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A number of previous reviews of studies evaluating the effectiveness of family therapy have varied
m their conclusions. This review is the first attempt at an integrated statistical analysis of family
therapy effectiveness research- Family therapy was found to have positive effects compared with both
no-treatment and alternative treatment controls, as measured by family interactions and behavior
ratings. Follow-up data demonstrated that family therapy continued to show positive effects over
time, but the effects were diminished and more variable than at posttreatment assessment. Future
research should concentrate on comparative outcome studies with specific populations and with
both legitimate alternative treatments and placebo controls. In addition, researchers need to describe
in greater detail the family therapy procedures that are used. Outcome measures should represent
multiple vantage points and should include measures of family interactions, preferably using both
self-report and observational methods.

Family therapy is the generic name for an extensive and heterogeneous group of treatment approaches that have emerged

the nuclear family, and therapy is aimed toward altering the

during the past 3 decades. The emergence of these treatment
approaches reflects a major paradigmatic shift in the conceptu-

A third approach is strategic in nature and concentrates on re-

structure of the interactions between various family members.
solving the presenting problem by directing family members

alization of behavioral and mental disorders. This shift is from
an analytic and reductionistic epistemology to one that is systemic and holistic (Hoffman, 1981; Keeney, 1983). Operating

tasks (Fisch, Weaidand, & Segal, 1982; Haley, 1976). A fourth
major approach to family therapy involves the application of

within this system paradigm, most family therapists share the

behavioral or social learning principles to resolving family

assumption that problematic individual behaviors and symptoms are intimately related to patterns of interaction between

problems (Patterson, 1971, 1982). In most cases, these inter-

family members. Although family therapy usually (but not al-

behaviors in the home. In each of these approaches to family

and other relevant individuals to perform various therapeutic

ventions include training parents to modify children's problem

ways) involves face-to-face work with two or more family mem-

therapy, multiple interventions are often used with a given fam-

bers, the epistemological basis of family therapy is not linked to
who is included in treatment but rather to how family therapists
think about problems and the human condition (Gurman,

emerge during the course of therapy (Gurman et at., 1986).

Kniskern, & Pinsof, 1986). A family systems perspective proposes that a particular behavior problem or symptom must al-

family therapists think about families, there is a major contro-

ily. Interventions may also change to meet new goals that
Although systems theory has revolutionized the way that
versy within the ield concerning which family therapy ap-

ways be understood in terms of the social context in which it
occurs. The family is viewed not simply as a collection of indi-

proaches are most consistent with a systemic epistemotogy
(Dell, 1982; Hoffman, 1981; Keeney & Sprenkle, 1982), Prag-

viduals but as a rule-governed system and an organized group

matic approaches to family therapy are principally concerned

that transcends the sum of its separate elements.
Within this young and developing field, a number of different

with behavioral outcomes. The emphasis is on rapidly alleviating symptomatic behavior through the disruption of maladap-

approaches to intervening in the family system have been de-

tive interaction sequences or inappropriate cross-generational

scribed. One major approach is based on Bowen's multigenerational systems theory (Bowen, 1978). In this approach, the fam-

power coalitions in the family system. On the other hand, aesthetic approaches to family therapy (e.g., Bowen, 1978; Whi-

ily is defined as including at! of the extended family members,

taker, 1976), arising from phenomenologicaL psychodyaarnie,

and therapy focuses on the individual's role within the extended
family network. A second major approach is structural family

existential, and systems perspectives, are more concerned with
the larger gestalt or ecosystem of which symptoms are a part

therapy (Minuchin, 1974). The therapist works primarily with

Therapists embodying the aesthetic perspective view the presenting symptom or complaint as a "motor for growth" and
argue that the immediate alleviation of symptoms may be un-
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ethical because it can preclude the opportunity for a long-term,
holistic healing of self (Keeney & Sprenkle, 1982). Aesthetic
therapists, also referred

to as the "new epistemologists"

(Hoffman, 1981), believe that clinicians should not be in any
hurry for change and tend to view the therapy process as a jour-
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ney that provides an opportunity to facilitate both their own
and their clients' personal growth. Aesthetic therapists contend
that pragmatic approaches to family therapy are reductionistic
in their emphasis on solving the presenting problem and, as
such, fall outside the "true" systemic paradigm (Keeney &
Sprenkle, 1982).
Although pragmatic and aesthetic approaches to family therapy are being used by growing numbers of mental health professionals, claims for their effectiveness vary and are not always
based on empirical data. In addition, many of the empirical
studies that do exist are flawed, yielding results of questionable
validity. The most common Qaw is the failure to include a control group with which a group of clients receiving family therapy can be compared (see Gurman & Kniskern. 1978; Slipp
& Kressel, 1979). These studies base their conclusions almost
entirely on within-group differences before and after family
therapy intervention. Therefore, any within-group differences
could be due to many factors other than family therapy, such as
other historical occurrences, biological changes in clients, and
testing effects (see Cook & Campbell, 1979, for general criticisms of one-group pretest-posttest designs).
The purposes of this article are to review the literature on
family therapy outcome studies and to quantify the conclusions
of past research by statistically summarizing the data provided
by these studies (Cooper, 1984; Glass, McGaw, & Smith, 1981;
Hedges & Olkin, 1985; Rosenthal, 1984). The procedures used
in this review are an attempt to provide a first approximation
for systematically assessing the effectiveness of family therapies.
Previous Research Reviews
The intense interest in the effectiveness of family therapies
has spawned at least 10 published reviews in the past 15 years.
For example, Gurman et al. (1986) listed 22 works that include
reviews of family therapy outcome research (including multiple
reviews by the same authors and unpublished works). The 10
published reviews that were selected for examination in this article should be representative of all reviews in this area. The
findings of these reviews are summarized in Table 1. There is
no clear consensus among reviewers regarding the effectiveness
of family therapy. Specifically, two reviewers concluded that
family therapy is generally more effective than alternative treatments (Borduin, Henggeler, Hanson, & Harbin, 1982; Ulrici,
1983). Both of these reviews were limited to studies of adolescents, which is one possible reason for the more positive conclusions. Ulrici (1983) stated, "Family interventions have been
generally successful. . . when compared to no-treatment and
alternative treatment controls" (p. 33). However, other reviewers with positive conclusions made more tentative statements
(DeWitt, 1978; Gurman & Kniskern, 1978; Massie & Beels,
1972; Masten, 1979; Paquin, 1977; Slipp & Kressel, 1979). For
example, Gurman and Kniskern (1978) stated, "Family therapy is at least as effective and possibly more effective than individual therapy" (p. 883). Furthermore, two reviewers reached
no overall conclusions because of the inconsistent findings and
methodological problems in the studies they reviewed (Russell,
Olson, Sprenkle, & Atilano, 1983; Wells & Dezen, 1978). Wells
and Dezen (1978) stated, "Numerous methodological and practical difficulties beset the current body of family therapy re-

search. Alone, or in combination, these have the effect of seriously weakening the conclusions that might otherwise have
been drawn from the work" (p. 267).
There is consensus among the reviewers, however, that many
studies of the outcome of family therapy have methodological
flaws. The most commonly noted problems are (a) absence or
inadequacy of control groups, (b) inconsistent measures of outcome, (c) lack of or insufficient delay before follow-up assessment, and (d) unclear and inconsistent theoretical basis for
treatment. Although it is difficult to assess the results of poorly
designed studies, when there are very few studies available every
bit of data seems important. Some reviewers, therefore, have
avoided rejecting studies of poorer quality to maintain a broad
scope for their reviews.
Studies of family therapy effectiveness also vary in the number and type of subjects involved. Family therapy has been studied with families where children, adolescents, or one of the parents was identified as the patient. Studies also vary in the size
of the sample, ranging from 3 to 4,303 patients. Finally, studies
vary in terms of the training level of therapists, the type of treatment facility, and the length of therapy.
In sum, the search for an assessment of family therapy effectiveness has been frustrated by a research base that past reviewers have found difficult to synthesize. The problems of previous
reviews stem in part from the traditional methods of research
reviewing that were used. The traditional narrative method of
summary and integration does not provide efficient mechanisms for combining the results of different studies or precisely
weighting and assessing the effects of methodological variation.
Nor do the results of traditional reviews allow easy comparison
of results to other reviews concerning other types of therapy.
Thus, the overall effectiveness of family therapy and its possible
mediators has not been addressed precisely in past reviews.
Present Review
This review provides statistical tests of the overall conclusions
reached about the effects of family therapy and expresses these
conclusions in a form that is easily compared with results obtained in related fields. Other problems found in most previous
reviews were also avoided. Standards for research design quality
were established and studies failing to meet these criteria were
excluded from the review. To ensure that a substantial data base
was available for synthesis, we used exhaustive and systematic
means to search the literature. This strategy resulted in the retrieval of more adequately performed published studies than
have been included in past reviews.
However, the reader should not draw the conclusion, based
on this selected sample, that the research on family therapy is
in fact homogeneous in conceptualization and design. Rather,
we have chosen studies for inclusion in the meta-analysis that
permit the most justifiable inferences about family therapy and
its relative effectiveness. We have left our analysis of the broader
array of work in the area and of the practical realities of family
therapy for narrative consideration.
Furthermore, in this review the effect of variations in design
among studies was considered an empirical question. That is,
differences in study methods were tested statistically to determine if they were associated with the effectiveness of family

This document is copyrighted by the American Psychological Association or one of its allied publishers.
This article is intended solely for the personal use of the individual user and is not to be disseminated broadly.

430

M. HAZELRIOG. H. COOPER, AND C. BORDUIN

therapy. Finally, studies were precisely weighted so that each

One problem encountered in searching for and selecting

study's contribution to the overall conclusions was reflective of
its relative sample size.

studies for this review was that outcome studies of family therapy from an aesthetic perspective were not found. Thus, this
review is composed of studies using a pragmatic approach to

Family Therapy as a Broad Conceptual Category

family therapy (primarily structural, strategic, and behavioral
approaches), and long-term and intergenerational approaches

The theoretical stance of family therapists provides justification for combining disparate types of outcome studies under a

are not represented. The lack of studies from an aesthetic perspective is due in part to publication lag, resulting in the omis-

unitary construct. By globally defining symptoms and adjustment difficulties as maladaptive patterns of interaction between

sion of recently completed studies. However, a major factor is
that aesthetically oriented therapists tend to be least likely to

people, family therapists often do not emphasize differences be-

use traditional research methods, resulting in an overall dearth

tween types and severities of disorders. Family therapy is generally designed to alter the behavioral and interaction patterns of

of research from this perspective (Gurman et al., 1986),
Another potential problem with the meta-analytic approach

members in a system and does not directly focus treatment

is that lumping several studies together may yield an overly gen-

efforts on the individual identified as having the problem. Any

eral picture of how well family therapy works that is not applica-

study of family therapy outcome, therefore, is a study of how

ble to specific techniques or situations. For example, different

effectively the broad category family therapy changed the pat-

client populations may have different patterns in their family

terns of behavior within the family, which should then result in
the resolution of the original problem. Although many different

interactions (Hetherington, Stouwie, & Ridberg, 1971), and
thus may respond differently to various family therapy ap-

therapy techniques may be used, the goals of most family systems therapists are similar. According to the family systems the-

proaches. At present, this point is untestable because although
some theorists have developed ways to classify family interac-

ory, then, all family therapy outcome research is essentially
studying the same thing—effectiveness with changing family interactions—and can reasonably be combined and synthesized.

tions (e.g., Minuchin, 1974; Olson, Russell, & Sprenkle, 1979),
family therapy outcome research does not report how the families treated fit into any classification schemes. Although the ar-

There are, however, some important issues that should be
borne in mind when considering our selection criteria and End-

gument that different types of families will respond differently

ings, First, there is a good deal of complexity that is hidden

to various family therapy techniques may be valid, the extant
research does not address the question.

within definitions of family therapy. Although family therapies
are generally designed to alter pertinent behavioral sequences
or interaction patterns within family systems, there are many
differences between family therapists in their approaches to systemic change. Indeed, the broad field of family therapy has been
frequently classified in terms of different rival schools or camps,
with each emphasizing different concepts and methods (see,

Distinctions Among Studies
In this review, the results of the individual studies were
grouped into various categories before any statistical procedures were used to combine the results. One distinction was

e.g., Goldenberg & Goldenberg, 1985; Nichols, 1984). Within

the type of control group used in a study. Studies using control
groups that consisted of alternative treatments and studies using

these schools, interventions may primarily involve work with
individuals or couples (e.g., Bowen, 1978), the parental dyad

control groups that recieved no treatment were analyzed separately. This was done because some treatment effects can be ex-

(e.g., Patterson, 1982), the total household (e.g., Haley, 1976),
or multiple ecological contexts including the family, work and

pected to occur in the alternative treatment groups, whereas no

academic settings, peer groups, and social service systems (e,g.,
Attneave, 1976;Henggeler, 1982; O'Connor &Lubin, 1984).

tions. Thus, the effects of family therapy should be greatest
when compared with groups that have no treatment, whereas

treatment effect should be found in the no-treatment condi-

In spite of the differences in techniques used by various fam-

comparisons with alternative treatments examine the relative

ily therapy camps, there is common ground that justifies com-

effectiveness of two therapies. When one study included both
types of control groups, it was included in both analyses,

bining the results of studies from different perspectives. Strategic family therapists (e.g., Haley, 1976) and at least some behavioral family therapists (e.g., Alexander & Parsons, 1973) do
recognize that the larger system, rather than the individual with
the presenting problem, should be the unit that must change.

The studies were also distinguished according to the type of
dependent variable used. Three categories of measurements
were used often enough to allow separate analysis. These cate-

However, in contrast to aesthetic therapists, others believe

gories were measures of family interactions, behavior ratings of
the identified patient, and recidivism. It should be noted that

changes will be most effective through limiting the therapist's
focus to the presenting problems (Keeney & Sprenkle, 1982),

as constituting success in therapy, indeed, as noted earlier, many

Pragmatic therapists argue there cannot be a nonsystemic inter-

family therapists view symptom removal as a beginning point

vention, because effecting stable changes in any part of a system

for systemic change and not as an end point. Moreover, some

requires adjustment throughout the system (Montalvo & Haley,
1973). The methods of intervening may differ among family

families seek treatment for assistance in dealing with nonsymp-

therapists, but the overall goal is generally one of systemic
change. Nevertheless, we recognize that in some of the studies in
this review the therapists may have effected interactional change
without a broad systemic vision.

not all family therapists view symptom removal and prevention

tomatic problems, such as reactions to developmental hurdles
in the family life cycle (e.g., adolescent emancipation), stresses
due to extrafamilial forces (e.g., unemployment), or idiosyncratic problems (e.g., physical illness).
Family interaction measures might be obtained by self-re-
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Table 1
Summary of Previous Reviews of the Effectiveness

of Family Therapy

Review

Number of studies

Borduin, Henggeler, Hanson,
& Harbin (1982)

20

Conclusions

Noted methodological flaws

Family therapy generally more
effective than alternate
treatment.

Studies used different outcome
measures.
Follow-up intervals too short.
Treatment procedures not well
described.

DeWitt
(1978)

31
(23 uncontrolled)

Family therapy better than no
treatment, but relative
effectiveness unclear compared
to alternative treatments.

Therapists' characteristics and
techniques not well described.
Studies used different outcome
measures.

Gurman & Kniskern
(1978)

61
(38 uncontrolled)

Family therapy equal to or
superior to alternative
treatments.
Family therapy at least as
effective as individual therapy.

Studies used different outcome
measures.
Studies lack or use inadequate/
inappropriate control groups.

Family therapy effective,
especially for crisis resolution.

Studies used different outcome
measures.
Follow-up intervals too short.
Techniques not well described.
Theory vaguely described.
Treated populations too
heterogeneous.
Family characteristics not
classihed.

Family therapy effective in
treating adolescents.
No other conclusions drawn due
to methodological flaws.

Lack of control groups
Studies used single dependent
variable.

Paquin
(1977)

Trend favoring brief, directive
therapy.

Follow-up intervals too short.
Family characteristics not
classified.

Russell, Olson, Sprenkle, &
Atilano(1983)

No conclusions due to
methodological flaws.

Few studies link family
dynamics to treatment goals.
Theory vaguely described.

Slipp & Kressel
(1979)

Family therapy at least as
effective as individual therapy.

Studies used different outcome
measures.
Lack of control groups.
Studies used single dependent
variable.

10

Family therapy more effective
than alternative treatments.
Behavior therapy most effective
when whole family included.

Many variables not controlled
such as therapist
characteristics and treatment
settings.

19
(7 uncontrolled)

Findings inconsistent; no overall
conclusions drawn.

Outcome measures vague and
subjective.
Family therapy confounded
with other interventions.
Nonrandom assignment to
therapy groups.
Techniques not well described.
Studies used different outcome
measures.

Massie & Beels
(1972)

(7 uncontrolled)

Masten
(1979)

14
(8 uncontrolled)

Ulrici
(1983)

Wells & Dezen
(1978)

ports of the families' organization and relationships or by obser-

clude measures of the identified patient's behavior, such as re-

vation of the family by trained assistants. Observers could code

ports of the frequency of certain behaviors or evaluations of the

the families' communication and behavior in a structured activ-

patient's behavior. These ratings might be provided by various

ity by rating the amount of conflict present or by recording the

sources, such as parents, teachers, or research team observers.

amount of participation of each member. Behavior ratings in-

In this vein, several studies had a child's parent list problem
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behaviors and monitor the frequency of those behaviors over a
specific period of time. Finally, the recidivism rates used were
measures of whether or not a patient returned to the referring
agency with continuing problems.
A final distinction among studies concerned the timing of the
assessment of treatment effects. Most studies assessed subjects
immediately following treatment (posttreatment). However,
some studies also assessed subjects again at a later date (followup) to determine if the effects of treatment were lasting changes.
All results from posttreatment assessments were analyzed separately from any follow-up assessment results. Recidivism rates
are also a form of follow-up and were also analyzed separately.

However, some attempt to equate the groups through subject
matching or a statistical demonstration of the equivalence of
the groups before treatment was required. Studies needed to
have a minimum of five families in each treatment group.
A final requirement for inclusion was that studies thoroughly
report results and the statistical analyses performed. This information was vital to compare the effects of family therapy across
studies. Any study reporting either detailed analyses or enough
raw data so that the needed statistics could be computed was
included. Numerous studies reported adequate information for
some measures but omitted detailed reports on other measures.
In this review, only those dependent measures on which statistical tests were performed are included.

Literature Review Procedures
Search Outcome
Literature Search
The studies reviewed were located from studies listed in Psychological Abstracts and Educational Resources Information
Center. Both lists were obtained through a computer search using the keywordsyam;7y therapy crossed with outcomes, results,
effects, evaluation, or impact. The search included January
1966 to May 1984 and uncovered 281 articles. A reading of
abstracts and full reports led to 15 studies that met the selection
criteria for inclusion in the review.
In addition, the reference lists of previous reviews of family
therapy outcome studies (see Table 1) were used to locate articles. Nine additional studies were found in this manner.
All of the studies were published in English language journals.
No unpublished studies were included. This exclusion may be
a source of bias and could influence the results, although the
existence and direction of this influence cannot be predicted
(Glass et al., 1981). The reviews of Gurman and Kniskern
(1978) and Wells and Dezen (1978) did include some unpublished studies. However, these reviews did not address the issue
of whether the unpublished studies were different from the published studies in either quality or direction of results.
Selection Criteria
For a study to be used in the review, it must have included
families as the subject population, that is, a minimum of one
parent and one child. Furthermore, at least one therapy process
must have qualified as family therapy. Family therapy was defined as therapy using interventions intended to produce change
in the families' interactions. Studies of marital therapy with no
children involved were excluded.
Studies must also have included a control group in the experimental design. The control group could have received any of
several alternative treatments or no treatment. Alternative
treatments were defined as any intervention that was presented
to the family as being therapeutic. Typically, the interventions
in the control groups were focused on treating only the identified patient. Control groups that used placebo or attention interventions (e.g., bibliotherapy) were included as alternative
treatments. When a study used two or more alternative treatment control groups, they were combined within the study to
form a single alternative treatment group for these analyses.
Random assignment of patients to groups was not required.

A total of 20 studies contained in 24 journal articles were
located that met these criteria. The reports of some studies can
be found in several different journal articles that report different
measures or lengths of follow-up times for the same groups of
families. These reports were combined to obtain one measure
of effect size for each group of subjects. At least 3 times the
number of studies included in this review were not used because
of flawed methodology, usually a lack of an adequate control
group.
In light of the outlined criteria, several studies, both included
and excluded, deserve special mention. One study, by Schubert
and Miller (1981), was included even though it did not use random or controlled assignment to groups. It was included because the very large sample of clients was drawn from a relatively homogeneous population and the decisions about assignment to treatment conditions seemed to be based on unbiased
criteria. Furthermore, the effect of family therapy was not the
primary concern of the authors, who were focusing on the effect
of social class within therapy types.
Several studies that included control groups were excluded
for various reasons. Four studies did not provide reports of their
data that were detailed enough to include in the statistical analyses (Douds, Engelsgjerd, & Collingwood, 1977; Hendricks,
1971; Pevsner, 1982; Wiltz & Patterson, 1974). Two studies used
nonrandom assignment of subjects to groups without matching
subjects on relevant variables (Bogart & French, 1978; Gould
& Click, 1977). Four studies used control groups consisting of
clients who had dropped out of therapy prematurely but were
still available for follow-up assessment (Gruher, 1979; Ostensen,
1981; Sigal, Barrs, & Doubilet, 1976; Weathers & Liberman,
1975). Clearly, families that successfully complete therapy cannot be compared with families that would be considered by
many therapists as treatment failures.
One study (Szapocznik, Kurtines, Foote, Perez-Vidal, &
Hervis, 1983) was excluded because the control group's treatment was intended to change family interactions and was labeled as family therapy even though the treatment involved
only one person in the family.
Statistical Procedures
To synthesize the data, four statistics were calculated. First,
the probability that the combined result from all studies was
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Table 2
Studies Comparing Family Therapy With No-Treatment Controls Using Measures
of Family Interactions Immediately After Treatment
Study

Patient population

Dependent measures

/V

d

Z

Foster, Prinz, & O'Leary
(1983)

Adolescents with
behavior problems.

Self-report questionnaires.
Experimenter ratings of
recorded interactions.

18

.31

0.17

Garrigan & Bambrick
(1975)

Children and adolescents
with behavior
problems.

Self-report questionnaires.

18

.24

0.40

Garrigan & Bambrick
(1977, 1979, Study 1)

Children and adolescents
with behavior
problems.

Self-report questionnaires.

44

.44

0.94

Garrigan & Bambrick
(1979, Study 2)

Children and adolescents
with behavior
problems.

Self-report questionnaires.

24

Hardcastle(1977)

Children with behavior
problems.

Self-report questionnaires,
experimenter ratings of
recorded interactions.

28

.89

2.02

Katz.de Krasinski,
Philip, & Wieser
(1975)

Children, adolescents,
and young adults with
behavior problems.

Experimenter rating of
recorded interactions.

11

.51

0.61

Reiter & Kilmann ( 1 975)

Children with behavior
problems.

Self-report questionnaires.
Experimenter rating of
recorded interactions.

24

.64

0.85

due to chance was calculated using the method of adding Z
scores (Rosenthal, 1978). This was done by calculating a probability level for each study as a whole. When more than one outcome measure was reported in a study, the average of the Z
scores associated with the p levels of relevant dependent variables was used. This ensured that each study contributed
equally to the combined p level. These Z scores were summed
across studies and divided by the square root of the number of
studies. The resulting statistic is itself a Z score associated with
an overall probability level indicating the likelihood that the
combined results of the studies could have occurred by chance.
The average combined probability level was used to calculate
the second statistic, termed the fail-safe TV* (Cooper, 1979). This
is the number of studies that sum to a null effect that would
have to be added to the known studies to raise the combined
probability to nonsignificance. Rosenthal (1979) referred to
this as the "tolerance for future null results" (p. 638). This statistic provides some measure of the stability of the findings in
relation to the possible number of unretrieved studies.
Third, the effect size associated with each dependent variable
was calculated. This review used the d index to measure effect
sizes (Cohen, 1977). The d index is denned as the difference
between the mean scores of two groups divided by the average
or common standard deviation of the groups. This calculation
results in a measure of the degree to which the two groups differ
in terms of standard deviation units. For example, a d index of
.25 indicates that the two group means were separated by one
quarter of a standard deviation. In this review, the control group
mean was always subtracted from the family therapy mean so
that positive d indexes indicate that the family therapy group

-.01

0.0

showed higher scores on measures of positive family interaction
or patient behavior. The mean d index across studies was calculated by averaging the separate study d indexes after they had
been weighted by the study sample sire (Hedges & Olkin, 1985).
If multiple effects were reported within a study, they were
averaged to yield a single overall d index. In cases where means
and standard deviations were not reported, d index values were
estimated from F values or I values (see Friedman, 1968). If an
effect was reported as not significant and the F or t value was
not reported, we assumed that an exact null effect was uncovered (i.e., d = 0). This convention probably causes a conservative bias in the results. That is, a lower magnitude of the rf-index
average value will be estimated than would be found if all studies included the necessary statistics.
Associated with a d index is a measure of distribution overlap, called C/j. U3 tells the percentage of people in the lower
meaned group who are surpassed by the average person in the
higher meaned group. Thus, if d = .25, U, = .60, meaning the
average patient in the family therapy condition surpassed 60%
of the control condition patients.
The fourth statistic was a measure of the homogeneity of
effect sizes in a group of studies (Rosenthal, 1984). This test
determines whether the variability in a set of effect sizes is
greater than would be expected by sampling variability alone.
It results in a statistic that is distributed according to the standard chi-square distribution. If the chi-square is not significant,
the reviewer can assume the effect indexes reported for the
group of studies were measuring the same relation (i.e., were
drawn from the same population). If the chi-square is signifi-

This document is copyrighted by the American Psychological Association or one of its allied publishers.
This article is intended solely for the personal use of the individual user and is not to be disseminated broadly.

434

M. HAZELRIOG, H. COOPER, AND C. BORDUIN

Table 3
Studies Comparing family Therapy With No- Treatment Controls Using Behavior Ratings Immediately After Treatment
Study

Patient population

Dependent measure

Fischer, Anderson, Arveson, & Brown
(1978)

Children with behavior
problems.

Parent evaluations of
child behavior.

37

1.02

3.29

Garrigan & Bambrick
(1975)

Children and adolescents
with behavior
problems.

Behavior checklist of
teachers.

18

.33

1.15

Garrigan & Bambrick
(1977, 1979. Study 1)

Children and adolescents
with behavior
problems.

Parent and teacher
ratings of child
behavior.

44

.40

0.94

Garrigan & Bambrick
(1979, Study 2)

Children and adolescents
with behavior
problems.

Maternal ratings of child
behavior.

24

-.31

-0.70

Martin
(1977)

Children with behavior
problems.

Maternal monitoring of
child behavior.

43

.77

2.43

Stover & Guerney
(1967)

Children with behavior
problems.

Experimenter ratings of
child behavior from
recorded activity.

28

.38

1.45

cant, the reviewer should try to determine which studies (or

no-treatment group (Garrigan & Bambrick, 1979), and this re-

effect sizes) might be included in further subsets of the studies.
In six of the reviewed studies, the raw data on recidivism was

sult was a near-zero effect. All other studies reported results in

either presented or could be calculated from percentages of recidivating patients and the sample size. Using this raw data we

studies was d = .45. This effect size is associated with a U3 value
of 67.3%, which means that 67.3% of the people in the no-treat-

calculated a single 2 x 2 chi-square involving the factors of (a)

ment group showed less favorable family interaction patterns

the number of clients rehospitalized or not rehospitalized and

than did the average patient in the family therapy group.

(b) whether they were treated with family therapy or an alternative therapy. An additional 2 X 6 chi-square was calculated involving the factors of (a) recidivism rate per 100 observations

nificant chi-square, x2(6, N = 7) = 2.94. Thus, the effect sizes
were shown to be homogeneous.

and (b) the study reporting the recidivism rate. This analysis
tested whether recidivism rates were generalizable over all of the

ings of patients are listed in Table 3. The combined Z score

studies.

of these results yielded a value of 3.49 with an associated p <

a positive direction. The weighted mean effect size for all seven

Analysis of the homogeneity of effect sizes revealed a nonsig-

Behavior ratings. The six studies that obtained behavior rat-

.0002.

Results
Family Therapy Compared With No Treatment
Ten studies meeting the selection criteria included measures

The fail-safe If for the behavior ratings comparing family
therapy to no treatment was 26. This means 26 studies with a
null-summing effect would have to be added to the 6 reviewed
studies before the cumulative result became nonsignificant.

of the effect of family therapy compared with a no-treatment

Thus, the findings can be viewed as stable and fairly resistant to

control group. Seven of the studies reported measures of family
interactions and six studies reported ratings of the behavior of

the effects of new or unretrieved studies that find null results.

the identified patient.
Family interaction measures. The seven studies including
family interaction measures are listed in Table 2. The combined
Z score of these results yielded a value of 1.88, with an associated p < .03, one-tailed.
The fail-safe N for the results of family interaction measures

The effect sizes for the studies in Table 3 ranged from d =
-.31 to d = 1.02. Only one study reported results favoring the
no-treatment group (Garrigan & Bambrick, 1979). All other
studies reported results in a positive direction. The weighted
mean effect size for all six studies was d - .50. This effect size
is associated with a C/s value of 69.1 %, which means that 69.1 %
of the people in the no-treatment group had poorer behavior

comparing family therapy with no treatment was 3. This means

ratings than did the average patient in the family therapy group.

three studies with a null-summing effect would have to be added

The reason behavior ratings had a more significant combined

to the seven reviewed studies before the cumulative result be-

probability than family interaction ratings did, even though the

came nonsignificant. Thus, the findings cannot be viewed as

effect sizes were similar, appears to be the larger sample sizes in

stable and resistant to the effects of new or unretrieved studies

the behavior measure studies.

that find null results.

Analysis of the homogeneity of effect sizes yielded a nonsignificant chi-square, x2(5, N = 6) = 6.57. Thus, the effect sizes

The effect sizes for the studies in Table 2 ranged from d =
-.01 to d = .89. Only one study reported results favoring the

were shown to be homogeneous.
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Table 4
Studies Comparing Family Therapy With Alternative Treatment Controls Using Measures
of Family Interactions Immediately Following Treatment
Patient population

Alternative treatment

Dependent measure

N

d

£

Foster, Prinz, &
OTeary(l983)

Adolescents with
behavior problems.

Education in problemsolving skills.

Self-report
questionnaires,
experimenter
ratings of recorded
interactions.

17

.31

0.50

Johnson & Maloncv
(1977)

Children (not
psychotic or
delinquent).

Individual therapy
with various family
members.

Experimenter ratings
of recorded
interactions.

28

1.16

2.61

Parsons & Alexander
(1973)

Adolescents (juvenile
offenders).

Individual therapy
(client-centered and
eclectic/dynamic).

Experimenter ratings
of recorded
interactions.

40

.44

0.93

Study

Family Therapy Compared with Alternative Treatments
Eleven studies meeting the selection criteria included mea-

Analysis of homogeneity of the effect sizes yielded x2(3, N =
4) = 8.10, p < .05. Thus, these effect sizes were found to be
heterogeneous.

sures of the effects of family therapy compared with the effects
of alternative treatments (e.g., individual or group therapy, or
medication). Eight of these studies provided data comparing the
groups immediately following treatment, and seven studies provided follow-up data. The follow-up data were analyzed sepa-

Follow- Up Data From Studies Comparing Family
Therapy With No-Treatment Controls
Two studies comparing family therapy with no treatment ob-

rately for this review and will be discussed later.

tained follow-up data. Garrigan and Bambrick (1977, 1979)

Family interaction measures. Three studies used family interaction measures to compare the effects of family therapy and

used a follow-up period of 1 to 2 years. The outcome measures
were employment or school status and court involvement. This
study reported an average effect size ofd= 1.45, with a Z score

alternative treatments (see Table 4). The combined Z score of
these results yielded a value of 2.33 with an associated p< .01.
The fail-safe N for these studies is 3. This category of studies

of 3.97, p < .00005. Klein, Alexander, and Parsons (1977) used
a follow-up period of 2.5 to 3.5 years. The outcome measure

cannot be considered resistant to the effect of new or unretrieved studies reporting null effects.

was the rate at which siblings of the identified patient were referred to the court system. These authors reported results with

The effect sizes for these studies ranged from d = .31 tod =

an effect size of d = .37 and a Z score of .85, p < .20. Because

1.16. All of the studies reported results in the direction favoring

of the small number of studies reporting follow-up data from
no-treatment control groups, no analyses were performed to

family therapy. The weighted mean effect size was d = .65. This
effect size is associated with a £/3 value of 74.2%, which means

combine results.

that 74.2% of the people in the alternative treatment group had
less favorable family interactions than did the average person in
the family therapy group.
Analysis of the effect-size homogeneity revealed a nonsignificant chi-square, x 2 (2, N = 3) = 2.48. Thus, these effect sizes
were found to be homogeneous.
Behavior ratings. Four studies reported using behavior ratings of the identified patient to compare the effects of family

Follow-Up Data From Studies Comparing Family
Therapy With Alternative Treatment Controls
Seven studies obtained follow-up data comparing the effects
of family therapy to alternative treatments. Six studies used recidivism rates at the end of the follow-up interval and four studies used other measures. The results of these four studies are

therapy and alternative treatments (see Table 5). The combined

summarized in Table 6.

Z score of these results yielded a value of 2.63 with an associated p<. 004.

The amount of time for follow-up assessments ranged from 6
to 8 weeks to over 3 years. The standard normal deviate of the

The fail-safe N for these studies is 7. This category of studies
cannot be considered resistant to the effect of new or unre-

measures was Z = 0.97, ns. The effects sizes for these studies

trieved studies reporting null effects.

ranged from — 1.22 to .90 with a weighted mean of d = .06. This
effect size is associated with a U3 value of 52.0%, which means

The effect sizes for these studies ranged from d = 0.0 to d =

that 52.0% of the people in the alternative treatment group were

.90. All of the studies reported results in the direction favoring
family therapy. The weighted mean effect size was d = .23. This

surpassed by the average person in the family therapy group.

effect size is associated with a l/3 value of 60.0%, which means
that 60.0% of the people in the alternative treatment group had
poorer behavior ratings than did the average person in the family therapy group.

The homogeneity analysis for these effects resulted in x2(3, N =
4) = 23.51, p< .005, demonstrating that the results are heterogeneous.
Six studies obtained follow-up data that specified the number
of patients in each therapy group returning to treatment during
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Table 5

Studies Comparing Family Therapy With Alternative Treatment Controls Using Behavior
Ratings Immediately Following Treatment
Study

Patient population

Alternative treatment

Dependent measures

N

d

Z

.90

1.96

Christensen, Johnson,
Phillips, & Glasgow
(1980)

Children with
behavior problems.

Bibliotherapy.

Experimenter and
parent monitoring
of child behavior.

28

Langsley. Machotka, &
Flomenhaft(1971)
Langsley, Pittman,
Machotka. & Flomenhaft
(1968)

Adults referred for
inpatiem treatment.

Hospitalization.

Experimenter ratings
of patients' level of
functioning.

250

Schubert & Miller(1981)

Adults in inpatient
treatment.

Individual therapy,
group therapy,
behavior modification,
and medication.

Experimenter ratings
of patients' level of
functioning.

4303

.24

1.73

Stuart, Jayaratne, & Tripodi
(1976)

Adolescents (juvenile
offenders).

Group therapy.

Parent and teacher
ratings of child
behavior.

60

.52

1.57

the follow-up period (Alexander & Parsons, 1973, 6- to 18month follow-up; Goldstein, Rodnick, Evans, May, & Steinberg, 1978, 6-month follow-up; Johnson, 1977, 2-year followup; Langsley, Machotka, & Flomenhaft, 1971, and Langsley,
Pittman, Machotka, & Flomenhaft, 1968, 6-, 12-, and 18month follow-up; Rittenhouse, 1970, 3-, 6-, and 12-month follow-up).
A total of 952 patients were included in the recidivism analysis. These data were used in a single chi-square analysis (see
Table 7). Three studies (Langsley et al., 1971, 1968; Rittenhouse, 1970; Wellisch & Ro-Trock, 1980) reported recidivism
rates separately for more than one follow-up period. Although
it is possible that the same patients recidivated repeatedly and
are included in each follow-up period, these analyses are based
on a total across periods.
The overall x 2 (l,,¥ = 952) = 46.18, p < .005. In percentage
terms, during the follow-up period 36% of the patients in family
therapy returned to treatment whereas 58% of the alternative
therapy patients returned to treatment. The effect size for the
recidivism data was d - .47.
The second chi-square analysis determined whether the effect
sizes were consistent across studies. This analysis yielded a significant chi-square value, x2(5, N = 512) = 25.73, p < .005,
showing that the effects were heterogeneous.
The recidivism data was also subdivided according to patient
population. First, hospitalized patients only were included
(omitting data from Alexander & Parsons, 1973, and Johnson,
1977, who measured the number of court referrals during the
follow-up period). The chi-square value for hospitalized patients only was x( 1, A' = 436) = 20.93, p < .0005, with an effect
size of d = .41. In percentage terms, during the follow-up period
28% of the patients in family therapy returned to the hospital
whereas 48% of control patients required further hospitalization. The second analysis to determine whether the effects were
consistent across studies also yielded a significant chi-square
value, x2(3, N - 308) = 23.89, p < .005, showing that these
effects were heterogeneous.

0.0

0.0

Next, the three studies of adolescent subjects (and their families) were combined (Alexander & Parsons, 1973; Johnson,
1977; Wellisch & Ro-Trock, 1980). For recidivism among adolescents, X2( I , ff = 494) = 21.76, p < .005, with an effect size
of d = .43. In percentage terms, during the follow-up period
45% of the adolescent patients in family therapy returned to
treatment whereas 66% of the adolescents in alternative treatment required further treatment. The second chi-square analysis to determine whether the effect sizes were consistent across
studies yielded a significant chi-square value, x 2 (2, N = 318) =
6.97, p < .05, indicating that these effects were heterogeneous.
For the six studies reporting recidivism data, a Spearman rho
correlation coefficient was calculated between the size of the
effects and the length of the follow-up periods. The result was a
negative correlation (r = —.30), indicating a trend for effect sizes
to be smaller when measured at longer periods of follow-up.
Thus, the difference in recidivism rates among studies is likely
due to both the use of different alternative treatments and
different follow-up intervals.
Random Versus Nonrandom Assignment
Finally, a comparison was made between studies using random assignment and studies using nonrandom assignment
(usually matching designs). In studies comparing family therapy with no treatment and using family interaction measures,
five studies used random assignment and had a weighted average effect size of d = .44. Two studies used nonrandom assignment, and these studies had a weighted average of d = .45. In
studies using behavior ratings to compare family therapy with
no treatment, four used random assignment, with d = .38, and
two used nonrandom assignment, with d = .79. In studies cornparing family therapy with alternative treatments, all studies
using measures of family interactions used random assignment.
Among studies using behavior ratings, three used random assignment, with d - .18, and two used nonrandom assignment,
with d = .24.
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Table 6
Studies Comparing Family Therapy With Alternative Treatment Controls Using Nonrecidivism Measures at Follow- Up

Study

Patient
population

Alternative
treatment

Dependent
measures

N

Length of
follow-up

d

Z

-.12

0.0

6-8 weeks

3.89

2. 5-3. 5 years

18 months

Foster, Prinz, &
CTLeary(1983)

Adolescents with
behavior
problems.

Education in
problemsolving skills.

Self-report
questionnaires,
experimenter
ratings of
recorded
interactions.

17

Klein, Alexander, &
Parsons (1 977)

Adolescents
(juvenile
offenders).

Individual therapy
(client-centered
and eclectic/
dynamic).

Number of sibling
referrals to the
court system.

86

Langsley, Machotka,
& Flomenhaft
(1971)
Langsley, Pittman,
Machotka, &
Flomenhaft (1968)

Adults referred
for inpatient
treatment.

Hospital ization.

Experimenter
ratings of
patients, level of
functioning.

250

-.09

0.0

Ro-Trock, Wellisch,
&Schoolar(1977);
Wellisch & RoTrock (1980)

Adolescents and
young adults
in inpatient
treatment.

Individual therapy.

Number of
families using
outpatient
therapy services.

24

-1.22

-1.96

.90

3 years

measures to compare family therapy with alternative treat-

Discussion

Summary

ments had a larger average effect size than the family therapy
versus no-treatment comparison, and this result was statisti-

The results of this review are summarized in Table 8. The
results showed that family therapy had a positive effect on pa-

cally significant. However, because of the small number of studies examining this comparison (« = 3), only three additional

tients, compared with no therapy, when the effect was measured
by either family interactions or the behavior of the identified

studies with null results would make the overall result nonsignificant. The use of behavior ratings to compare family therapy
with alternative treatments showed a smaller positive effect than

patient. For behavior ratings, a large number of studies with
null results would have to be uncovered to alter this conclusion.
However, only three would reduce the family interaction mea-

did family therapy versus no-treatment studies, although the

sures to nonsignificance. The average effect size from both types
of outcome was very similar, d - .45 and .50, respectively, and
the studies were shown to be homogeneous in their result.
When family therapy was compared with alternative types of

Table 8
Family Therapy Compared With No Treatment
and Alternative Treatments

treatments, the results also demonstrated the relative effective-

Effect
size

ness of family therapy. The studies using family interaction
Measure

(d)

Z

Fail-safe
N

Homogeneity

No treatment
Table 7
Recidivism Data Comparing Family

Therapy

and Alternative Treatments

Treatment
Family therapy
Recidivism
No recidivism
Alternative treatments
Recidivism
No recidivism

x2
p
Effect size (d)

Total
sample

Hospital
patients

69
117

113
137

273
197

120
130
20.93

161
83

.47

.45

Family
interactions
Behavior
ratings
Follow-up
(nonrecidivism
measures)
Recidivism

.65

.50

Adolescents

174
308

46.18
.005

Family
interactions
Behavior
ratings

.005

21.76
.005

.41

.43

1.88,
p<.03
3.49,
p<.0002

3
26

x ( 6 , A ' = 7 ) = 2.94,
p< .80
x(5. A' = 6) = 6. 57,
p<.20

Alternative treatments

.23
.06

.47

2.33,
p<.0l
2.63,
p<.004
0.97,
P-.17
2.58,
p<.005

3
7
0

x(2, .V=3) = 2.48,
p<.20
x(3, .¥ = 4) = 8.10,
p<.05
x(3, A r = 3 ) = 23.51,
/)<.005
x(5, N = 5 12) = 25.73,
p-c.005
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effect was still significant. Again, because of the small number

it found no effect for family therapy compared with no-treat-

of studies reporting this comparison (n = 4), only seven addi-

ment controls on family interaction variables and a negative

tional studies with null results would make the overall finding
nonsignificant. The results of these studies were not homoge-

effect on ratings of behavior. This was the only study finding
null or negative effects when comparing family therapy with no

neous and the effect sizes ranged from d = 0,0 when family therapy was compared with hospitalization to .90 when compared

treatment. The reason for this may be that the authors were
focusing on differences between single-parent families and in-

with bibliotherapy. The most obvious possible reason for the

tact families in their response to treatment. However, they did

heterogeneity is the diverse nature of the alternate treatments.
Only one form of alternate treatment appeared in more than
one study. Variability in the effectiveness of the alternative treat-

all-treated versus all-untreated families. There were numerous

ments would cause differences in the estimate of their relative
effectiveness when compared with family therapy.
The results of two studies reporting follow-up data showed

report sufficient data to make the more global comparison of
differences between single-parent families and intact families
and, in fact, the differential responses of these types of families
appear to be responsible for the overall lack of positive effects
for family therapy. Their data showed that treated single-parent

that family therapy continued to have positive results compared

families were more disturbed than the untreated single-parent

with no treatment. However, family therapy did not prove to be

families following treatment, whereas the treated intact families

more effective than alternative treatments when the measure of

were less disturbed than the untreated intact families. The au-

effectiveness was delayed beyond the time of treatment termina-

thors did not offer any explanation for this difference except
to say that the single-parent families were often described by

tion. The effect sizes of these studies were very heterogeneous,
probably reflecting the differences in follow-up intervals and dependent measures as well as the use of different alternative treatments. As seen in Table 6, no two studies used the same alterna-

therapists as resistant and unresponsive to treatment.

tive treatments or dependent variables and only two studies
used similar follow-up intervals.

effect at follow-up assessment than at posttreatment, whereas

The six studies using recidivism as a follow-up measure of
treatment effectiveness did show family therapy to be more
effective than alternative treatments. The combined recidivism

Another study by the same authors (Garrigan & Bambrick,
1977, 1979) was inconsistent in that it found a much larger
most other studies reported smaller effect sizes at follow-up.
This study, however, was comparing family therapy with no
treatment, instead of to alternative treatments, as did the other
studies with follow-up assessments. A plausible explanation for

rates yielded a highly significant result and an effect size comparable to posttreatment measures of effectiveness. However, the

this result is the use of different outcome measures at follow-up
(school or employment status and court involvement) than at

separate recidivism rates were shown to be heterogeneous, even

the posttreatment (ratings of observed family interactions). It is

among homogeneous populations (i.e., hospital patients or adolescents). Again, this is likely to be due to variations in alterna-

also possible that the no-treatment families continued to
worsen and treated families continued to improve, producing

tive treatments and the length of follow-up. The correlation between length of follow-up and effect size was negative, showing

an even larger effect at follow-up.
Another curiosity in the findings is illustrated by studies by

that there was a trend toward decreased differences between
family therapy and alternative treatments with longer follow-up

Langsley et al. (1971, 1968). These studies found differences
between family therapy and hospitalization on recidivism rates

periods.

at follow-up, but other dependent measures did not distinguish

We also explored the methodological issue of whether study
outcomes were affected by random assignment of patients to

the groups at either posttreatment or follow-up. This result was
consistent with the genera] trend in the overall results that fol-

groups versus patient matching. Little difference in results was

iow-up assessment showed virtually no differences on the family
interaction and behavior rating measures of family therapy and

associated with this design feature.
The conclusions of this review were based on a variety of dependent measures, client populations, and approaches to family
therapy. Because of the small number of studies, the separate
effects of many possible mediators could not be statistically

alternative treatment groups but did show a positive family
therapy effect for recidivism, and in some cases the same families were measured in different ways. It is possible that the as-

evaluated. However, in general, the results of this review are

pects of family interaction and behavior of the identified patients measured in the studies were not directly related to the

consistently favorable toward family therapy. In addition, posi-

source of the families' problems. Family therapy may have had

tive changes were documented in several areas of family func-

an effect on the families" interactions that was not measured but

tioning such that family therapy was found to have specific
effects on the presenting problem and more general effects on

did reduce recidivism rates for those families. Another possibil-

the family system as a whole. This tends to support the contention of pragmatic family therapists that concentrating on behav-

taining the problem were of such low frequency, although with

ioral outcomes can provide a vehicle for pervasive systemic
change, which is not limited to symptom removal.

noted but were sufficient to reduce recidivism.

ity is that the family interactions or behaviors that were maina high impact when they did occur, that any changes were not
Another inconsistency among studies was found in the follow-up data from alternative therapy studies using nonrecidi-

Examining Inconsistent Studies and Overall Results
Several studies reported results that were inconsistent with
the results of other studies with similar designs. For example,
the study by Garrigan and Bambrick (1979) is notable because

vism measures. The effects from these studies were shewn to be
very heterogeneous (see Table 6): Two studies showed very small
effects, and the other two studies had large effects, but in opposite directions. Klein et al. (1977) found that the positive effect
of family therapy on siblings* initial arrest rates was actually
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larger than on recidivism rates of identified patients. On the

results comparing family therapies with alternative treatments

other hand, Ro-Trock, Wellisch, and Schoolar (1977) and Wellisch and Ro-Trock (1980) found a negative effect for family

are inflated (that is, made more positive toward family therapies) by including these attention/placebo treatment groups.

therapy. In this study, the alternative treatment (i.e., individual

Again, there are too few studies in the literature to reach any

therapy) was administered to various family members instead
of only to the identified patient. Thus, this alternate treatment

definitive conclusions distinguishing between the types of alternate treatments. Before concluding that family therapies are

was, in essence, another form of family therapy and may have
resulted in changes similar to family therapy with all of the fam-

better treatments than other forms of therapy, more and better
research must be conducted comparing family therapies with

ily members present. In addition, the measure used was the

both attention/placebo treatments and viable treatment alter-

number of families that sought treatment at outpatient clinics
during a 3-year period following the identified patient's dis-

natives.
Finally, a crucial variable in evaluating the effectiveness of

charge from the hospital. The researchers found that hospitalized patients treated with family therapy were much more likely

family therapies is the type of family therapy interventions
used. Family therapies usually include several family members

to seek outpatient treatment during the follow-up period. For
the purposes of this review, these results were considered to be

in sessions, but the interventions used in the sessions are not
standard or consistent. The family therapy approaches used in

negative, on the basis of the assumption that all families that

the studies reviewed here include structural, strategic, and be-

need treatment would seek it out. However, it could also be considered a positive effect for family therapy because of the possi-

havioral family therapies, and parent training in client-centered, Rogerian methods. Furthermore, some studies described

bility that families treated with family therapy were more aware
of their problems, more motivated to solve them, or viewed

the interventions that were used in great detail (e.g., Garrigan
& Bambrick, 1975), whereas others reported no information

treatment positively.

about the type or sequence of interventions that were used
(Schubert & Miller, 1981). Because of the lack of complete in-

Limitations on the Review's Conclusions

formation about the type and sequence of family therapy inter-

In addition to summarizing the existing literature on family
therapy outcome, this review also uncovered several possible
moderators of effectiveness that will require more research before assessments of their impact can be made. First, the theoretical position of most family therapists is that family therapy
techniques can be used with nearly any client population. However, most of the studies reviewed here studied the effects of family therapy with families of children who showed behavior problems. All of the studies comparing family therapies with no

ventions used and the extreme variety of family therapy interventions reported, no conclusions can be drawn about differential effects for different types of family therapies.

Future Directions
Clearly, family therapy researchers must strive for greater
specificity in the questions they ask, such as "what are the specific effects of specific interventions by specified therapists at
specific points in time with particular types of patients with

treatment had children's problems as the focus of therapy. In
the studies that compared family therapies with alternative

particular presenting problems?" (Gurman et al., 1986, p. 601).

treatments, four studies probably included both children and
adults as identified patients, although age ranges were not re-

nents and change mechanisms that are common to various
types of family therapy (Gurman et al., 1986). To the extent

ported (Goldstein et at., 1978;Langsleyetal, 1971, 1968; Rit-

that researchers of the family therapy process are able to iden-

tenhouse, 1970; Schubert & Miller, 1981). The effect size for
family therapy for these mixed populations did not appear to
be different from the effects for children (see Tables 5,6, and 7),

tify such elements, it may be possible to bridge some of the epis-

but there are too few studies of similar populations to make a
more conclusive statement. Furthermore, within a given population, family therapies may have differential effects depending
on the type of disorder being treated (e.g., acting out vs. anxious
and withdrawn children). It may also be the case that family

However, it may also be the case that there are effective compo-

temological rifts that have developed in the field of family
therapy.
One fundamental and, as yet, unresolved issue in the evaluation of family therapy outcomes is related to the selection of
criteria that are used to define change. Although it is self-evident that there are multiple levels and multiple vantage points
for assessing outcomes in family therapies, many of the studies

therapies have differential effects for nonsymptomatic prob-

included in this review have taken a narrow approach in this

lems, such as difficulties dealing with transitional phases in the
family life cycle. Again, there are too few studies of these

regard. For example, several researchers used parent ratings of
patient behavior (Fischer, Anderson, Arveson, & Brown, 1978;

hypotheses to draw any conclusions at this time.
Second, family therapies appear to be only slightly more

bert & Miller, 1981), or recidivism (Johnson, 1977) as the sole

Martin, 1977), experimenter ratings of patient behavior (Schu-

effective than alternative treatments. However, the alternative

criterion for evaluating therapeutic outcome. Undoubtedly,

treatments used in the studies reviewed here were not consistent

each researcher's values and theoretical biases have a strong im-

across the studies. Some studies used alternative treatments that

pact on both the selection of outcome criteria and on the judg-

were intended to be legitimate and are in common practice,
such as inpatient hospitalization (Langsley et al., 1968). Other

ment of what constitutes a positive outcome (Colapinto, 1979;

studies used groups that received only attention or placebo
treatments, such as bibliotherapy (Christensen, Johnson, Phillips, & Glasgow, 1980). It is probable that in our review the

Strupp & Hadley, 1977). Nevertheless, we believe that considerable progress could be made in evaluating family therapies
through the increased use of multiple change indices (e.g., individual, marital, and family system variables) from multiple
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vantage points (e.g. patient and other family members, therapist, observer). This approach would facilitate between-study
comparisons (by ensuring at least some overlap in criteria between studies) and would provide a more detailed representation of the complex effects of family therapies.

tives to between-group comparisons of average patient/family
performance include evaluations of the importance (i.e., clinical significance) of family change, the proportion of families
who improve, and the durability of improvement (Jacobson,
Follette, & Revenstorf, 1984; Kazdin & Wilson, 1978). In addi-

Most family therapies are, by definition, designed to effect
changes in patterns of intrafamily relations. However, only 8 of

tion, factors such as the duration of therapy, the costs associated

the 20 investigations included in this review used measures of

therapy to the patient or family might all represent relevant cri-

with professional training, and the cost and acceptability of

family interaction to assess treatment outcomes. We recom-

teria for comparing different treatments. In fact, the rise in

mend that the use of conceptually relevant family interaction

third-party payments may soon demand evidence of treatment

measures become standard practice in family therapy outcome
research. However, there are some important methodological

efficiency and consumer satisfaction regarding various forms of
treatment, including family therapies. On the other hand, as

issues pertaining to the assessment of family relations. First,
considering that intermember agreement about the quality of

consumer satisfaction may not be equivalent to effective treat-

family relations is generally quite low (see e.g., Alexander, John-

makers must exercise caution in evaluating consumer data. Ob-

son, & Carter, 1984; Henggeler, Borduin, & Mann, 1987), fam-

viously, such evidence could be used in conjunction with other

ily therapy researchers should not generalize from the perceptions of one family member to the entire system. Schwarz, Bar-

types of outcome data and might be weighted accordingly.

ton-Henry, and Pruzinsky (1985) have recently suggested that
aggregate scores based on the ratings of multiple family members provide the most valid description of family relations.
However, as Barnes and Olson (1985) have noted, it may also be
useful to examine intrafamily differences on variables of interest. To the extent that family members differ in their perceptions of family relations, description of these differences may
advance our understanding about the nature of family functioning and family change.
Second, although expensive and time consuming, increased
use of observational methods in studies of family therapy outcome is clearly needed. Observational measures permit sequential analyses of family interaction data and assess bidirectional
influences within the family system more adequately than do
self-report measures. However, we do not wish to imply that
observational measures provide a more accurate picture of

ment (Oarfield, 1983; Parloff, 1983), researchers and policy-

Conclusion
Until an extensive set of family therapy outcome studies has
accumulated, any assessment of the effectiveness of family therapies must remain tentative. This review indicates that family
therapies do work, in their general form, and seem to work better than some alternative treatments. Although these conclusions are tentative, they should be encouraging to therapists in
this young, developing field. Ironically, as researchers continue
to establish an empirical base regarding the efficacy and outcomes of family therapy, they will need to do so in the face of
challenges from advocates of the new epistemology (see, e.g.,
Colapinto, 1979; Tomm, 1983). These theorists have charged,
among other things, that traditional research methods are derived from linear and reductionistic paradigms and, therefore,
are inappropriate and inadequate to contribute to our knowl-

family relations than do self-report measures. Because self-report and observational methods provide different vantage

edge of how systems operate and change. However, as Gurman
(1983) has cogently argued, standard research methods are the

points for viewing current family interactions, family therapy
researchers should use both types of methods whenever possible.

only ethically responsible means currently available for evaluat-

Although the family is certainly one of the most important
systems that influence the individal, there is little doubt that the

the interactions of patient, therapist, setting, and treatment
variables and by using multiple levels and vantage points for
assessing systemic change. We hope the results of this review

individual is also embedded in systems that extend beyond the
family (Bronfenbrenner, 1979; Henggeler & Borduin, in press;
Salzinger, Antrobus, & Click, 1980). For example, the older
child or adolescent often has extensive transactions with peers,
school personnel, and neighborhood residents. For the adult,
primary extrafamilial systems typically include the work environment, friends, extended family, and other social support networks. From a multisystemic perspective, therapeutic efforts to
alter directly interactional exchanges between family members
may have indirect effects on the many interrelated systems in
the family's ecological environment. As a consideration of extrafamilial systems seems essential for a more complete understanding of the various factors that are related to psychosocial
difficulties, future investigations of family therapy outcomes
should broaden their focus to include measures of relevant extrafamilial variables.
There are several other relevant outcome criteria that deserve
consideration in studies of family therapy effectiveness. Alterna-

ing family therapy outcomes. Moreover, researchers of family
therapy outcome and process can attend to context by studying

will encourage researchers to produce better studies evaluating
the multidimensional effects of family therapies and involving
variations in patients, outcomes, and alternative treatments.
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