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ABSTRACT, Although in recent years, family therapy practitioners have heen working
in physical heaith environments, this process has been confusing as (o the proper role
of the family therapist in such settings, This article describes 4 quantitative study, using
a survey design, that allempled to better define the colfaborative practice between
medical and psychosocial providers in health care. For that PuIpose, & gquestionnaire
was developed based un a prior qualisative design that included ethhographic interviews
that generated theoretical concepts inductively derived from family therapists and Family
physicians’ detailed descriptions of their experience in collaborative health care. The
study’s goal attempted to provide more information regarding the practice of the
inlerdiscip[imlz'y approach in health care. Resulis showed that the major area of concern
for all types of practionars is training both in private as in not-for-profit settings. The
distinction between differen( types of practitioners and their contribution Tor collaborative
healtlt care was alsn acknowledged. The integration between the biomedical model ang
the systemic model is s(iff problematic area for those who practice a callaborative
apprech, Implications of the fesults towards the practice and the eperationalizaiion of
the collaborative approach are emphasized,

KEYWORDS. Collaboration, Health care. Biopsychosocial. Providers' perceplions.
Survey Design.
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RESUMO. Embora 00s anos recenies, 0§ terapeutas Familiares eslejam integrados nas
equipas médicas, o Processo continua confusp em relagde ao scu papel nos settings
clinicos. Este arligo descreve uim estudo guantitativo que utilizon ura guestiondrio, u2
ieptativa de melhor definir a pratica da colaboracio cntre profissionais médicos &
profissionais psicossociais &m seitings clinicos. Com este objective em menie, [oi
desenvolvido um questiondrio coin basc num estudo qualitagivo prévio gue incluiu
entrevistas etnograficas responsivels pelos conceilos teoricos derivados indutivamente
das descricdes detalhadas das percepgbes dos terapeutas familiares ¢ médicos de (ami-
lia em relagdo & sua cxperiéncia de colaboragio. O objectivo do estudo pretendeu
fornecer mais informagio sobre a pratica interdisciplinar da medicing no sistema de
saide. [ndependentemente do tpo de profissional envolvido, a major drea de preocu-

fo & o treino isto quer para 08 prolissionais que trabalham em settings clinicos

tre diferentes lipos de profissionais & a sua col-
integragio entre 0 modelo biomédice

pag
privados quer estaiais. A distingdo en
tribuighe para a pritica dn medicina ¢ apresentada. A
e o modelo sistémico & também uma das dreas prohleméticas para os gue pralicam uma
abordagem colaborativa. lmplicagoes dos resultados em relagdo a pratica ¢
npcracionalizagﬁo da abordagem colaborativa sio enfatizadas.

PALAVRAS CHAVE. Colaboragio, Sistema de satde. Biopsicossocial. Percepgdes
dos profissionais. Inquérito

los terapeutas de {amilia cstdn inte-

RESUMEN. A pesar de que en log Glimos afios
n los

grados en equipos médicos, el proceso contingta confuso con respecto a su papel ©
contextos clinicos, En esle articulo se describe un estudio cuantitalivo que utiliza un
cuestionario con el objelivo de definir mejor la colaboracion entre profesionales médi-
cos y profesionales psicosociales en contextos clinicos. Con esta finalidad se desarrollo
un cuestionanio basado en ut estudio cualitativo previo, que incluta entrevistas etnograficas
sobre conceptos ledricos derivados intuitivamente de detalladas descripciones de las
percepeiones de terapeutas familiares y médicos de familia, en relacién a sus experiencias
de colaboracion. BEste estudio pretende proporcionar informacién sobre la prctica
interdisciplinar en el sistema de salnd. Independientcmente del tipo de profesional
implicado, la mayor drea de preﬁcupaci(’m es ol entrenamiento, tanto de los profesionales
que trabajan co clinicas privadas coma estatales, La distincion entye diferentes tipos de
profesionales y su contribucion a la prictica de In salud es discotida. La integracién
cntre of modelo biomédico ¥ el modelo sistémjco cs a su vez un drea problemitica para
los que practican abordajcs interdisciplinarios. Por Gltimo, st enfatizan las implicaciones
de ios resuliados con respecto & la prictica y operacionu]izucién de las aproximacioncs
interprofesionales.

PALABRAS CLAVE. Colaboracion. Sistema de salud. Biopsicosocial. Percepeiones

de los profesionales. Encuesta.

Inireduction

The development of the biopsychosocial

annot understand a patient’ i
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the emotional and social context in which the disease occurs. In 1983, Donald A. Block
coined the term Family Systems Medicine with the publication of the journal “Family
Systems Medicine™. This new territory was characterized by an alliance between medi-
cine, family therapy, and systems thinking and emerged as a functional related unit
having, as its base, the sysicmic paradigm in medicine or the use of the biopsychosocial
model. In fact, the history of Family Systems Medicine traces the evolution, in medi-
cine, from an individual to a family approach. The systernic paradigm in medicinc
involves the biological, psychological, and social variables in the study of digease
{Engel, 1977) and promiscs Lo end the reductionist pattern: of health care, to require less
technology (Bloch, 1985, 1988), o be cost effective {Glenn, 1985; Ramson, 19853, and
to be more satisfying for patients (Glenn, 1985, 1987). In 1996, the journal of Family
Systems Medicine changed its name to Family, Systems and Health and is now titled
Collaborative Family Health Care reflecting the changes in health care (McDanic! and
Campbell, 1996} that have happened since then. With the increased attention on health
care reform and an emphasis on interdisciplinary in health care delivery (Glenn, 1987),
it is hmportant to understand what perceptions influence the collaborative approach,
how physicians and therapists perceive their role in the process, and how they charac-
terize collaborative fanily health care or the family systemys medicine’s approuch. Although
in recent years, family therapy practitioners have been working in physical health
environments, this process has heen confusing as to the proper role of the family
therapist in such sattings {Bloch, 1992), Also, in the practice of biopsychosocial medi-
cite the distinction between the role of the family therapist and other mental health
professionals, in medical settings, has not been clearly defined in the literature. In the
past, qualitative designs, although more congruent with the epistemological beliels of
the systemic paradigm (Atkinson and Feath, 1987; Moon, Dillon, and Sprenkle, 1990),
have been criticized Lor being non-replicable and not subject to disconfirmation (Cavell
and Snyder, 1991). Quantitative designs, on the other hand, have been long criticized
for not taking in consideration the context, being reductionist, and inadequate for sys-
ternic research (Dell, 1982, 1985; Tomum, 1983, 1986). Wynne (1988} argued that in the
initial stages of development of a new ficld, emphasis should be given to discovery-
oriented research and hypothesis-generating research rather than confirmatory research.
In his view, quantitative designs becorve more appropriate to contirm/discontirm the
theoretical concepts generated by previous qualitative rescarch so that generalization of
results becomes possible. As a result, both research designs would completc cach other
and their integration would provide the researcher with information that neither of the
methods alone could generate.

This article describes a quantitative study using a survey design that atlempled to
better define the collaborative practice between medical and psychosocial providess in
health care. The development of the questionnaire was based on a prior gualitative
design that included ethnographic interviews that generated theoretical concepts induc-
tively derived from family therapists and family physicians’ detailed descriptions of

ctance of their experience in collaborative health care. The use of a survey was decided to he
b . - . . . . - . .
damental aPpropriate for the quantitative research design since the aim was to generalize findings
pet < . s - - . .

Kowing from a pilot qualitative study to a theoretical population (Louis, 1982; Sieber, 1973)

RIPCS/HCHP, Vol. 3, N*2

a)



286 PEREIRA and SMITH. Cotiaborative Family §lcalth Care

and decide whether the study’s hypothesis that emerged from the qualitative study
could be supported or disconfirmed with a broader random sarple. Furthermore, this
study attempted to clarify medical and psychosocial providers’ perceptions of family
systems medicine or collaborative family health care and provide morc information
towards the operationalization of the field.

A domain analysis (Spradley, 1979) of physicians and family therapists” verbatim
reports yielded five domains regarding collaborative health care: Collaboration, Prac-
tice of Collaborative health care, Referrat, Training and Roles.

Research questions:

—.Can the five parameters of collaborative health carc that emerged from the

qualitative pilot study be confirmed in a random sample?

—_-Are there any differences among medical and psychosocial providers in how
they define the five paramefers of collaborative health care?

__Are there any differences in the way medical and psychosocial providers who
work in private versus not-for-profit scttings perceive the five parameters of
collaborative family health care?

This article follows the structure proposed by Bobenrieth {2002},

Metheod
This investigation is a descriptive study with surveys (Montero and Ledn, 2002).

Measure Development

The ¢uestionnaire’ development for the purpose of this study followed Spradiey’
analysis of ethnographic interviews. Each transcribed fext of the ethnographic jnterview
was subjected to a domain analysis as specified by Spreadley’s DRS model {19793
Bach domain identificd by a cover term became a subscale in the guestionnaire, included
terms became items within each subscale, and the emerged category that pulled all
similar domains together into a core category became a scale. A more defailed description
of the measure development has been presented elsewhere (Pereira and Smith, 2001).
The final questionnaire contained five scales: 1) Collaboration, 2) Practice of Collaborative
Health Care, 3) Referral, 4) Training and 5) Roles. Hach scale had several subscales.
As a result of Spradley’s domain analysis, some scales had less or more items than
othets. The tinal questionnaire included a total of 45 items. The coefficient alpha for
all the 45 items was .76, which was acceptable for this exploratory study (Nunnally,
1972).

Sampling Frame

Subjects for this study were selected from the population of those who subscribe
to the journaf of “Family, Systems and Health”. A random sample of 69% was gener-
ated. American and International subscribers were included. This database was selected
because it was assumed that it accurately representied members who most likely age
Collaborative Health Care Practitioners and/or endorse & collaborative approach L
health care. Procedures for this study were patterned after Dillman’s Total Desigr

RIPCS/AICHP, Vol 3, N° 2




ith Care

study
¢, this
family
mation

srbatim
, Prac-

om the
in how

TS Who
sters of

, 2002).

sradley’

erview

(1979).

acluded
ifled all
scription
, 2001,
tborative
ibscales.
ms than
ipha for
lunnally,

whscribe
18 gener-
selected
ikely are
roach to
1 Design

PEREIRA and SMITH. Collaborative Family Healih Care 287

Method (TDM) for conducting maijt surveys (Dilliman, 1978). Table | summarizes the
data regarding the sample sociodemographics” characteristics,

TABLE 1. Sample characteristics,

———

—— .

N =350 Yo

Ape Mcan = 47 5D 8.1
Glender Female =220 Male = 127 Female Male
63% 36%
T Y 3%
Degree *  MSW/MFT/ MA/MS/ MEd/ MSN 48%
°  PhbD 47%
= PgyD ' 3%
°© EdD 3%
@ RN 1%
_ 1= Other . 3.5%

University Medical School 14%
Primary Employment | Hos pital 13%
Setting Private Praciice 37%
Residency Program 5%
Health Care Organization 3%
Family Practice 3%
- _ | Other o 15%
Length of Two years or Jegs 57 16%
Collaborative More than two Years 293 : 84
Fractice
Family Therapist 1% N
Family Physician 25%
Primary Social Worker 6%
Collaborator T
Psychiatrist 17%
10%
Nurse 15%
T%
Other Physicians

The total sample was composed of 350 respondents, The mean age for the sample
was 47 (SD=8.1). 63% were female and 36% were male. In terms of primary employment
168 (48%) had a masters degree, 96 (27.4%) a doctoral degrec, 46 (13.1%) a medical
degree and finally, 4 (1.1%) had a nursing degree. In terms of employment setting, 13%
worked in a hospital setting, 14% at a university/medical school and 37% in a privaic
practice. The majority of respondents (n=293) reported that they had been practicing a
collaborative approach for more than two years (83.7%) while the remaining respondents

RIPCS/ICIIP, Vol. 3, N° 2
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(16.3%) reported less than two years in collaborative practice. Respondent’s primary
and secondary (itles were also analyzed. Table 3 summarizes that data. Of the respondents.
30% reported their primary title to be family therapists. The second largest group was
approximatety the saume for four groupings: “Program / Department / Unity Director”
(n=39) constituted 11.1%, “Psychotherapist” (n=38) constituted 10.9%, “Social Worker”
{n=37) coastituled 10.6% and finally, “Academic Professor” (n=34) constituted 9.7% of
the total sample. For the secondary title, family therapists (n=81) again constituted
93.1% of be total sample. The second major groupings werc “Program/Department/
Unit Director” (n=22) with 6.3%, and “Academic Professor” (n=1%) constituted 5.4%
of the total sample (Table 2).

TABLE 2. Respondents” title.

Respondent’s Title N 0
Academic professor 34 10
Program/Department/Unit Dircetor 39 L1
Family Therapist 106 30
Famity Physician 20 6

Primary Title Psychiatrist 7 2
Other Physiciuns 5 !
Nurse 16 5
Psychuologist 41 12
Psychotherapist 38 I
Social Worker 37 il
Other 4 1
Academic professor 19 5
Program/Department/Unit Director 22 6
Family Therapist gl 23
Family Physician 7 2
Secondary Title Psychiatrist \ 3
Other Physicians 3 9
Nurse 20 57
Psychologist 14 4
Psychotherapist 21 ]
Social Worler 20 6
Other 2 6

As we can see for both the primary and secondary title “Camily therapists” arc tu
hest represented in our sample.

RIPCS/ICHP, Vol. 3, N°2
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Results

Due to the nature of this study, a conservative estimate of the variance and alpha
level were made to determine sample size. A power anafysis was performed (o estimate
n for each inferential analysis. A sample size of 175 was satisfactory o conduct the
infereatial analysis proposed in the study.

To determine whether the five parameters of collaborative health care that emerged
from the pilot stucty could be generalized, i.c. the perceptions of the random sample of
those professionals who endorse a collaborative approuach to health care corroborate the
perceptions of those practitioners who scrved as informants in the qualitative stody
(research hypothesis one), the binomial test was performed on each of the five domains
or scales.

Although the binomial test is a non-parametric test, the binomial distribution tends
toward the normal distribution with samples larger than 35 (Siege! and Castellan, 1988).
The binomiul test allows us to determine if there are significant differences between the
levels of agreement to the content of the items thal comprised each scale. If respondents
agreed with the content of the items, the mean for that particular domain or scale would
be greater thun four since choices 5, 6 and 7 in the Lickert scale demonstrated levels
of agreement and option 4 indicated neutrality in relation to the content of the item.

The results for scale one {(collaboration), scale two (practice of collaborative health
care), scale three (referral) and scale four (training), confirmed the qualitative study,
However this was not true for scale five (roles) indicating that the results for this scale
cannot be generalized. Table 3 presents the results of the binomial test.

TABLE 3. Binomial test.

Seales Mean (SD) Sample Sample Proposed Observe P
Choosing )
n Choosing <4 Felve Frop

Collaboration 5,18 (.46) 345 5 5000 0143 P = 01
Practice of 4.53(52) 293 57 5000 1629 P = 01
Coilaborative Health

Care

Referral 4,45 (1.04) 220 130 5000 3714 I'= 0l
Training 4.35(1.01) 213 137 .5000 3914 P = 0
Roles 3.85(.075) 131 219 5000 6257 P = 01

Although respondents, in average, agreed with the content of Scales One, Two,
Three, and Four, a description of respondents ‘answers to each item of the questionnaire
with their percentages of agreement and disagreement is presented for cach scale, An
analysis of items with practical significance follows.

RIPCS/ICHP, Vol. 3, N2
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Collaboration

Table 4 presents the results lor scale “collaboration”. The numbers in () identify
the item number of the questionnaire.

TABLE 4. Collaboration.

Ttem Conlent 9 Agreement %0 Disagreemeni Menn
Collaboration hetween family physicians and family therapists 3§55 5 6.31
results in a treatment plan that inclades medical and psychoso-

cial components. (21)

One of the benefits of collaboration between physicians and 929 > 603
farmily therapists are improvemeni in patient compliance. (1)

Collaboration between family therapisls and family physicians 208 53.4 143
works best with patients who have a problem that is not sirictiy

medical. {2)

Patients see their physicians less often when the cause of the 8.1 99 532
probjem is psychosccial and they have a therapist. {0}

Collaboration between family therapists and family physiciaas 96.8 2.6 587
strengthens the bond between physician-patient and therapisl-

patient. (7)

Collaboration with physicians increases (herapists’ undersland- 2.5 1.2 6.30
ing of the biomedical aspects of disease. (26)

Collaboration between family physicians and family therapists ¥7.1 3 6.20
decreases the quality of care and decrenscs heallh care costs.

(33)

Callaboration between family physicians aad family therapists 950 2 6.0%
is particulurly helpful for patients with physical symptoms that

are stress-related. (38)

Collabaration with family therapists helps physicians understand 863 43 5.50
concrelely how families work. (4)

When physicians and family therapists work together closely in 97.5 1.4 611
the same setting, patients are moye comforiable in seeking therapy

or accepting therapy referrals. (12)

Collaboration berween family therapists and family physicians 979 1.2 636
makes practice more interesting. (17}

Collsboration between physicians and family therapisis requires 12.5 77.2 2.49
oo much time W be implemented info an HMO. (24)

In the practice of Family Syslems Medicine the plysician is ia 15.7 T26 2.56
charge and the therapist is the outside member. (35)

The difference in salaries between family physicians and family 36.4 40.3 3.8
therapists create conflicl in the collaborative relationship. (44)

RIPCS/IJCHP, Yol 3, N°2
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An analysis of results revealed that respondents perceived collaboration to result
in a better treatment plan, to improve compliance, increasing the quality of care, less-
ening physicians visits, providing a more interesting practice, helping therapists to
better understand the biomedical aspects of disease, physicians to better understand
how tamilies work and, finally, to strengthen the bond between physician-patient and
therapist-patient relatjonship. Respondents also perceive (hat collaborative family health
care can be implemented in a HMO, the difference in salaries between therapists and
physicians not as u problem for collaborative practice and perceive therapists {ogether
with physicians in charge of treatment.

Practice Of Collaborative Health Care
Table 5 presents the results for scale 2 © Practice of Collaborative Health care™.

TABLE 5, Practice of collahorative family health care.

ftem Contenr % Agreement % Disagreement Mean
Family Systems Medicine is too vague o be included into family 6.0 88,3 2.00
physicians’ daily practice. (30)

fn erder to practice of medical tamily therapy, tamily therapists 40.2 394 39
need to follow the SM-TV diagnostic categories regardless of

their epistemological beliels. (37)

The focus of Family Systems Medicine is on prevention. (39) 39,4 0.6 426
Family Systems Medicine is the appiication of Behavioral Medi- 41,2 36.7 349
cine expanded to the “family” level, (40)

Family Systems Medicine is an area of specialization  within 74.8 (1.7 537
family therapy. (45)

Physicians do not know enough about family systems 62.1 254 471
to understand the psychosocial aspects of illncss. (3)

Sharing information with patients about their diagnoses and 44.3 40.2 40.3
prognoses requires physicians to be trained in counseling. (5)

In the practice of medical family therapy, patients’ access to their 378 40.0 3.05
charts, that include personal notes of therapisls, can create ethical

problems. (93

fn order 1o he accepted by the “medical culture”, family therapists 7.6 7] 576
need {0 help physicians identify a need thai family therapy can ’ i
meet (11).

Dependence on the medical provider for Reimbursement of therapy 714 11.2 5.40
services for Medicare or Medicaid patients limits the practice of

family systems medicine. (13)

Paticnts with complicated physical problems muke the family 3.1 94.6 1.60
systermns medicine approach impractical. (14}

RIPCSAICHP, Vol. 3, N° 2
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Item Content % Agreement % Disagreement Mean

Physicians feel intimidated by therapists because patient’s psy- 3.6 29.7 4.03
chosocial conceras have not been addressed by physicians in
their own lives. (23)

Practicing Family Systems Medicine is like learning a new 93.7 2.8 5.95
skill or procedure that requises practice. {15)

In order for Famity Sysltems Medicine 1o hecome main- 94 3.1 6.11
streamed, psychosocial issues should be included in physicians’
assessment. (29)

There are no financial rewards for physicians 1o discuss pa- 392 41.5 3.89
tients’ condition with therapists. (31)

If Family Systems Medicine is to prosper, it needs Lo develop 923 29

012
a strong cmpirical base regarding the effects of collaboration.
(36)
tn order for Tamily Systems Medicine to survive, health care 88.0 5.8 5.90

delivery has to become interdisciplinary. (43)

To be accepted by the “medical culture”, the majority of respondents (88%:)
believed that collaborative family health care must be able to provide services that
meet physicians’ needs in providing treatment [or patients. Therefore, il is not
surprising that in order for collaborative health care to be main streamed, the
majority of respondents believed that psychosocial issues must be included in
physician’s assessment, health care delivery must become interdisciplinary, and that
collaborative health care must develop a strong empirical base regarding the cllects ol
collaboration.

In the practice of collaborative family health care, most respondents (71%) be-
lieved that the dependence of family therapists on medical providers for reimbursement
of therapy services for Medicaid or Medicare patients is a limitation in the practice of
collaborative family health care. Respondents were divided regarding the possibility of
ethical problems if patients have access to charts with therapists’ notes attached. There
was also an ambivalence in respondents’ apswers regarding: 1) the need for family
therapists to follow the DSM-IV diagnostic categories regardless of their epistemologi-
cal and ontofogical beliefs, 2) the focus of family systems medicine to be on preven-
tion, 3) the need for physicians to be trained in counseling for delivering diagnoses or
prognoses and finally 4) family systems medicive as an application of Behavioral
Medicine expanded to the family level.

RIPCS/ICHP, Vol. 3, N° 2
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Referral

Table 6 presents the results for scale “referral.

TABLE 6. Referral,

fteny Content %o Agreement % Disagreemeni Mean

Physicians refer patients to therapy afier they have found noth- 68.6

8.9 4.89
ing medically wrong wilh the patient. (8)

When patients are referred 10 therapists/physicians, they should

at least provide a summary of the session to the referring pro- 1.7 15.1 5.30
fessional. (34)

Patients feel abandoned by their physicians when they are re- 23.4 54.6 3.20
lerred 1o therapists. ¢15)

Respondents perceive physicians to refer patients to therapy after finding no medical
causes for the problem, they also expect a sumimary of the referring professional and
do not perceive patients to feel abandoned after being referred to therapy.

Training

Table 7 presents the results for scale “training”. Most respondents (62%) perceived
physicians not knowledgeable of family sysiems to understand the psychosocial aspects
of illness. Respondents {61%) also perceived training in Collaborative Health Care 1o
be primarily informal for physicians and limited, in terms of biontedicine, for family
therapists (78%). As u result, it is understandable why respondents appeared divided in
their answers (38% agreeing versus 33% disagreeing) regarding family therapists’ com-
fort with physicians in discussions of the biochemical aspects of disease.

TABLE 7. Training.

ftem Contens % Agrecment % Disagreement Mean
Family therapists do not know enough about common disenses 24.3 62.6 3.09
to truly collaburate with physicians, {16) 3.09

Family Therapists® training in Riomedicine js very limited. (19) 784 8.1 5.54
Family therapists fee) intimidated when they go on rounds with 38.3 33.2 3,08
family physicians and have to relate (o the biochemica aspects

of disease. (20}

Physicians™ training in Pamily Systems Medicine is primarily 61.1 18.0 4.81
informal. (18}

RIPCS/IICHP, Vol 3, N° 2
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Roles

Table 8 presents the results for scale “roles”. As said before, for this scale, the
quantitative study did not confirm the qualitative study. On the average, respondents’
answers in this scale did not agree with the items depicted in scale five. 43% of the
respondents perceived a difference in roles between lamily health psychologists and
medical family therapists. However, almost 50% remained neuiral in this item. Respon-
dents (77%) also perceived a difference in roles between medical family therapists and
medical social workers. The majority of respondents (67%) perceived the collaboration
between family physicians and family therapists as teamwork in which the physician
addressed the paticnt’s discasc and the therapist treated the psychosocial impact of
illness. Respondents (57%) also perceived physicians’ role as one of screening for
medical causes, when patients present psychosomatic concerns, before referring them
to therapy.

Respondents (75%) also perceived the field of Collaborative Health Care to be an
arca of specialization within Family therapy but only slightly more than half (52%)
perceived family therapists to be mental health professionals best qualificd to practlice
the biopsychosocial model in collaboration with medical providers.

TABLE 8. Roles.

ftem Content % Agreewment % Disagreement Mean

Ihysicians only gel involved in patient's psychotherapy when 36.3 43.2 385
the patient is not improving medically. (10)

When physicians and therapists collaborate, the plysician ad- 66.6 23.2 4.84
dresses the patient disease and the therapist addresses the psy-
chosocial finpact of the iliness on the patient and family. (27)

When patients have emotional concerns, physicians first screen S6.6 3.5 436
for medical causes and only when they find no apparent medical
cause, they refer patients to therapy, (28)

Family therapists are mental health professionals who are better 52.3 12.8 479
qualilied to practice the biopsychosocial model. (22}

There is no difference hetwecea a family heaith psychologist and 7.5 42,9 317
a medical family therapist iz lerms of how they praclice Family
Systems Medicine, (32)

In the practice of Family Systems Medicine, the contribution 13.7 77.1 2,60
conlribution of the medical social worker. (41

Family Systems Medicine can be practiced by any medical pro- 292 57.5 3.3
vider und any non-medicat mental health professional as long as
there is collaberation between both partics. (42)

Research question two was concerned with the way medical and psychosocial’
providers perceived the five domains of collaborative family health care. The two
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groups tested were respondents that identified themselves as medical providers {(family
physicians, nurses, specialized physicians and psychiatrists) and psychosocial providers
(social workers, family therapists, psychologists, and psychotherapists). Since the train-
ing and culture of these two groups of providers are different, and only recent have
{amily therapists entered the medical scttings, it was expected that that the two groups’
perceplions would differ. The Manova performed on the five scales for the two groups
revealed no significant results between these two types of providers.

Research question three analyzed the perceptions of medical and psychosocial
providers who work in private versus not- for profil settings. Private scttings included
private practice, or family practice clinics. Not-for-profit settings included residency
programs, health care organizations, and hospital or university/ medical schools. Re-
sulis were significative only for scale four “Training” regarding their setting of work.
The interaction between setting and type of provider was not significative. Table 9
shows the results of the two way Anova.

TABLE 9. Two Way Anova for scale “Training” by Provider (medical versus
psychosocial) and Setting (private versus not-for profit).

Type of setting Type ol provider N Mean Std. Deviation
| Non-private Psychesacial 30 4.089 912 N
Medical 106 4.197 i.06
Total 7 136 4.172 1.02
Private Psychosocial 34 4.632 159
Medical 98 4.389 4991
Total 132 4.452 594
Source of Sum of DF Mean F P
Variation squares Squares
Main 7.950 2 3.975 3.988 020%
| Lifects
Setling 7.604 i 7.604 7.629 006+
ProviderGr | 2.829 1 2.829 2.838 093
2 way 319 { 3.19 3.20 572
Interaction
Provider/ 319 1 3.19 3.20 572
Setting
Explained 18,975 3 2.992 3.00] 031
Residual 271.1066 272 971
| Total 280.081 275 1.018
* P=.05
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In private settings, psychosocial providers had a higher mean score, on scale four,
than medical providers. In nol-for-profit settings, psychosocial providers had a lower
mean score than psychosocial providers indicating that they agree more with the con-
tent of scale four,

Discussion

Almost half of the respondents (41%) perceived the field of Collaborative Health
Care as being the application of Behavioral Medicine expanded to the “family level”.
Behavioral Medicinc is an interdisciplinary field concerned witli the development and
integration of behavioral and biomedical medicine {Schwartz and Weiss, 1978). As a
division of Health Psychology, the focus of Behavioral Medicine is on mind-body
issues centered on the promotion of health in the individual (Jeffery, 1989; Pomerleay
and Brady, 1979). If Collaborative Health Care is an extension of Behavioral Medicine.
then differences in roles between family health psychologists and medical family thera-
pists may not be evident, This situation may explain why almost 50% of the respon-
dents remained neutral regarding the distinction in roles between medical famity thera-
pists and family health psychologists. The results also suggest that respondents per-
ceive a distinction in roles between medical family therapists and medical social work-
ers that is not as apparent as the distinction between medical family therapisss and
health psychologists. Does this mean that the heulth psychologist and the medical
family therapist have similar practices? If such similarities exist it signifies that the
desire of medical family therapists for a unique identity in the mental health ficld js still
nascent. The fact that respondents perccive physicians 1o screen for medical causes
before referring patients to therapy, support the assumptions of the split-biopsychosocial
model (Doherty, Baird and Becker, 1987) in which “soma” and “psyche” are both taken
in consideralion but remain separated (L.e., only when physicians find nothing medi-
cally wrang with patients do they refer them for therapy).

The majority of respondents also perceive family therapists as being the menital
health practitioners more suitable to practice collaboralive family health care. Such
perceplions support the founder of the Journal of Family Systems Mecdicine {Bloch,
1983} who defined the field as being at the interface of family medicine and family
therapy. However, recent developments among [amily therapists working in medical
settings suggest that the field opened its range (o include any “biclogical and psycho-
logical oriented professionals who work in concert, sharing a frame of reference, a
working space, and an on-going conversation™ (Collaborative Family Mealth Care Coalition
Newsletter, 1995). Dymn (1983) also described Collaborative Health Care as a network
drawing its technological base from different practices of knowledge: medicine, nurs-
ing, social work, family therapy, public health, rchabilitation counscling and many
others. Because the sample in this study was overwhelmingly composed of family
therapists, this stady’s findings may simply reflect their biases and opinions, The majority

of respondents also perceive physicians’ continued involvement with patients after referin g
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them Lo therapy. Support for these results indicate a balanced collaborative relationship
between the two types of professionals. Such collaborative relationships reinforce the
models of collaboration described in the literature in collaborative family health care
(Campbell and McDaniel, 1987; Crane, 1986; Dymn and Berman, 1986; Hepworth,
Gavazzi, Adlin, and Miller, 1988).

The resulls also suggest that different forms and additional training seems also to
be an area of concern for both physicians and therapists who are practicing a collabo-
rative health care. The results reveal that in private seftings providers perceive the
training in family systems medicine to be more informal for physicians and more
limited in biomedicine for therapists, and family therapist to be more intimidated with
the biochemical aspects of disease thaa thosc in not-for profit scttings. These results are
not surprising since in not-for-profit settings medical and psychosocial providers share
centrat locations more often and have more opportunities to learn from each other while
those in private practice tend to colluborate more by traditional relationships i.e, “Lim-
ited referral” (Crane, 1986; Hepworth et al, 1988). In fact the results of the Anova
suggest that setting is the important variable that accounts for the way lraining in
family systems medicine is perceived. The Lype of provider or the interaction between
this variable and setting being not significant suggest that attention shoutd be put in the
setting providers work and more training should be available for those who work in
private settings. The integration between the biomedical and the systemic models in the
practice of collaborative family health care seems to be still problematic. Respondents
were ambivalent regarding the use of DSM-IV diagnoses in collaborative practice. The
role of family systems theory and constructivism in the practice of collaborative family
health care has not been fully integrated. As a result, it is understandable why respon-
demts were divided regarding these issues,

Finally, it would be important to replicate this study with a broader sample that
included more medical providers and a higher variety of psychosocial providers since
in our sample family therapists were by far the group best represented.

We would also like to acknowledge this study’s limitations:

—The random samplc of those practitioners who endorse a collaborative approach
to health care was selected from the database of those who receive the journal
“Family Systems and Health”. Therefore generalization of this study is limited
to that population.

—The return sample may not be representative of those who do not return the
questionnaire.

~-The parameters of Collaborative Family Health Care being tested are the ones
revealed by a previous qualitative analysis of ethnographic interviews. There-
fore, the quantitative analysis only tests the five parameters that emerged a
previous qualitative analysis.
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