purpose/Description  
of Test

Basic Interpretation  
of Abnormal Findings

Hemoglobin A1c 
(A1c)

<5.7% Evaluates how much 
hemoglobin (molecule 
in the red blood cells) 
has been glycosylated 
(“covered with 
sugar”); it is a 
measure of average 
blood glucose in the 
last 3 months.

Chronic hyperglycemia is 
related to stroke, coronary 
artery disease, neuropathy, 
renal failure, and increased 
mortality; for patients with 
diabetes, treatment goals 
could be having A1cs under 
6.5 or 7%, depending on the 
patient; higher levels require 
treatment adjustment to 
improve diabetes control.

Liver function

Albumin 3.4–5.4 g/dL In general, this panel 
of lab tests measure 
how the liver and their 
associated organs 
(e.g., gallbladder, bile 
ducts) are working.

In asymptomatic patients, high 
levels of these tests could 
reflect damage to the liver or 
its associated organs.

ALP (alkaline 
phosphatase)

44–147 IU/L

ALT (alanine 
aminotransferase)

10–40 IU/L

AST (aspartate 
aminotransferase)

10–34 IU/L

Total bilirubin 0.3–1.9 mg/dL
Kidney function

BUN (blood urea 
nitrogen)

6–20 mg/dL These lab tests 
evaluate how well the 
kidney is eliminating 
these molecules.

High levels of creatinine 
might explain acute or chronic 
kidney failure but also high 
intensity exercise or other 
medical conditions; high BUN 
levels result in mental status 
changes including 
disorientation and confusion 
that require acute medical 
care.

Creatinine 0.6–1.3 mg/dL

CBC (complete blood count)

RBC (red blood 
cell) count

Male: 4.7–6.1 
million cells/mcL
Female: 4.2–5.4 
million cells/mcL

RBCs carry oxygen to 
the body organs; these 
tests evaluate the 
counts of red blood 
cells (RBC), the % of 
red blood cells in the 
blood sample 
(hematocrit), and the 
amount of 
hemoglobin (molecule 
inside the RBC that 
carries the oxygen).

Low levels of these exams 
could be related to anemia 
(which has many causes); 
symptoms of this condition 
include profound fatigue, loss 
of mental acuity, and reduced 
ability to perform simple tasks 
like reading; high levels are 
rare and could be explained by 
dehydration, living at a 
high-altitude location, or bone 
marrow diseases.

Hematocrit Male: 40.7–50.3%
Female: 
36.1–44.3%

Hemoglobin Male: 13.8–17.2 
gm/dL
Female: 12.1–15.1 
gm/dL

(continued)
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Table 2.1  (continued)

Test Normal Limits
Purpose/Description  
of Test

Basic Interpretation  
of Abnormal Findings

WBC (white 
blood cell) count

4500–10,000 cells/
mcL

WBC are the body’s 
defense against 
infection(s); common 
types of WBCs are 
leukocytes and 
lymphocytes.

Low levels (leukopenia or 
lymphopenia) could be 
explained by viral and other 
infections (including HIV), 
bone marrow diseases, cancer, 
autoimmune disorders, or as 
medication side effects; high 
levels of WBC (leukocytosis 
or lymphocytosis) can be 
explained by an active 
infection, drug reactions, bone 
marrow diseases (e.g., 
leukemia), and other immune 
disorders; as a CBC is ordered 
by a provider, MedFTs could 
encourage patients to 
follow-up with their PCP.

Platelet count 150,000–450,000/
dL

Platelets play an 
important role in the 
blood clot formation.

Extremely low platelet levels 
(thrombocytopenia) produce 
excessive bleeding (internal 
and external) and could be 
explained by multiple reasons 
that require an evaluation by 
the provider who ordered the 
test; high levels are very 
uncommon.

this dysregulation (e.g., being in a hurry, having smoked a cigarette, having drunk 
coffee). If blood pressure remains high in several opportunities, the client could 
have hypertension and should be referred to his/her PCP for a diagnosis. If the client 
has been diagnosed with hypertension, this could be an opportunity to address stress 
management, lifestyle changes, and medication adherence and/or hold a family con-
ference to expand support.

Procedures. Most family medicine providers perform at least some outpatient 
procedures in their offices. In the AAFP’s 2015 Member Census, family medicine 
providers most commonly reported performing skin procedures such as biopsies 
(74.7%), musculoskeletal injections (68.4%), spirometry (35.7%), endometrial 
sampling (31.1%), X-ray (26.1%), and colposcopy (16.5%). Although MedFTs do 
not participate in the performance of these procedures, they can play an important 
role with patient care in this area. Informed consent for treatment requires patients’ 
understanding of a procedure, alongside its anticipated benefits and potential risks. 
The MedFT can assist doctors in ensuring that patients have an understanding of 
their procedure in a way that matches the patient’s level of health literacy. MedFTs 
can also help patients who are anxious about treatments and procedures by assisting 
them in relaxation and mindfulness exercises as they are waiting for their procedure 
to be performed.
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�Sensitivity to Diversity and Health Disparities

Primary care is designed to meet the needs of all populations, including those who 
are underserved, by providing them with a medical home where they can have many 
of their needs met in one location. According to the 2015 AAFP Member Census, 
59% of family physicians accept Medicaid (AAFP Member Census, 2015). At a 
national level, the Family Medicine for America’s Health Project is a collaborative 
effort of multiple organizations, including the AAFP and the Society for Teachers of 
Family Medicine (STFM), designed to improve practice models and payment so 
that more patients can have their healthcare needs met through primary care 
(Kozakowski et al., 2016).

Despite these efforts, significant health disparities still exist. Members of mar-
ginalized groups including ethnic minorities, lesbian, gay, bisexual, transgender, 
and queer (LGBTQ) populations, migrant and seasonal farm workers, and low 
socioeconomic status patients frequently experience poorer health outcomes and 
numerous barriers to care compared to more privileged populations (Purnell et al., 
2016). Access to mental healthcare is even more fragmented (Cook et al., 2014). 
Despite changes in education standards, biases still exist among healthcare provid-
ers that exacerbate these problems (Blair et al., 2013; Chapman, Kaatz, & Carnes, 
2013). Experts have recommended various solutions for these problems, including 
programs that impact social determinants of health (Thornton et al., 2016) and inte-
grated care (Sanchez, Ybarra, Chapa, & Martinez, 2016; Vander Wielen et al., 2015). 
Emerging evidence suggests that integrated healthcare helps reduce healthcare dis-
parities for Latinos (Bridges et al., 2014), people with severe mental illnesses (Kelly, 
Davis, & Brekke, 2015), underserved urban (Wrenn, Kasiah, & Syed, 2015), and 
rural populations (Ranson, Terry, Glenister, Adam, & Wright, 2016).

MedFTs can help family medicine physicians in their efforts to address problems 
with diversity and health disparities. In a general way, integrated care reduces the 
stigma of behavioral healthcare and increases access by providing services in the 
primary care office (Sanchez et al., 2016; Vander Wielen et al., 2015). MedFTs can 
also assist providers in delivering culturally appropriate care. One way to do this is 
through Galanti’s (2014) four Cs—that is, inquiring about what the patient calls 
their illness, what are their concerns about it, what do they believe caused it, and 
what do they believe will cure it. Conversations like these can help providers under-
stand patients’ culturally bound health beliefs. They can also reveal areas of poor 
health literacy. Although healthcare providers often fail to recognize poor health 
literacy, it is a serious problem with implications for patient morbidity (Caplan, 
Wolfe, Michaud, Quinzanos, & Hirsh, 2014) and mortality (Bostock & Steptoe, 
2012). MedFTs working in integrated behavioral healthcare are the perfect people to 
help bridge gaps in health literacy, because they have both the experience of working 
in a healthcare setting as well as the lack of a medical degree; they are adept at help-
ing translate medical jargon into terms a layperson can easily understand.
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Table 2.2  MedFTs in Family Medicine: Basic Knowledge and Skills

MedFT 
Healthcare
Continuum 
Level Level 1 Level 2 Level 3

Knowledge Somewhat familiar with 
family medicine as a 
medical specialty and its 
background and 
collaboration with 
MedFTs, as well as 
unique and overlapping 
skills/roles, and the 
team’s overall structure. 

Limited knowledge about 
BPSS impacts of a few 
common population 
health conditions seen at 
family medicine clinics. 

Rarely engages 
professional members, 
patients, and support 
system members 
collaboratively. 

Basic understanding 
regarding strategies for a 
healthy lifestyle when 
living with someone with 
a health condition. 

If conducting research 
and/or policy/advocacy 
work, on rare occasions 
will collaborate with 
other disciplines related 
to family medicine and 
consider relational and/or 
BPSS aspects of health 
and well-being.

Can recognize the disease 
processes and 
differentiate between 
some of the more 
common ones and other 
comorbid BPSS health 
conditions and impacts.

Familiar with benefits of 
couple and family 
engagement in health-
related adjustments and/
or lifestyle maintenance 
but tends to refer more 
than provide this service. 

Knowledgeable about 
how to use the electronic 
health record system or 
other forms of secured 
communication to 
collaborate with various 
team members. 

Is an occasional 
contributor to discussions 
about research design and 
policy/advocacy work 
that include relational 
and/or BPSS aspects of 
health and well-being.

Working knowledge of 
specific team members 
(e.g., allopathic and 
osteopathic physicians, 
nurse practitioners, 
physicians assistants, 
nurses, medical office 
assistants, phlebotomists, 
pharmacists, nutritionists, 
physical therapists, other 
behavioral health 
disciplines, etc.) and 
medical terminology with 
regard to medications and 
EHR charting (e.g., prn, 
qd, BGL, TSH), as well as 
common comorbid 
conditions to family 
medicine illnesses (e.g., 
hypertension, 
hyperlipidemia, diabetes 
mellitus, cardiopulmonary 
obstructive pulmonary 
disease). 

Broad range of knowledge 
about research-informed 
family therapy and BPSS 
interventions; able to and 
usually will conduct 
couple and family therapy 
and incorporate BPSS 
health factors into 
treatment with minimal 
need to refer out due to 
limited expertise. 

When work permits, is 
knowledgeable and 
consistency committed to 
conducting research and 
constructing policy/
advocacy work that 
identifies and intervenes 
on behalf of individuals, 
couples, families, and 
healthcare teams toward 
the advancement of BPSS 
health and well-being.

(continued)

2  Medical Family Therapy in Family Medicine



34

�Family Medicine Across the MedFT Healthcare Continuum

The family medicine setting lends itself well to all applications of MedFT across the 
healthcare continuum (see Tables 2.2 and 2.3; Hodgson et al., 2014). If fact, many 
of the pioneers of MedFT have illustrated in their texts the versatility of MedFT in 
primary care, particularly in family medicine (Hodgson, Lamson, Mendenhall, & 
Crane, 2014; McDaniel et al., 1992, 2014). However, regardless of one’s amount 
and quality of training or one’s ability to execute MedFT in a particular setting, 
MedFTs have to respect the workflow, reimbursement, and transformation 

Table 2.2  (continued)

MedFT 
Healthcare
Continuum 
Level Level 1 Level 2 Level 3

Skills Able to recognize at a 
basic level the BPSS 
dimensions of health and 
apply a BPSS lens to 
practice, research, and/or 
policy/advocacy work.

Can discuss (and 
psycho-educate) basic 
relationships between 
biological processes, 
personal well-being, and 
interpersonal functioning.

Demonstrates minimal 
collaborative skills with 
family medicine and 
other related healthcare 
providers; prefers to work 
independently, but, when 
care is complex enough, 
will contact /refer to 
other providers about 
additional services.

Knowledgeable about 
how to apply systemic 
interventions in practice 
and does it occasionally; 
capable of assessing 
patients and support 
system members present 
for background health 
issues such as family 
history and risk-related 
factors.

Demonstrates adequate 
and occasional 
collaborative skills through 
(a) written and verbal 
communication mediums 
that are understandable to 
all team members and (b) 
coordination of referrals to 
specialty behavioral health 
providers and 
communication with the 
patient’s primary care 
provider.

Conducts separate 
treatment plan from other 
providers involved in the 
patient’s care; goals and 
interventions can overlap 
with—or be informed 
by—a family medicine 
team, but BPSS goals and 
collaboration with the team 
is not consistently done.

Able to and usually will 
integrate respective team 
members’ expertise and 
counsel into treatment 
planning.

When done can 
successfully conduct a 
systemic assessment of a 
patient and family with 
competencies in assessing 
for BPSS aspects of 
family medicine illnesses 
and/or comorbid diseases 
and resources within the 
family.

Usually engages other 
professionals within and 
outside of the practice 
who are actively involved 
in the patient’s care. 

Skilled with standardized 
measures to track patients’ 
individual and relational 
strengths and challenges 
(e.g., PHQ9, GAD7, 
Relationship Dynamics 
Scale). 

Attends and contributes to 
team meetings to help 
shape BPSS treatment 
plans for patients.
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Table 2.3  MedFTs in Family Medicine: Advanced Knowledge and Skills

MedFT  
Healthcare
Continuum  
Level Level 4 Level 5

Knowledge Consistently applied understanding of 
the more commonly treated health 
conditions and BPSS impacts in family 
medicine. 

Knowledgeable about benefits and 
risks of associated treatments of the 
more commonly seen biological and 
mental health conditions across the 
lifespan in family medicine (e.g., 
diabetes mellitus, hypertension, 
COPD, asthma, depression, anxiety). 

Understands how to collaborate with 
other disciplines to implement 
evidence-based BPSS and family 
therapy protocols in traditional and 
integrated behavioral healthcare 
contexts. 

Identifies self as a MedFT.

Knowledgeable about designing and 
advocating for policies that govern 
BPSS-oriented inpatient and outpatient 
family medicine care services.

Understands and educates others about 
treatment and care sequences for 
unique and/or challenging topics in 
family medicine practice (e.g., 
delirium, medication interaction 
effects, comorbidities); can consult 
proficiently with professionals about 
BPSS topics from other fields. 

Proficient at explaining evidence-based 
treatments regarding most mental 
health disorders and their role(s) in the 
family; has background to provide 
psychoeducation to patients and 
families about a variety of symptoms, 
medications, and behavioral health 
management. 

Very knowledgeable about BPSS 
research designs and execution, 
policies, and advocacy needs as 
relevant to family medicine care. 

Proficient in developing a curriculum 
on integrated behavioral healthcare, 
BPSS applications, MedFT, etc. to 
mental health and other health 
professionals. 

Understands leadership and supervision 
strategies for building integrated 
behavioral healthcare teams in 
outpatient and inpatient family 
medicine settings.

(continued)

processes common to integration of behavioral health into a healthcare context 
(Cohen et  al., 2015; Hodgson et  al., 2014; McDaniel et  al., 1992, 2014). These 
operational, systemic factors will have an impact on the care provided. This section 
aims to highlight, using the case example at the beginning of this chapter, the vari-
ous ways that MedFTs may be assimilated into family medicine settings.

Depending on one’s job duties, MedFTs at Levels 1 and 2 of the continuum may 
have the ability to function as clinician, researcher, and/or policy advocate who 
executes components of a relational and BPSS framework (Engel, 1977, 1980; 
Wright et al., 1996). At these levels, the MedFT may have the skills to practice at a 
more advanced level but may not have the “green light” of the system to do so. 
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Table 2.3  (continued)

MedFT  
Healthcare
Continuum  
Level Level 4 Level 5

Skills Able to deliver seminars and 
workshops to a variety of professional 
types (e.g., mental health, biomedical) 
about the BPSS complexities of a 
variety of commonly reported health 
and wellness topics found in family 
medicine settings. 

Can apply several BPSS interventions 
in care (including most types of brief 
interventions); can administer mood- 
and disease-specific assessment tools 
as the family medicine context 
requires.

Consistently collaborates with key 
family medicine team members (e.g., 
primary care providers, nurses, 
medical assistants, behavioral health 
providers, pharmacists, dieticians); 
initiates and facilitates team visits with 
multiple providers when working with 
patients and families.

Can independently and collaboratively 
construct research and program 
evaluation studies that study the impact 
of BPSS interventions with a variety of 
diagnoses and patient/family units of 
care.

Proficient in nearly all aspects of 
commonly seen presenting problems in 
a family medicine setting; able to 
synthesize and conduct research and 
clinical work; engages in community-
oriented projects outside of the family 
medicine.

Goes beyond intervention routine for 
this population; can integrate specific 
models of integrated behavioral 
healthcare into routine practice (e.g., 
PCBH, Chronic Care Model).

Works proficiently as a MedFT and 
collaborates with other providers from 
a variety of disciples.

Leads, supervises, and/or studies 
success of the implementation and 
dissemination of BPSS curriculum on 
integrated behavioral healthcare, BPSS 
applications, MedFT, etc.

Leads and explains at a high level of 
skill evidence-based treatments 
regarding most commonly seen family 
medicine presenting problems and their 
impact(s) on family systems; has 
background to provide psychoeducation 
to patients and families about a variety 
of symptoms, medications, and 
behavioral health management 
techniques that facilitate managing 
chronic illnesses well, returning to 
optimal health, or managing one’s health 
successfully.

Contemporary MedFTs in family medicine settings are more commonly in roles 
where they provide both integrated behavioral healthcare (IBHC) services and tra-
ditional psychotherapy services, as well as teaching and research. Their expertise is 
in working relationally and applying the BPSS framework, but at Levels 1 and 2, 
this expertise is often sought after for “special” cases or situations rather than as a 
routine service. For example, the case example presented at the beginning of this 
chapter started with how the family medicine resident contacted the MedFT to 
request that she join her in the patient’s next visit (Levels 1 and 2). At this point, it 
is hopeful that Dr. Robbins will continue to work along with the MedFT throughout 
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the duration of the case, but many Level 1 and 2 engagements end at the initial con-
sult phase with little or no coordination of services or treatment plans, and no BPSS 
interventions or family therapy provided. Consulting with the MedFT is rare to 
occasional in its occurrence. Then, when the MedFT incorporated the family into 
the treatment in a hallway consult during the visit, this began to showcase more of 
the MedFT’s BPSS and relational skills. However, Martha moved beyond Level 2 
when she incorporated the family into the treatment plan versus being strictly in a 
consulting role.

While MedFTs at Levels 1 and 2 have a complementary skill set to other mem-
bers of the team, they should also have a working knowledge of the pharmaceuticals 
more commonly being prescribed by the team and a familiarity with non-family 
medicine diagnoses that may exacerbate or be a consequence of treatments for fam-
ily medicine conditions (e.g., polypharmacy effects due to metabolism changes in 
aging adults). These skills should be executed more frequently and advanced across 
the entire continuum as the MedFT becomes more fully integrated. As he or she 
becomes more integrated, he or she then moves beyond a siloed “mental health or 
discipline-specific” role into one where he or she is a member of the team where 
expertise among all members, including the patient and his/her support system 
member, is shared and respected collectively. Additionally, with regard to research 
and policy/advocacy, MedFTs operating at Levels 1 or 2 may rarely to occasionally 
be asked or inspired to add to a study or policy addendum that taps into BPSS inter-
actional dynamics. They may also advocate or be consulted with on occasion 
regarding relational and BPSS factors that influence the family medicine setting’s 
clinical, operational, financial, and training/education policies and protocols. One 
example of this would be the modification of a policy on how information may be 
documented and exchanged between the healthcare team members and which mem-
bers of the patient’s support system should be routinely invited to visits.

In the case example presented for this chapter, the MedFT functions at a Level 3 
when she applies her MedFT knowledge and skills through BPSS and relational 
interventions. While not all MedFTs will have relational and BPSS research or pol-
icy/advocacy opportunities in family medicine settings, this level of MedFT has 
skills and experience necessary for participating in opportunities related to each and 
is able to contribute effectively. In relation to the chapter’s case example, something 
appears to be embedded in the procedures of the system, where providers of differ-
ent disciplines know about and refer to one another. At a Level 3, collaboration usu-
ally continues past the referral point and how frequently it occurs may depend upon 
the complexity of the case and how much the providers value it. The fact that Martha 
was called in advance of Dr. Robbins meeting with the patient and her family, and 
not just in response to a crisis, demonstrated a Level 3 application of MedFT clinical 
and collaborative knowledge and skills. She also responded to and included the 
patient’s family in treatment, acknowledging that they are important to the success 
of managing the patient’s BPSS health. Those living and interacting with the patient 
outside of the healthcare context are able to separate out sudden versus gradual 
changes that may point to different diagnoses. For example, a urinary tract infection 
in an older adult may rapidly lead to mental status changes and get treated as a 
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purely mental health issue although a biomedical intervention is the critical first 
step. This is why it is important that providers remain BPSS aware of patient’s 
health and well-being and family/support system members be permitted to partici-
pate in treatment and contribute to providers’ understanding of the problem.

MedFTs at Levels 4 and 5 highlight consistent and then proficient application of 
MedFT knowledge and skills. At these levels, the clinician, like Martha, will identify 
as a MedFT professionally. She will be seen as part of the healthcare team versus 
exclusively as a colocated specialty care provider. An example of this advanced level 
of skill would be when she led the family interventions sessions to help the family 
plan for future declines in cognitive functioning. The Level 5 skills were also evident 
with this case when Martha led the team in developing a treatment plan that would 
be best for the family unit, not just the patient. It permitted the opportunity for the 
providers to address the guilt expressed by the family members over needing to con-
sider a care facility at some point in the future. The team also recognized the cultural 
components of the system and did not exclude the kin from the treatment plan but 
incorporated them into it. Team members had access to each other’s notes, and 
everyone shared responsibility for encouraging the team’s overall goals with the 
patient and her family versus only the goals aligned for the patient’s best interests. 
Also at their sessions, incorporation of the family’s spirituality into the plan was also 
recognized as a vital need. Martha as a Level 5 MedFT also displayed skills in alter-
nating between integrated behavioral healthcare and traditional psychotherapy ser-
vices, being able to blend them well and maintain a BPSS and relational perspective 
throughout.

�Research-Informed Practices

For a MedFT in a primary care setting, there are numerous opportunities for interven-
ing in patient care. Interactions between a MedFT and a patient may occur in the form 
of a patient introduction, same-day responses to referrals, brief assessments or point 
of care interventions (i.e., under 30 minutes), short-term psychotherapy (e.g., 4 to 6 
sessions; Vogel, Kirkpatrick, Collings, Cederna-Meko, & Grey, 2012), or as interpro-
fessional collaboration with other healthcare providers (McDaniel et  al., 2014). 
Research has emphasized the importance of brevity and cost-effectiveness in these 
behavioral interventions, recognizing that there are unique limits, focuses, and con-
straints for this particular kind of work (Polaha, Volkmer, & Valleley, 2007). These 
interventions are often educational, cognitive- and/or behaviorally based, and solu-
tion-focused (Vogel et al., 2012); they are not intended to dig deep into one’s past as 
a professional in a traditional therapy context would. Rather, they are meant to 
empower and equip a patient to traverse forward in accord with the design set within 
their treatment team. The following section will review several individual, family, 
and community research-informed practices commonly used by MedFTs in family 
medicine.
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�Individual Approaches

Cognitive behavioral therapy. Cognitive behavioral therapy (CBT) represents 
a way to help patients restructure their maladaptive preconceptions and correspond-
ing behaviors, which often interfere with or impede successful compliance with 
treatments. CBT has been found to be effective for treating common concerns in 
primary care such as chronic fatigue (Meng, Friedberg, & Castora-Binkley, 2014), 
depression (Kessler et al., 2009; Linde et al., 2015), anxiety and other stress-related 
problems (Craske et al., 2006; Ejeby et al., 2014), and somatic physical symptoms 
(Escobar et al., 2007). Beyond primary care, CBT has been shown successful in 
treating mild to moderate dementia and general mental functioning (Robinson 
et  al., 2010; van Ravesteijn, Lucassen, Bor, van Wheel, & Speckens, 2013) and 
disordered eating (Agras, Walsh, Fairburn, Wilson, & Kraemer, 2000). Research 
has demonstrated that helping patients in primary care settings emotionally process 
their experiences (i.e., integrate their thoughts and feelings) via CBT predicted 
improved outcomes (Godfrey, Chalder, Ridsdale, Seed, & Ogden, 2007). The 
effects of CBT have been shown at completion of therapy and at 6-month follow-up 
(Escobar et al., 2007).

Interpersonal psychotherapy. Interpersonal psychotherapy (IPT) is another 
well-documented, empirically based clinical intervention commonly used in pri-
mary care. IPT is designed to focus on the patient’s current interpersonal relation-
ships while addressing primary areas of concern (e.g., grief, role transitions, role 
disputes, interpersonal deficits; Kindaichi & Mebane, 2011; Markowitz & Weissman, 
2004). The goal of this particular approach is to intervene by considering significant 
life changes that may precipitate negative symptoms (e.g., grief and loss) and 
addressing identifiable triggers of the patient’s health concern(s). In primary care, 
IPT is an effective approach to treating depression and postpartum depression (van 
Schaik et al., 2006). Beyond primary care, IPT has been found successful in treating 
depression and postpartum depression, (Markowitz & Weissman, 2004; O’Hara, 
Stuart, Gorman, & Wenzel, 2000), disordered eating (Wilfley et al., 2002), posttrau-
matic stress disorder (Markowitz et  al., 2015), multisomatoform disorder (Sattel 
et al., 2012), and anxiety (Stangier, Schramm, Heidenreich, Berger, & Clark, 2011). 
IPT has been found to be ineffective in treating dysthymic disorder in primary care 
(Browne et al., 2002).

Motivational interviewing. Motivational interviewing (MI; Miller, 1983) is a 
collaborative, patient-centered approach focused on assessing patients’ readiness 
for change and empowering patients to move toward change. This approach reaf-
firms patients’ freedom of choice and self-efficacy and avoids provider-driven treat-
ment plans that often fail to consider patients’ ambivalence toward making a change. 
The overarching goal of MI is behavior change through collaboration between 
patient and MedFT, supporting patient autonomy and drawing out the patient’s con-
cerns and ideas for solutions (Anstiss, 2009).
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The original description of MI (Miller, 1983) was based on implicit principles 
derived from intuitive practices (e.g., alcohol addiction, smoking cessation) and was 
elaborated upon by Miller and Rollnick (1991). Since then, hundreds of studies, 
including meta-analyses, have been conducted evaluating the effectiveness of this 
approach. One meta-analysis by Lundahl et al. (2013) reported MI to have a signifi-
cant positive impact on cholesterol levels, blood pressure, HIV viral load, weight, 
physical strength, quality of life (e.g., worrying, pain, adjustment to illnesses), self-
monitoring activities (e.g., blood sugar levels), reducing sedentary behavior, and 
increasing confidence and engagement in treatment. MI has also been found to sig-
nificantly increase medical adherence for older adults (mean age of 75 years) in 
primary care when compared to a control group that received an advice approach 
(Moral et al., 2015). MI is also a good approach when working with problems that 
are often found to be comorbid in patients (e.g., alcohol dependence, drug abuse, 
eating disorders; Britt, Hudson, & Blampied, 2004; Vanbuskirk & Wetherell, 2014).

Psychoeducation. The use of psychoeducation in primary care can be a helpful 
strategy to deliver information about topics like sleep hygiene, smoking cessation, 
lifestyle habits, medication management, and mental health (Substance Abuse and 
Mental Health Services Administration, 2009). The main components of psycho-
education include therapeutic interaction, clarification, and enhancing coping com-
petence (Bäuml, Froböse, Kraemer, Rentrop, & Pitschel-Walz, 2006). 
Psychoeducation may be offered in a one-on-one conversation between a MedFT 
and patient or via multi-person visits or group classes. In research to date, psycho-
education has been shown to be helpful in patients’ positive adjustment to receiving 
a breast cancer diagnosis (Dastan & Buzlu, 2012). Findings from systematic reviews 
and meta-analyses have suggested that for adult patients with major depressive dis-
order, psychoeducation is an effective approach in improving clinical course, treat-
ment adherence, and psychosocial functioning (Donker, Griffiths, Cuijpers, & 
Christensen, 2009; Tursi, Baes, Camacho, Tofoli, & Juruena, 2013). Research has 
also shown that a significant percentage of parents who received psychoeducation 
about nutrition, family meals, and physical activity have reduced the amount of 
screen time and sugary drinks consumed by their children (Stovitz et al., 2014).

�Family Approaches

Families are important for health. Research has consistently linked better family 
relationships to positive health (e.g., Campbell, 2003; Chesla, 2010; Garcia-
Huidobro & Marsalis, 2012; Hartmann, Bzner, Wild, Eisler, & Herzog, 2010; 
Martire, Lustig, Schulz, Miller, & Helgeson, 2004; Martire, Schulz, Helgeson, 
Small, & Saghafi, 2010; Shields, Finley, & Chawla, 2012). Interventions that have 
integrated a family approach can be grouped in two broad types: family therapy and 
family-based interventions. Family therapy approaches are structured interventions 
that have focused in improving family relationships and consequentially mental 
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health outcomes including depressive, anxiety, eating, and substance use disorders. 
Although these approaches require specific training, it is important that MedFTs are 
familiar with them, as certain communities might not have access to providers who 
can deliver effective family therapy interventions. Family-based interventions use 
the relational principles of family therapy and aim at improving physical health 
outcomes (McDaniel et al., 2005). These have been more commonly implemented 
in primary care settings, targeting patients with a wide array of physical health con-
ditions. In the following sections, research on these two family-focused approaches 
is reviewed.

Family therapy approaches. Traditional family therapy approaches, such as 
structural, strategic, narrative, and systemic family therapy, among others, have 
focused on relational outcomes. Yet, few of them are supported with empirical 
research (Sprenkle, 2002). In this section, we review the evidence-based family 
therapy approaches for mental health problems commonly seen in primary care 
across the lifespan. As practicing these techniques requires specific training, it is 
unlikely that MedFTs will use all of these therapy styles; however, it is important to 
be familiar with them, as some primary care patients might benefit from specific 
types of interventions.

Frequent mental health problems in children are related to problematic behav-
iors. Parent-child interaction therapy has shown positive effects in preschool- and 
school-aged children with attention-deficit hyperactivity disorder (Matos, 
Bauermeister, & Bernal, 2009; Nixon, 2001) and children with oppositional defiant 
disorder (Nixon, Sweeney, Erickson, & Touyz, 2004). This approach aims to 
enhance positive parent-child interactions and subsequently improve parent-child 
relationship quality. For example, MedFTs often provide direct coaching to assist 
parents in practicing skills while interacting with their children in the therapy 
session.

Common mental health problems for adolescents that are seen in family medi-
cine settings include depression, anxiety, conduct problems, substance use, and sui-
cide ideation. Multidimensional family therapy, solution-focused family therapy, 
attachment-based family therapy, functional family therapy, family cognitive behav-
ioral therapy, and Maudsley family therapy are evidence-based approaches to treat 
adolescent depression, anxiety, bipolar disorder, suicide ideation, substance use, 
conduct problems, and eating disorders and improve overall family functioning 
(Ewing, Diamond, & Levy, 2015; Liddle, Dakof, Turner, Henderson, & Greenbaum, 
2008; Liddle, Rowe, Dakof, Henderson, & Greenbaum, 2009; Lock, Agras, Bryson, 
& Kraemer, 2005; Santisteban et al., 2003; Wood, Piacentini, Southam-Gerow, Chu, 
& Sigman, 2006; Storch et al., 2007; Waldron & Turner, 2008; Wood, Piacentini, 
Southam-Gerow, Chu, & Sigman, 2006). Multidimensional family therapy is a 
comprehensive intervention that provides individual and joint care to parents and 
adolescents. This approach is focused in helping adolescents and their parents 
develop effective coping and problem-solving skills as a way to improve their rela-
tionships as a protective factor for substance abuse. Research studies have provided 
strong evidence for its effectiveness and cost-effectiveness at improving substance 
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abuse among other significant outcomes (e.g., education, delinquency, and crime; 
Liddle et al., 2008; Liddle et al., 2009).

Solution-focused family therapy posits that troublesome adolescent behaviors 
originate in negative family interactions; therefore, improving family functioning 
will help to improve adolescents’ behaviors. Under this approach, MedFTs join the 
family to diagnose patterns of family interactions and then help restructure their 
dynamics. After receiving this treatment, youth have reported improved conduct 
problems, substance use, and family functioning (Gingerich & Peterson, 2013; 
Santisteban et al., 2003).

Attachment-based family therapy aims to repair attachment injuries that predis-
pose adolescents to experience depression, anxiety, and suicide ideation, by re-
building secure relationships (Ewing et al., 2015). It assumes that symptoms can be 
triggered, exacerbated, or reduced by family relations. This approach has shown 
significant effects reducing all mental health outcomes while also improving family 
support (Ewing et al., 2015).

Functional family therapy is focused in family adaptation and overall functional-
ity. It is a strength-based model of care that targets family engagement, motivation, 
relational assessment, behavioral changes, and generalization of the behaviors 
changed in the family to other contexts. This short-term treatment has shown effec-
tiveness helping families with adolescents overcome depression, substance abuse, 
HIV risk behaviors, and behavioral problems (Sexton & Turner, 2010; Waldron & 
Turner, 2008).

Family cognitive behavioral therapy shares the same principles of individual 
CBT that is focused on thoughts (cognitions), emotions, and behaviors. As a family 
therapy approach, it extends its strategies to other family members and relation-
ships. Research has shown positive effects at improving multiple anxiety disorders 
in youth, including generalized anxiety disorder, social phobia, and obsessive-
compulsive disorder (Storch et al., 2007; Wood et al., 2006).

Finally, the Maudsley approach was developed to help families with a member 
experiencing eating disorders. This approach combines multiple family therapy 
techniques with guidance on healthy eating behaviors and strategies to gain weight. 
Multiple randomized trials support the effectiveness of this approach to treat 
anorexia and bulimia nervosa, including short (10 sessions) and long (20 sessions) 
treatment (Lock et al., 2005), and these were conducted conjoint or separated from 
the family (Eisler, Simic, Russell, & Dare, 2007; Loeb et al., 2007).

Among adults, frequent mental health problems seen in primary care include 
mood and anxiety disorders and substance use. Emotionally focused therapy (EFT) 
and cognitive behavioral couples therapy (CBCT) are the family therapy approaches 
that have been studied the most. EFT aims at helping couples improve their attach-
ment and, thereby, their relationship. It is centered on helping patients develop a 
secure emotional attachment with their partner. CBCT includes a focus on sub-
stance use behaviors and the couple’s relationship. Both of these approaches 
improve relationship satisfaction and dyadic distress (Fals-Stewart, Birchler, & 
Kelley, 2006). EFT also contributes improving depressive symptoms and distress 
caused by chronic illnesses (Dessaulles, Johnson, & Denton, 2003; Wiebe & 
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Johnson, 2016); CBCT has shown robust findings improving mood and substance 
use disorders (Fischer, Baucom, & Cohen, 2016; Schumm, O’Farrell, Kahler, 
Murphy, & Muchowski, 2014).

Although parenting interventions are not necessarily family therapy interven-
tions, these types of interventions aim to improve parents’ parenting skills and 
parent-child relationships. These interventions are structured and can be effectively 
delivered in primary care settings by family educators, social workers, and MedFTs 
in either individual or group formats. A recent literature review of parenting inter-
ventions delivered in primary care identified that Incredible Years and Triple P are 
the programs with that most evidence supporting feasibility and effectiveness 
(Cluxton-Keller, Riley, Noazin, & Umoren, 2015; Leslie et al., 2016). Given the 
longitudinal relationship between primary care providers and parents, MedFTs 
could have a significant impact in helping parents to raise their children in positive 
and healthy ways, leading to short- and long- term health and well-being. Children 
of parents who took part in parenting interventions are less likely to exhibit behav-
ioral, substance use, and other mental health problems and are more likely to be 
healthier (Svetaz, Garcia-Huidobro, & Allen, 2014).

Family-based approaches. Family-based interventions are grounded in family 
therapy principles, but oftentimes these are less structured and include components 
of multiple approaches (Campbell, 2003). These types of interventions include sep-
arate or joint sessions, family meetings, home visits, multi-family groups, or a com-
bination of these interventions (McDaniel et  al., 2005). These interventions are 
frequently interdisciplinary, as when Dr. Robbins and Martha met with Mary’s fam-
ily in several family meetings. Even though for research purposes these interven-
tions have structured manuals and protocols, these interventions are flexible and can 
be adapted according to the circumstances of the environments where they are being 
implemented. For example, García-Huidobro, Bittner, Brahm, and Puschel (2011) 
implemented a family-based intervention to improve the metabolic control of 
patients with type 2 diabetes. This intervention advanced a family approach to dia-
betes care and included components such as having medical assistants ask how the 
family were helping them with their condition, pharmacists discussing with patients 
and their families about the use of the medications, and providers extending family 
consultations in home visits to discuss in-depth strategies and increase family 
involvement in the patient’s care. These last components were conducted by physi-
cians, nurses, psychologists, or social workers who were trained in principles of 
family therapy, how to conduct family assessments and support family relationships 
(but they were not asked to follow a scripted intervention for each meeting). As with 
this example, many family-based interventions are focused at strengthening family 
relationships and promoting involvement in patients’ care. Training is required for 
MedFTs to deliver these interventions effectively.

Research in support of family-based interventions, especially those focused 
on physical health outcomes, is growing. In the last decades, multiple systematic 
reviews have been published reporting the benefit of including family members 
in preventive or therapeutic interventions (Campbell, 2003; Chesla, 2010; 
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Hartmann et al., 2010; Martire et al., 2004, 2010; Shields et al., 2012). In preven-
tive care, family-based interventions are useful at increasing healthy eating and 
physical activity and preventing overweight/obesity, high blood pressure, dyslip-
idemia, smoking, and overall cardiovascular risk (Garcia-Huidobro & Marsalis, 
2012). In addition to improving relationship outcomes (Martire et  al., 2010), 
family-based interventions are also useful at improving the management of mul-
tiple medical conditions such as arthritis and chronic pain (Hartmann et  al., 
2010; Martire et al., 2010), type 1 and type 2 diabetes control (Baig, Benitez, 
Quinn, & Burnet, 2015; Torenholt, Schwennesen, & Willaing, 2014), anti-HIV 
medication management (Hartmann et  al., 2010), cardiovascular disease and 
stroke (Hartmann et al., 2010; Sher et al., 2014), and improved coping with can-
cer (Hartmann et  al., 2010; Shields et  al., 2012). Involving spouses only or a 
diverse group of family members seems to produce similar results (Hartmann 
et al., 2010). Effects on family members’ health have been observed in interven-
tions targeting cardiovascular disease, cancer, and arthritis, but there is less evi-
dence supporting these extended effects (Hartmann et al., 2010; Martire et al., 
2010). With all these encouraging results, family medicine clinics are a prime 
location for the work of MedFTs.

�Community Approaches

Integrated primary care services go beyond the clinic or healthcare networks. 
Integrated behavioral healthcare includes collaborating with community agencies, 
faith organizations, among other groups that also have an impact in patient health 
(McDaniel et al., 2014). MedFTs working in primary care settings with the required 
skills to successfully interact with members of the community can be tremendous 
assets to collaborate maximizing the resources that would help patients and their 
local communities become happier and healthier.

Research in this area is also growing and oftentimes has been conducted under 
the principles of community-based participatory research (CBPR; Minkler & 
Wallerstein, 2011), which emphasize the participation of the community in all 
phases of the research projects. Community Partners in Care (CPIC) was the first 
randomized study that compared “traditional” research methods with CBPR meth-
ods (Wells et  al., 2013). This study focused on improving mental health in Los 
Angeles, CA, using community engagement and planning or resources for services. 
After 6 months of intervention, participants in the community engagement group 
achieved better outcomes, including better health-related quality of life, reduced 
behavioral health hospitalizations, and increased depression visits among users of 
primary care.

Beck et al. (2014) developed a collaborative intervention between primary care 
clinics and community organizations called Keeping Infants Nourished and 
Developing [KIND]. In this partnership, pediatricians and community collabora-
tors developed processes to link food-insecure families of infants with supple-
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mentary formula, educational materials, and other resources (e.g., community 
referrals, food a banks, and job training programs). After 14 months, recipients 
were more likely to have undergone lead testing and developmental screening 
procedures and to have received well-infant visits. Another example is presented 
by Ariza et al. (2013), where they linked pediatric primary care with community 
services focused in obesity via the Promoting Health Project [PHP]. Although this 
project was centered in processes related to partnership success, authors reported 
that this coordination required many unanticipated resources that ended up affect-
ing patients’ results.

Allen et al. (2013) present how a partnership between academics and community 
organizations (including primary care clinics) was developed using a paralleling 
community-academic partnership development with Erikson’s stages of human 
development. As a way to reconcile the research interests of the academic partner in 
tobacco use prevention, alongside needs within parenting programs for immigrant 
Latino families, they developed a parenting curriculum using the academic and 
community expertise that led them to secure funding to conduct a large randomized 
study over 5 years (Allen et al., 2012). This intervention blended core Latino cul-
tural values such as respeto (respect), familismo (importance of family relation-
ships), and personalismo (importance of individual relationships) with 
evidence-based parenting education. As a product, the intervention had similar or 
higher attendance than other parenting programs, while improving parent-child 
relationships (Allen et al., 2017).

The population health approach, originally developed by the Canadian Institute 
for Advanced Research in the 1990s, aims to improve the health status of an entire 
population or subpopulations. This alternate approach was developed to oppose 
current standard (i.e., individualistic) approaches to care. Its primary focus is to 
reduce health inequities among population groups by recognizing and addressing 
factors and conditions that have a strong influence on our health, known as deter-
minants of health (Sox, 2013). Examples of determinants of health include 
employment/working conditions, health services, education, income, and social 
environments (Richmond & Ross, 2008). This approach is based on the under-
standing that the health of populations as a whole is correlated with factors that 
fall outside the health system and which are not routinely addressed (Public 
Health Agency of Canada [PHAC], 2013). The population health approach calls 
for innovative and interrelated strategies that recognize the connections between 
the social, economic, and environmental health determinants. The focus, then, is 
on developing and implementing policies and actions to improve the health and 
well-being of those populations. Benefits of a population health approach extend 
beyond improved population health outcomes but also include a more wholly 
integrated health system.

Dr. Jeffrey Brenner, founder of the Camden Coalition of Healthcare Providers, 
has been recognized for his work in the field of population health. He has identi-
fied the term, hotspotting, as the strategic reallocation of resources to a small 
subset of high-needs, high-cost patients (Camden Coalition of Healthcare 
Providers [CCHP], 2016). These patients are known as super-utilizers—those 
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that account for much of the cost in the healthcare system. As these patients’ 
chronic conditions worsen over time, they require more complex and expensive 
treatments. Hotspotting uses data to identify these super-utilizers and focuses 
efforts on understanding the problem, reallocating resources, and intervening. 
Multidisciplinary, coordinated care attends to both the medical and nonmedical 
needs that affect health (e.g., housing, mental health, substance abuse), providing 
a more holistic approach to patient care (CCHP, 2016). Considering a family 
medicine practice through the lens of a population health approach—including 
hotspotting to address the impact of super-utilizers on the health of the larger 
population—could be an advantageous way for MedFTs to focus in their inte-
grated behavioral healthcare in a culturally relevant way.

In sum, MedFTs can support healthcare integration beyond their work in tradi-
tional clinical settings. However, they need to be aware that this work requires addi-
tional skills outlined in higher levels of the MedFT healthcare continuum (Table 2.3).

�Conclusion

Family medicine has a long-standing relationship with family therapy and has been 
a place where integrated behavioral healthcare has gotten its footing. Given the expo-
nential opportunities for family therapists to hold positions as administrators, clini-
cians, researchers, and faculty in family medicine settings, it is imperative that there 
are working models and resources to help provide the necessary training. When it 
comes down to it, we are all focused on health. While family therapists do not make 
diagnoses rooted in the physical body, they understand that all diagnoses, whether 
mental or medical, have psychosocial implications. There is a place at the table for 
relationally trained behavioral health providers. There is evidence that supports that 
approaching health from a relational perspective leads to positive health outcomes. 
Therefore, as clinical, operational, and financial models for integrated behavioral 
healthcare are becoming sustainable services in settings like family medicine, there 
will be an increase in demand for trained MedFT clinicians and researchers.

Reflection Questions
	1.	 If you were given the opportunity to integrate into a family medicine setting, 

what strengths do you already possess that you believe would be transferable? 
What areas would be notable ones for future growth—and where could you get 
this training locally, regionally, and/or nationally?

	2.	 What reimbursement mechanisms exist in your state that permit family thera-
pists to bill for services in a family medicine setting? What reimbursement 
mechanisms exist but are not available to family therapists currently?

	3.	 What are the top three things you know to recommend for patients who are 
developing health goals in each of the following areas: (a) sleep hygiene, (b) 
stress management, (c) physical activity, and (d) healthy eating?
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Glossary of Important Terms for Care in Family Medicine

Attending physician  In medical residency training, the attending physician is 
a faculty member responsible for the training of residents and supervision of 
patient care. At times the term “preceptor” may be used to describe an attending 
physician who is providing specific teaching and supervision during a focused 
period of time (such as a clinic session).

Collaborative care  A model of healthcare delivery that requires collaborative 
efforts from people of different disciplines.

Colocated care  A model of care where behavioral health providers are working in 
the same facility as physical health providers, but there is limited collaboration 
in their care.

Community-based participatory research (CBPR)  An approach to research (and 
accompanying methodologies) that emphasize the co-ownership of the investiga-
tive process between professionals and community members; these efforts are 
carrying out within the contexts and processes of flat professional hierarchies.

Fellowship training  Additional years of clinical experience focused on a specific 
area of interest, such as adolescent medicine, emergency medicine, palliative 
care, sports medicine, geriatrics, or others.

Healthcare disparities  Systematic differences in the provision of healthcare; 
groups from marginalized populations tend to have less access to care and poorer 
health outcomes.

Hotspotting  An innovative approach to managing healthcare disparities; it involves 
strategic reallocation of resources to a small subset of high-needs, high-cost 
patients.

Integrated behavioral healthcare  A model of healthcare delivery that embeds 
behavioral healthcare providers within the traditional healthcare environment. 
At varying levels of integration, teams of providers share access to patients, elec-
tronic records, and physical space, and they collaborate and coordinate on plans 
for treatment.

Primary care  Full-spectrum healthcare; primary care providers often serve as the 
patient’s “medical home” by managing chronic conditions, treating acute con-
cerns, and coordinating treatment from various specialists.

Primary care provider  The clinician who provides preventive and medical care 
for patients over time; this includes physicians, nurses, and physician assistants.

Residency  Medical training that takes places after the completion of medical 
school but before independent practice. Most family medicine residency pro-
grams are 3 years long; a few require 4 years of training.

Resident  A person who has graduated from medical school and is pursuing fur-
ther training in a particular specialty area and may be referred to as an “intern” 
during the first year of training. The resident’s year of training is designated as 
PGY1 (program year 1), PGY2, etc. “Chief resident” is a senior leadership posi-
tion with varying responsibilities based on the specific program but frequently 
includes some additional organizational and teaching responsibilities.

2  Medical Family Therapy in Family Medicine



48

Silo  A term that refers to the traditional separation between behavioral health and 
biomedical treatment.

Secondary care  Specialist care focusing on a specific body system, disease, or 
condition (e.g., medical family therapist, endocrinologist, cardiologist, etc.).

Tertiary care  Higher-level specialty care within the hospital requiring highly spe-
cialized equipment and expertise or complex treatments or procedures (e.g., burn 
units, neonatal intensive care unit).
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�Measures/Instruments

Brief Pain Inventory. https://www.mdanderson.org/education-and-research/departments-
programs-and-labs/departments-and-divisions/symptom-research/symptom-
assessment-tools/brief-pain-inventory.html

CAGE Assessment. http://www.tobaccofreemaine.org/channels/providers/documents/
CAGE.pdf

Edinburgh Postnatal Depression Scale (EPDS). http://www.fresno.ucsf.edu/pediatrics/
downloads/edinburghscale.pdf

Generalized Anxiety Disorder 7-item (GAD-7) scale. http://www.integration.
samhsa.gov/clinical-practice/GAD708.19.08Cartwright.pdf

Healthy Living Questionnaire. http://www.integration.samhsa.gov/clinical-practice/
Healthy_Living_Questionnaire2011.pdf

Kessler 6 Assessment of Mood. http://www.integration.samhsa.gov/images/res/
K6%20Questions.pdf

Patient Health Questionnaire (PHQ-9). http://www.cqaimh.org/pdf/tool_phq9.pdf
Patient Satisfaction Questionnaire. http://www.rand.org/health/surveys_tools/psq.html
Patient Stress Questionnaire. http://www.integration.samhsa.gov/Patient_Stress_

Questionnaire.pdf
Primary Care-PTSD Screen. http://www.mirecc.va.gov/docs/visn6/2_primary_care_

ptsd_screen.pdf
Quality of Life Scale (QOLS). https://www.theacpa.org/uploads/documents/Life_

Scale_3.pdf
Suicide Behaviors Questionnaire (SBQ-R). http://www.integration.samhsa.gov/images/

res/SBQ.pdf
Vanderbilt Assessment Scale. http://www.nichq.org/childrens-health/adhd/resources/

vanderbilt-assessment-scales

�Organizations/Associations

American Academy of Family Physicians. www.aafp.org
American Association for Marriage and Family Therapy. www.aamft.org
Collaborative Family Healthcare Association. www.cfha.net
Society of Teachers of Family Medicine. www.stfm.org
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